| PacifiCare®

AlnitedHealthcare Company

FROM Linda Clark, Regulatory Appeals Analyst

5757 Plaza Drive MS CA 124-0157
Cypress. CA 90630

Toll -Free # 866-744-4543

Direct# (714) 226-6742
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| PacifiCare®

A UnitedHealtheare Company
February 6, 2007

Steven Brunelle

California Department of Insurance
300 S. Spring Street

Los Angeles, CA 50013

Insured: L

Patient: same
Patient ID: 074022400
Plan Type: PPO

California DOI file: CSB-6232755

Dear Mr. Brunelle:

This Jetter is writien in reference to ybm‘ request for additional information regarding the
claims reimbursement for the services Mr.bobtained from the Tumer Eye Institule
and Horizon Vision for dates of service July 24, 2006 and August 7, 2006.

You are asking that PacifiCare provide “true” copies of the Explanation of Benefits for
each of Mr. (S claims for dates of service Tuly 24, 2006 and August 7, 2006.

Please see the attached copies of the Explanations of Benefits that PacifiCare was able to
retrieve from the PacifiCare Claims Department. '

We hope that this resolves the issues you have presented.

Chats

inda Clark, Analyst
Regulatory Appeals

Sincerely,

5757 Plaza Drive, Mailstop CA124-0157
Cypress, California 90630
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PLEASE
DONOT
STAFLE
iN THIS
ARZA
1. Program or Plan . 12, insured's ID. Number
Masicare ) O avesicaia D cvmpusy O ccnmmpvay O @iy O ncny @) ey
2. Patient's Name (s, [irst, i} - Paticals Birthdato (muvidd/yyyy) Sk  Insuired's Name
11/16/1956 @y Oe
. Pattent's Address 5. Patient Relationship To Insured . Insurcd's Address
@ Seif @ Spouse Child @ Other
8. Paticni Status “
-~ O Singte Mamicd O Other =
@ Employed Pal-Tine Student O Fart<Time Studeny
£%. Other Insured's Name {last, fist,mi} 10, Is Patient’s Cr(;érimon Related To: 11, Insurcd's Potlcy Graup or ECA Nutober
k. Empl ? {Cusrent or Previous) -
; e 90218335
. Other fosured's Paticy or Group Numbes F3 va Bl o Tnsured’s Date of Birh {mmAddiyyysy  Sex
b Aulo Azcidont?  Flace (State 11/16/1956 :
E v 1. $uOr
e Yés 4]
. Other Insuced's Date of Birth fmm/ddiyyyyl Sex ) O Acsldent? . Employe's Nare or Schooi Mame
Om O - SPORTS LEADERSHIP GROUP
Elve Flwe
k. Employcr's Neme or Schoal Name c. Insurance Plan Name or Propram Warme
ISPORTS LEADERSHIP GROUP

k. Insurance Plan Name of Bragram Name

104, Reserved for {ocal use

b, I there anoihier health benefit plan?

@Yd @No

I:I’L Patient's or Aathorized Person's iignmre

SIGNED_ BIGNATURE NOT ON FILE  DATE

13 Insured’s or Authorized Porion’s Sigriswre
fioned SIGNATURE ON FILE

4. Date of wnmtmﬁm{mri\fddfym);

15, 10 Patient has had same ar similar llness

6. Dates Patient unable to wosk i cirrenl oveupation

mive first date (mm/ddfyyyy) “T;,(T)J}:w%}
£17. Nome of Referring Physicia or Other Soircs 178, 1D, Number of Referting Physican 18. Hospitallzation Dates Related 1o Conrent Services (mm/ddfyyyy)
CROM _ TO
9. Ouiside Lah? Chatges
12, Reserved for local use
Ove B $6.60
121 Diagnosis or nature of ;’?i;:e:s of infury, (Relate tems 123 or 4 tostem 248 by lines) £22 Medicsid Resubmission
. Code Ongloat Ref, No
1371.61 3.
= 4. 23 prior Auhorizaion Nember
4. A B c D B )2 aQ H T T 3 K
Dute(S) of Service Place Type Proseduresservicessupplics ¥ Briagriosh 3 Deys § EPSDT Resorved
From To of of xpiain unasiisl circumstanoes) g’:“m $ Cherges of Family | BMG | COB far
MM/DDYYYY MM/DDAYYY 1 Serviez | Service CPI/HCPCS MODIFIER - Unis § Flan iogai use
7/24/2006 72412006 11 99T 1 2,245.00 1.80
5. Pederat Tax LD: Number 85N BN 6. Patient's Account Ne. 7. Acceps Assignment? Tatal Charges 9, Amount Paid L0, Balanee Due
® e O 24500 0 000
LIIGNATURE DF PHY SICIAN OK SUPPLIER 2.NAME AND ADDRESS OF FACILITY WHERE SERVICES B3, Physician’s, suppliers billing information
ct.?rynma DEGREES OR m‘:anxm‘m.s RENDARED (I other than home or office) IHORXZON VISION CEN
certify thai the statements an the reveres ORIZON VISION CE
pply to this bill and o madea pant theveol') 14895 EAST 14TH Sg A 14395 EAST 14TH ST

®RsT  HORIZON VISION
3

st HORIZON VISION
DATE

SAN LEANDRO CA 94578

SAN LEANDRO CA 94578

eI H GREA

hitp://172.16.1.70:8091/ce/claims/jsp/claimSelect jsp ?n=QC20wner&i=112& A=false & HO=...

Claim Number: CPD06212C104.C0
Date Reeedved: (7/35/2006
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‘PLEASE
DO NOT
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INTHIS

AREA

L Progyam or Plan 1a. Insured’s LD Number

O eticaren O quesicaiaip O hompisy O tonsmpvay O oy O recn) @) ommen

D, Pasient's Hame (fass, fisst, i) P Paticals Binhdale (minfdd/yyyy) Sex Insireds Naine
11/16/1956 ®uOr
. 6. Pationt Relationship To Insured , Insured's Address
@ Seir O Spouse O Child G Olher

8. Patient Status
@ Singie @ Marricd @ Other
@ Brmployed O Full:Time Student @ Part-Time Studeny

p- Other Inturrds Pame {ast, fiest, mo) {10, Is Patient’s Condition Related To: L 1. insured’y Policy Growp ¢ FECA Number
5. Bmployment? {Currens or Provious) N
3 a Ej 150219335
. Other Insured’s Potlcy or Group Numbers . Yes No . Insured's Date of Birth {mmfddyyyy) Sex

b, Auio:Accldent?  Place (Statc)

o 11/16/1956 &wu
Flve Flwe AL

. Other Insured's Date of Birth (mnvdd/yyyy) Sex

O . Other Accident? b, Bmployer's Name or Schoo! Name
¢ i § EADE GRO
m O Vs E] o SPORTS LEADERSHIP GROUYP
k. Bmplayer's Name or Scioo! Name <. Insuranse Plan Name or Program Name
ISPORTS LEADERSHIP GROUP
. Insurance Plaw Name of Program Name: 104, Reserved for foeal use b3, Is there another bealth benefit plan?

@\’a @Nn

12, Patient's or Asthonized Pcrson’sﬁgmuw t3. Insured'sor Authorized Parson's Signaiure
1GNED SIGNATURE ON FILE = oat8 sionep  SIGNATURE ON FILE

14, Date of current Iness(nnvddiyyyy): 15, 10 Patient has had same or slimilar [Hness }:,}Sl‘u Pau)m: unabe fo worle in cumrent occopalion
ive fivst datc (min/dd/yyyy) PROM“ 3:[.303
17. Name of Refering Physician or Other Source 173 1.0, Number of Referring Physican 18. Hospitalization Dales Related to Cumven Services (mmfdd/vyyy)
) iRoM_ 10

20, Oulside Lab? Charges

£15. Reserved lor locain
Sagtl 11 @ Yo @ NO sﬁ‘{}[}
2 1. Diagnosis of natiire of Hiness or injury. (Relate iems 1,2, or 1 Hlem 24E by linzs) £22 Medicaid Kesubmission
Code Orginmal Rel. Ne.
1.780 3 ’
2. 4. £3. rior Aushorization Numbes
4 A - B c D B ¥ G 5 P K
DatefS) of Sexvice . Place Typs servicessup b Dicgrioss ’ Duys | EPSDT Rescrved |
From To of of Bupiain unustal circumsiances) ’Ei’;“’” § Charges ot | Family | BMG | Cob for
MM/DDIYYYY MM/DDYYYY Scrvice | Service CPIJCPCS, MODIFIER -ode = Units Pian focxl use
8/07/2006 8072006 11 9670 1 1,395.00 1.00
5. Federal Tax LD, Numbey SSN BRI Patienl’s Account No. 7. Accepl Assignment? 8. Total Charges 3, Amount Pald .J30, Balance Due
@ Yes @ No 1,395.00 0.00 0.00 )
1.SIGNATURE OF PHYSICIAN OR SUPPLIER 2. NAME AND ADDRESS OF FACILITY WHERN SBRVICES 113, Physician's, supplleds billlag tnformation
INCLUDING DEGREES OR CREDENTIALS WERE RENDERED (I other than bomc or affice) HORIZON VISION CENTER MED GROUP
certiy thet the Statements o the roverse HORIZON VISION CENTER MED GROUF k4895 E 14TH 5T STE 360
pply to this bith snd are made a part thereol ) 14895 E 14TH ST STE 360
iksT HORIZON VISION CENTER MED ISAN LEANDRO CA 94578
ANLEANDRO CA 94578
GROUP
24
LasT HORIZON VISION CENTER MED PINE GRPH
GROUP
ATE

Clzim Namber: CPHO7008AMBR.CO
Date Recelved: 08/07/2006

hitp://172.16.1.70:8091 /ce/claims/jsp/claimSelect. jspn=QC20wner&i=112&A=false &HO=... 2/6/2007
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0 NOT
STAFLE
INTHIS
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Page 1 of 1

I; Program ar Plan

@ {Medicace #) () {Medicald 1) O {Champus) O {ChampVA) O (Grouvg) C) {¥BCA) @ {Other}

ila. insueed’s LD, Nomber

2. Patieni's Mare {bast, first, mi)

3. Patients Birihdate (mm/ddiyyyy)
11/16/1956

Sex

®u O

5. Patient's Address

5. Patlent Refationship To Iisored

@ Seit @ Spouse Q Chitd O Other

h. S U A
. Insured's Address

9. Palicnt Status

O Single () Maryiei O Other

O Baployed O Full-Time Student Fat: Time Stadentl

B Other msoreds TMame {last, first, mi)

3

110, Is Paticnts Condrtion Relnted To:
e Employpmeni? (Curent or Previous)

1. Diher Insured'’s Policy of Group Nuohes

v B e

. Auto-Actident?

!:‘!’.-:]YC'SNO

Plaze {Stats)

b, Other Insured’s Date of Rirth (madddiyyyy) Sex

OuOs

. Other Accident?

E}YBE’NO

;. Ermployer’s Name or Schoo! Mame

11. Insured's Policy Group of FRCA Number

0219335
5 d's Date of Birth {mavddyyyy) Sex
11/16/1956 -

. Binployes's Name o+ Scelivol Warmie.

SPORTS LEADERSHIF GROUP

. Insurance Plan Nam¢ o Program Name

SFORTS LEADERSHIP GROUP

td. Inturance Plan Name of Frogrom Name

10d. Reserved for tocal use

(. I therc another health benelit plan?

@Y:: @Nn

l;z‘ Pattent’s or Authorized Perion's E:’gnalum

13. Insured's or Authorized Person's Signature

1oNeD . SEGNATURE ON FILE  pams sioNip. SIGNATURE ON FILE
Ft4. Dateof current Thness{mamvad/yyyyr 15, I Patient has had samo of sitritor ilinese ] ’lﬁml?,::i:]s Pwli)cnl unable (o wiork i curment occpation
foive (st date {nin/ddiyyyy) FT\DM T:?g

§17. Name of Reforing Physdctan or Oither Sowrce

173 1.D. Number of Releming Physican

18, }i;spilaléa\ien Dates Related 1o Covent Sérvices (mm/ddiyyyy)
IFROM 7O

19. Reserved for loeal use

20, Outgide LahT7

@Yu @Nﬂ

Chirges

$0.00

21, Diagnosis or asdure of ihness or infury, (Relate Homs 1,2, 3 or 4 b iem 253 by bines}

22.Medicaid Resubmiission

. ode Orginal Rel Ne,
1.371.60 3, )
. 4. _— 3. Frior Awhorization Namber
24, A B < — 2] E ¥ @ H 1 ¥ X
Date(S} of Service Place Type Proceduses;senvices supplics oo . i Days | EPSDT Reserved
From o of of (Bxplain unusual circumstances) "ci':;:’“ § Charges or ' Panitly | BMG | coB for
MM/DD/YYYY | MMDDAYYY Service [ Service - CPTAICPCS MODIFIER R Unils Plan focal use
08/07/2606 8/07/2606 24 8997 T 1 $3,000.00 1.0¢
5. Federal Tax LD, Number SSM EIN 6. Patizat’'s Aceount No. . Agcept Assignment? 8. Total Charges 9. Amount Paid .Pe. Balance Due
E} Ej 59685 @ Yes No 3,000.00 L0 (.00 .
1L SIGRATURY OF PHYSICIAN OR SUPPLIBR P2 NAME AND ADDRESS OF PACILITY WHENY SERVICES 13, Physiciar’s, supphiers bifliog, informstion
NCLUDING DEGREES OR CREDENTIALS {WERE RENDERED (If other thait howmo or office) TURNER EYE INSTITU
i eertlfy that th slatements on the reverse ITURNER EYE INSTITUTE M 420 ESTUDILLO AVE
pply to this bili and sre made.a part thereor) 420 ESTUDILLO AVE “

T PPN ¥ SAN LEANDRO CA 94577
v S o ANDRO CA 94577 5106141515

LAST TURNER MD 5106141815

= 14isld GREPW

Chaim Number: H6223PXY0005022
Date Received: 08/11/2006

http://172.16.1.70:8091/ce/claims/jsp/claimSelect jspn=QC20wner&i=112& A=false & H0=... 2/6/2007
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e and Hea th [psurance Compaﬂ)’ TURNER EYE INSTITUTE MEDICAL GRP
P.0. Box 6098 ] 4 ) LG
Cypress, CA 90630 oy

This Clalm was pald fo Provider:

k

EXPLANATION OF BENEFITS
av

c Retaln for Yowr Recocd.
Life and Health Insurance Company (865) 316-8776

Datefs) of Service: QBT 2006-08/07/2606

Check Date: 09/14/2006
Palient: Chetk Numbers 605004030069
Smsured: Check Amount: $1,038.34
Patent Accaunt & 059685 Group; SPORTS LEADERSHIP GROUP Group #: 80218335
ider:  TURNER EVE INSTITUTE MEDICAL GRP Contract Name: Claim §;
: e S g

A 3

E%%i g , & ; 2

2

INELICTS PAYMENT
SERVICE" BILLED | pvk | INSUREDS A w
DATE(S) AMOUNT |¢cODR] DISCOUNT | Responstbility | - AMOUNT
0807106 306000 | Ab 1,560.00 1,038.34

TOTALS 3,000,00 1,500.08 $1,095.34
TOTAL
MARK GODR(S)DESCRIFTTONSIAND CLAIMICOMMEINTS: N e

Ab Thisumount represshits the PacifiCare Network discount

PATIENT'S ANNUAL (CALENDAR/PLAN) DEDUCTIBLE REMAINING: 0.00

Page 1of4 THISISNOT A BILL 0000002018744890160040300899
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s 8 HOW TO READ YOUR

Life and Health Insurance Company BAPLANATION OF BENEFITS
Date(s) of Service:  ‘To - From dates of service, Chech [ate: 08702403
Patleat: Patlent's Name Chech Number: 1234567850
— Ingured:  lnsured's Name Check Amount; §3.38
Patlent Account 8 Patlent Aeci # Group; Employer-Group Name Group ¥ Emplayer Group #
Provider:  Frovider Name Cun!rucl Name: PPO Comrad Name Clalm #: Claim #
1% E§‘ il s; i % B y : 55 R i
e éﬁ% ; wi'a“, R 4 b
Otk@ {fiyxx{rgnce al wﬁa’_ & 3) gﬁ »g Othéf'* ifs
INELIGIBLE AMOUNT [Suams
TheE| S | ek | o [ o B
&) © 4] (8) ®) 19 (18)
Here is a brief description of what cach field means.
Note: The fields maried with an asterisk do not display if Benefiis were coordinated with another
carrier. if benefits were coordinated, your responsibility Is calculated by taking the other Insurance
alfowed amount {3) less the otker Insurance patd amount (4) Yess the Totzl Paid for this claim (18),
1 *  Tie tofal amount {he insured ks responsible to pay to the provides fos this claim,
2 » Thelotal amount the insured is NOT responsible ta pay to the gravider for this cfaim,
3 The A } your other i has allewed.
4 The amount your other lnsurance has paid on this cJaim.
§ Drate the service was rendered.
G A shori description of ihe type of servica performed:
7 Is the amount billed for ike service rendered.
Bk g’k c:far%ci%m«% wlﬁeff»y‘p}x understand bow this le,ﬁé temi¥} b&ng p i
8 - ini the Ig‘g lém mdg@d duefon ymviderdismimwﬁ :
10 Amwni‘lﬁ’f’is lneligiﬁte o7 payment by the Insurance at ks Niﬂ‘ﬁﬁé'}mﬂ
i1 Amount thet is ineligthie for payment by the insurance and is the patlent’s responsibility to pay. ’
12 Copaymeni made by the patient ar any alher deductible amount.
13 Amount of this line item that {5 being-epplied fo the patlents annual deductible,
4 Amount the patient Is responsible to pay aller the Insurance lias paid (heir percentape unless coordination of benelits applies. See note ahove,
15 The pescentage the Inaurace Is payiog for tlits Boe item,
16 Amoust the insurance has paid toward this line tem.
17 The total savings you gained by baving another insurance,
18 Tolal amgunt the insurance is paylng for all line item above.
19 Description of the 2 charaéter veiark code in 28 ahove.
3845 $.4%
Cther Insmanm Swiags (17N
TOTAL PAID FOR THIS CLAIM
PATIENT'S ANNUAL (CALENDAR/PLAN) DEDUCTIBLE REMAINING: (20)
~THISISNOT ABILL
Pagedof 4 8000002028844990160040300693
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PacifiCare-
Lifee and Health Insurance Company
KNOW YOUR RIGHTS )

An Insured or the Insured's authorized representative (” Insured"), ias the right to appeal adverse decisions
regarding (1) contractual reletionships, coverage, payment or retmibursement for health care services, or (2) Medical
Necessity, effectiveness or efliclency.

§ @y ey B T g :
The C; pﬁ% & f{ersﬁwﬁdéd :eg}‘ew Tevels. For detailed informati ed (o é%a review levels, pleas
your C i B, il g %iwfﬁf" e % o ]

Insureds may bave other voluntary alternative dispute resolution opions, such as mediation. One way to find out
what may be avallable is tv contact the local U.S. Depastment of Labor Qffice and/or Insured's employee benelits
representalive. Insureds may have the right (o bring civil action under Section 502(a) of the Employee Retirement
Income Security Act if all required reviews of the clalm have been compleied and the claim has not hieen approved.

Participation in any appeal process waives any privilege of confidentiality the Insured may have regarding medical
records thal any person examines or may examine in connection with the reviewed condition during the appeal
process.

Torequest an Appeal:

1. Insureds must make an oral or wriiten appeal request at the telephone number or address provided below e
within one year of the recelpt date of the adverse decision notice; Insureds making oral requests will be
senl a form (the "Appeal Form”) to complete and return.

The Company will evaluate appéals of adverse decisions. A physician, in consultation with appropriate
égfffg}cﬂ Phers’ w}i%’@uate all requests re%‘asrf:!ir g Medict] Necgssity R
Pl # ,-'E Ln 4 $ : :
: %{;}f I "; g,z‘vs 722 ggggxsjﬁle for providing anyﬁfi‘gd)(ioga@ ggeixggsgagg;}wsupporﬁng their :ecoﬁs}dmﬁm .
" requiesti with the writien appeal request. The Company will evilisate a request based on the information in
ks possession.

F#

4, The Comtpany will issue 2 written determination notice io the Insured within 30 days of receiving a written
appeal request. The notice will include the reason(s) for the Company's decision, the documentation on
which the decision Is based and the process for filing 2 formal appeal.

Contact and Other Important Information:

Insureds may call the Company with questions regarding the claim determination, Additionally, the Department of

Insurance can assist with questions abous the health care appeals process or it an Josured believes that there has
been a violation of the Staie's unfair practices or other similar state laws.

To contact the Company concerning Suspected Fraud or lregular Biiting Practices; call 1-866-686-6350,

Insurance Company State Insurance Regulatory Agency

Appeals Department Calilornis Department of Insurance
: . Konsumet unications Bureay
300 Sdutli Sprg Street, South Totwer
Lgs Angeles, CA 90013
“Tolk Fréé Nifmber (800) 927-4357 +*
Phone Number (213) 897-8921
TDD (806) 482-4833

#9:00 PM CST)

Fage 4 of 4

CDI06229716


fbernardo
Rectangle


Chase Manlmgan Bank Delaware

C. ° lgﬂr;r;rm Dge;(%ﬂl
Life and Health Insurance Campany '
P.0. Box 6098
Cypicess, CA 90630
E?E%L PRO_BLHIC

PAY Onethousand thirty eight and 34/100 Dollars

AUTHORIED SIGNATURE
. EXPLANATION OF BENEFITS
@ Fetalt foi Your Recodt
Lite and Health Insurance Company (866} 316-9776
Datefs) of Service:  08/07/2005-08/07/2006 Check Date: 09/1472006°
Patient GG ) . . . Check Nurmber: 006004030068
Tosured; . . . - . ) Check Amount; $1,038.34
Patient Account #;  0G53685 Groupi  SPORTS LEADERSHIP GROUP - Growp f: 90212335
vaider‘ TURNER EYE {NSTH'UT B MED!CAL RP Contract Name: i ’ Claim & 18454469.81
2 ) LR g 55 2

8 LGB EAMGURR
mm@zm;m@ﬁ i
smwcé RMIK | PROVIDER' < NotBatient / AV PAYMENT
DATE(S) f & AMOU CODE| DISCOUNT & i Respisibiiy #7% | AMOUNT
08/7/08 | BOSSTLT 3000:00 | Ab 1,500.00 70 1.538.34
TOTALS 3900.00 1,500.00 $1,098.34

3103834

Ab This amount represenu the PaclﬂCare Nerwcrk discuunt

PATIENT'S ANNUAL (CALENDAR/PLAN) DEDUCTIBLE REM AINING: 0.00

THISISNOT A BILL
Page 1 of4 000000201 8544990160040300697
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PacifiCare-

Life and Heafth Insurance Comipany

PROVIDER DISPUTE INFORMATION

Per Callfornia lawyPacifiCare:dsigbligated to notfy you of yo .dispute rights
? i ST f:g’ fl;{'

a ) ; &I%iou would fike {0 subrdl ¢
2 pro"’gd%%ﬁi;gﬁme please 51 f &4 i k
& 5 Eil

lbmita request to;
# S :

PacifiCare

Provider Dispute
PO, Box 6998
Cypress, CA 90630

The dispule request mus( include the following information:

1. Name, address and phone number of the provider of service.

2. Provider’s PacifiCare individual provider identification nimber, if applicable.
3. A complele and accorate explanation of the issuye.

4. Supporting documentalion lncluding copies of claims (if applicable), claim number, medical recards, or supporiing
documentation to challenge reports as necessary from the inliial adverse determination,

PacifiCare will process your dispute reguest within 45 working days. Inquiries can be made at 1-865-316-9776.

Page 3.of 4 800000202864499016004030069 1
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Life and Health Insurince Company

P.0. Box 6058
Cypress, CA 90630

This Clais was pald to Provider:

HORIZON VISION CENTER MED GROUP

19661755-01

0.0¢

- EXPLANATION OF BENEFITS
@ Retaln for Your Revsdy,
Life and Health Insurance Company {866) 3169776
Datels) of Service: 0F/242006-07/24/2006 Chech Date; 00/14/2008
Patient: SRR Check Number:  nochk1836074
Toswred: G ) : Check Amviint; Y
Patieat Account §: ] Group: SPORTS LEADERSHIP GROUP 90213335
Provider  HORIZON 19661755-01
SR EERE
T : .
s
;NEL;;;Bﬁ% {Mouny
- %M L Pmm
INSUREDS™] NotPatient [
SERVICE é{g{xif‘z BISCOUNT |Responsibility & AMOUNT =
pr2406 INVPL EXCD 224500 T vb
TOTALS 2,245.00
TOTAL PAID FOR THIS CLANM
vh Eye evams, glasses, contact Jenses ant] routine eye reiracilons are nof covered. Please refer to you
Certificate, Section 8, "Exclusions and Limitations,” Part I, "Bxclusions,” #14.
Page 1 of 4 THISISNOT A BILL 00000020106175501999 18360744
I CDI00226721
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P o HOW TO READ YOUR

. E ENEFR
Life and Health Insurance Company XFLANATION OF B 178
Datels) of Service: T - From dates of service. Check Date; 08/02/03
Patent: Palient's Name Check Number: 1234567390
F—— Insured: Insured’s Name Check Amount; $8.9%
Patieat Acconst #: Patient Acct 3 Group;  Employer Group Name Group #: Employer Group #
Provider:  Provider Name Contragt Name: PPO Contract Name Clalm #; Claim #
%!3\2 gi .r:‘r%g}_zﬁﬁ*je"‘ S R ) S e Y
R e i R T 1 kgé%‘
:ﬁ: ,“ b ‘;1_591’4;‘&. HEREIL ZF.‘?# ek
%, a-§ K *
snce Allolied 77 ®
) PCL ENT
SERVICE! TYPROF DILLED | RMK | INSURED'Y | MotPatient [t % mum'r
DATE(S} |  SERVICE AMOUNT | CODE | DISCOUNT | respensibility Ej
) (%) 4] @) © (10) 2415 (26}
Hereis a brief description of what each field means.
Note: The lields marked with an asterisk do not display if Benefits were coordinated with another
carrier. If benefits were coordinated, your responsibility Is calculated by taking the other insurance
allowed amount (3) less the other Insurance pald amount (4} Jess the Tolat Paid for this claim (18).
T % The tofal amaunt tbe insured Is responsible o pay 16 U provider for thls clalm.
The total amount die insured is NOT responsible to pay to the provider for hls claim.
The Amount your niber Insurance has allowed:
The amount your other insarance has paid on this clalm,
Date the service was rendercd.
A short descriglion of the type of service performed. !
Is Uie ameunt bifled for the service rendered.
1s 2 i gfé’@?é’t?" sindorstand how this ki temy “*}?gm%”
émo;}_iit the }3}8 %m ff}edu e due ta 2 provider discoifit g™ i &g
10 77 AmonnEa h’éﬁggewf‘é? payment by ihe insurance 78 %Né’fﬁclﬁé%éﬁe%s tekpansibittey o pay. N
i Amount that s ineligible for payment by the Ipsurance and ks the patient’s respansibility to pay.
12z Copayment made by the patient or any other deductibie 2monnt,
B Amount of this line item that is belng appied io the palients anmuat deductible,
14 Amount the patlent is responsible io pay after the insurance bas paid their percentage unfess coordination of henelits applies. See note ahove
15 The percentage the lnsurara Is paylng for this tine Sem.
& Amaunt the insurance bus paid toward this Hne item.
17 The total savings you pained by having anotber insurance.
B Total amount the instwance Is paying for all Hne item above,
] Drescription of the 2 charztier femark cods in #8 above,
TOTALS | 858 sss| w8 [ : ™
Other Insurance Savings a7’
TOTAL PAID FOR THIS CLAIM (ig)
MYYTEER I T prjiay

THISISNOT A BILL
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PacifiCare*

Life and Health Insurance Company

KENOW YOUR RIGHTS

An Insured or the Insured's authorized representative (* Insured”), has the right to appeal adverse decisions
regarding (1) contractual relationships, coverage, payment or reimbursement for health care services, or (2) Medical
Necessily, effectiveness or efiiclency.

% ‘}g‘ gt ) 8 Afmff’?& "3*1‘ & ﬁﬁf% g Ay o d% ,?s ‘ g;f.&‘:& -
The Cﬁmgﬁhﬁm}t cfg;gd reyiew levels. For detailed ‘jﬁi”dg‘matjo‘ refatéd to éfe review fevels, pleég{f efito
your Cetificate,” & . W S 4 g

Insureds may have other voluntary alternative dispute resolution oplions, such as medialion. One way to find oui
what may be available is to contact the local U.S. Department of Labor Office and/or Tnsured’s emplayee benefits
represeniative. Insureds may have the right to bring civil action under Section 502(a) of the Employee Retirement
Income Security Act If all required reviews of the claim have been completed and the claim has not been approved.

Participation in any appeal process walves any privilege of confidentiality the [nsured may have regarding medical
records that any person examines or may examine in connection with the reviewed condition during the appeal
process.

Torequest an Appeal:

L. Insureds must make an oral or written appeal request at the telephione number or address provided below
within. one year of the receipt date of the adverse decision notice. Insureds making oral requests will be
e

sent a form (the "Appeal Form®) to complete and return.
» 4 ecisions. A an, i consultation with appropriate
ﬂggi%iﬁ—l"%g 3 mua!e all requesis re*g;?rﬁgfg Médi‘c%i NP ¥ :

LR
& = i & 4 ; b E £ %& 4””& 6:‘:%
) 4 In%%éx{%:gmfggns&e for providing any’ad f]itie%g}'ngqgug; ﬁagi%r_;?‘s‘npparﬁng their remxg%i&:erz{;jgg: g
- " reqiicst with thie writien appeal request. The Company will evaliiate a request based on th information in
ils possession.

4. The Company will issue a writien determinaiion notice to the lnsured within 30 days of receiving a written
appeal request. The notice will indude the reason(s) for the Company's decision, the documentation on
which the decision Is based and the process for filing a formal appeal,

The Company will evaluate appeals of adverse decisions.

hysici
2

Cogtact and Otlier Imiportant Information:

Insureds may call the Company with questions regarding the claim determination. Additionally, the Depaniment of
Insurance can assist with questions about (he health care appeals process or if an Insured believes that there has
been a violation of the State's uniair praclices or ether similar state laws.

To contact the Company concerning Suspected Fraud or Iregular Billing Practices, call 1-866-686-6350,

Insurance Company State Insurance Regulatory Agency

Appeals Depariment . California Department of Insurance
, . Lonsumer,Communications Bureau.
30D South Spring Sireet, South T ovf{erﬁ :

Phone Number (213) 897-8921
TDD (800) 482-4833

Pape 4 of 4
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Life and Health Insurance Company
P.0. Box 6098
Cypress, CA 80630

D —
R

. Chase Manbattan Bank Delaware

Sl L ndacceement

® 1203 Market Street
Wilmington, DE, 19801

€2-26
PFO_PLHIC
T

PAY Seven hundred seventy two and 60/100 Dollars

AUTHURIZED SIGNATURE
- EXPLANATION OF BENEFITS
@ Relaiin for Your Records.
Ljte and Health Insurance Company (506} 316-9776
Dzrtels) of Servige: 07/24/2008-07/24/2006 Check Date: 12/27/2408
Palient: Check Number: 006004443776
Insused: Check Amounit; $772.60
Patlent Acount $; @ : Group; SPORTS LEADERSHIP GROUP Group #: §0219335

Provider: _HORIZON VISION CENTER MED GROUP

18

R L R

661755-02

St
?

% 218 i ¥
R X it
mals;gi@!, oy s

RMI | INSUREDS'] Notpagit | YMENT

CODE | DISCOUNT | Responsibility AMCUNT

}ammé Hsp Sves 22a500 | 1A 750.00.
07/2406  interest 2280 | IN 22.60
TOTALS 2,267.60 ?ﬁ%ﬂfz_&ﬁéﬁﬁ i $7T2.60

$772.50

IN INTERES

1A~ This charge exceeds the maxinm benefit provision of yeur plan. Please refer
to yow Schedule of Beneflis,

This Is an adjustment to a previously considesed clakm 15661755-01.

YMENT

PATIENT'S ANNUAL (CALENDAR/PLAN) DEDUCTIBLE REMAINING:

0.64

Pagel ol 4
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P) HOW TO READ YOUR

&
-ac, T
Life snd Health Insurince Company EXPLANATION OF BENEFITS
Date(s) of Services  To-Fromdates of service, Clieck Date: 08/02/03
Patient: Patlent's Narig Check Numbei: 1234567850
——— Tnsured:  Fnswred’s Name Chech Amount: $5.88
Falieal Aceoun! #: Paltent Acct # Group:  Employer Group Name Group #: Employer Group#

Provider;  Provider Nams Contract Name: PP Centract Name

T L T ‘,’ Creasey y
VA TespRbING o o .

fsufince Allowed! %5
W

asietea g

SERVICE| TYPEOF BILLED | RMK | INSURED's | NolPatient |ooiPads
DATE(S) SERVICE AMOUNT | CODR | DISCOUNT | respansibitity §7

® & 7 & ® {10)

Here is o brief description of what each feld means,

Note: The flelds marked with an asterisk do not display if Benefits were coordinated with another
carrer. Il benefits were coordinated, your responsibility is calculated by taking the other insurance
allowed amount (3} less the other Insurance paid amount (4) less the Total Paid for this claim (18).
The total amount the lasured Is responsible fo pay to the provides for this clalm.

Thetotat amount he tosured Is NOT responsible to pay to the provides for this claim,

The Amount your other lasurance has allowed.

The ainouat yous other insurance has paid on this daim.

1 =

Date the service was rendered.

A short descripilon of the type of service pesformed.
ts the amount biled for the service rendeted,

Is 4 ﬁ“&m@ lmifgff;‘% uderstand how this Imrb Eceg:ﬁ;ggih“'gﬁﬁg@[ 5
A it the lige eduged dué ta a provider discoint. ” ' 1’; ;:}'5 i .
Ama%i‘?l}xfﬁsin gibiEor payment by the Insurance and Is NOTiE Batiehts respbnsibility to pay.
Y Amount thet is weliglte for payment by the isurance and is the patient’s resprisibility (o pay.

12 Copaymentmade by the piatient or any other deduciible amount,

13 Amount ol thls fine iten that is belng applied to the patients annual deductitte.

H Amount the patlent f5 responsitife v pay after the Insurance has Ppaid their percentage unfess courdination ol benefitsapplies. See note above,

15 Thepercentage the Insurace is paying for this line item.
16 Amint the lasurance bus pald toward this fine item.
17 The total savings you gained by having ancther Insurance.

18 Total amtount the lnsuraice is paying for all line hem above,
14 Destription of the 2 character remark code in #8 ahove.

&l $58
Othos Insurance Savings {17}

TOTAL PAID FOR THIS CLAIM

(19)  Delailf descriptivn of what the remark code means and any additional claims comments 1o help:-you understand your explanation of beneflis.

PATIENT'S ANNUAL kéALENDAR/PLAN) DEDUCTIBLE .REMAINING: - 20)
THISISNOT A BILL
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PacifiCare*
Life and Health Insurasice Company
KNOW YOUR RIGHTS

An Insured.or the Insured's authrized representative {" Insured"), has the right to.appeal adverse decisions

regarding (1) contractual relationships, coverage, payment or reimbursement for health care services, or {2) Medical
Necessity, effectiveness or efficiency.
The Cﬁnﬁﬁg@ﬁer%ﬁéﬁgd reyiew fevels. For detafle ﬁfqgmaﬁqgi"
your Ceiificdfy, o & & & e

Insureds may have other vohuntary aliemative dispule resolution aptions, such as mediation. One way to find out
what may be avaliable is te contact the focal U.S. Department of Labor GNice and/or fsured's employee benefits
representative. Insureds may have the right to bring civil action under Section 502(a) of the Employee Retirement
Tncome Security Act if all required reviews of lhe claint have been completed and the clalm has not heen approved,

*‘«53*9

5, e
fl:&; review levels, ple%; gggﬁiga
T

e Foes

Parlicipation In any appeal ficocess watves any privilege of confidentality the Insured maay have regacding medical
tecords that any perso examines or may examine In connection with the reviewed condifion during the appeal
process.

Torequest sn Appeal:

L. Insureds must make an oral or writien appeal request at the telephone number or address provided below
within one year of the receipt date of the adverse decision notice. Insureds making oral requests will be
sent & form {the "Appeal Form”} to complete and retum. :

The ggst&pan will evaluate appeals of adverse d%cisio;xs. A physician, in consulfation wi lt: appropriale
o S e i MG Rt N st o g
il p@g v;%}uate all requests re%ﬁrdmg %?Ieﬁi Iéeces 4 3 f{ %

isible far providing anyadditidnal do @éx%g%g%?upporﬁng their recc;’ij”’sigém’%»qq&g.

e wrilten appeal request, The Company vill evaluate a request based on the information in

its possession.

4. The Company will issue 2 written determination notice to the Insured within 30 days of receiving a written
appeal requesi. The no