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CHRONOLOGICAL INDEX

Date Filed Description Bates Volume(s)
Number
04/15/2019 | Complaint PA 1-17 1
05/14/2019 | Notice of Removal to Federal Court PA 18-76 1
01/29/2020 | Declaration of Sandra Way PA 77-84 1
Order Granting Amended Motion to
02/20/2020 Remand to State Court PA 85-90 1
05/15/2020 | First Amended Complaint PA 91-139 2
Defendants’ Motion to Dismiss
05/26/2020 Plaintiffs’ First Amended Complaint PA 140-285 2,3
Exhibit 1 UHIC, UHS and UMR PA 172-175 5
Declaration
Exhibit 2: Oxford Declaration PA 176-179 2
Exhibit 3: SHO Declaration PA 180-183 2
Exhibit 4: SHL and HPN Declaration | PA 184-187 2
Exhibit 5: Sample Claim Forms for
UMR PA 188-233 3
Exhibit 6: Sample Claim Forms for PA 234273 3
SHO
Exhibit 7: Hill Country Order PA 274-285 3
Defendants’ Supplemental Brief in
Support of Their Motion to Dismiss
05/26/2020 | Plaintiff’s First Amended Complaint PA 286-300 4
Addressing Plaintiff’s Eighth Claim for
Relief
Plaintiffs’ Opposition to Defendants
05/29/2020 | Motion to Dismiss First Amended PA 301-406 4

Complaint




CHRONOLOGICAL INDEX

Exhibit 1: Amended Motion to Remand

PA 333-350

Exhibit 1 to Amended Motion to
Remand: Transcript of Hearing on Jan
6, 2020

PA 351-355

Exhibit 2 to Amended Motion to
Remand: Petition in Hill County
Emergency Medical Associates et al. vs.
UnitedHealthcare Insurance Company
etal

PA 356-372

Exhibit 2: Reply in Support of
Amended Motion to Remand

PA 373-389

Exhibit 1 to Reply in Support of Motion
to Remand: Amended Complaint filed
in Marin Gen. Hosp. v. Modesto &
Empire Traction Co.

PA 390-406

05/29/2020

Plaintiffs” Opposition to Defendants’
Supplemental Brief in Support of Their
Motion to Dismiss Plaintiffs’ First
Amended Complaint Addressing
Plaintiffs’ Eighth Claim for Relief

PA 407-422

06/03/2020

Defendants’ Reply in Support of Motion
to Dismiss Plaintiffs’ First Amended
Complaint

PA 423-452

06/03/2020

Defendants’ Reply in Support of Their
Supplemental Brief in Support of Their
Motion to Dismiss Plaintiffs’ First
Amended Complaint

PA 453-462

06/08/2020

Hearing Transcript: Friday June 5,
2020

PA 463-497

06/09/2020

Minute Order

PA 498-499




CHRONOLOGICAL INDEX

Hearing Transcript: Tuesday June 9,

06/10/2020 2020 PA 500-586
Order Denying Defendants’ (1) Motion
to Dismiss first Amended Complaint;

06/24/2020 and (2) Supplemental Brief in Support PA 587-628

of their Motion to Dismiss Plaintiffs’

First Amended Complaint Addressing
Plaintiffs’ Eighth Claim for Relief

07/08/2020 Defendants Answer to Plaintiffs’ First PA 629-678
Amended Complaint




ALPHABETICAL INDEX

Date Filed Description Bates Volume(s)
Number
04/15/2019 | Complaint PA 1-17 1
01/29/2020 | Declaration of Sandra Way PA 77-84 1
07/08/2020 Defendants Answer to Plaintiffs’ First PA 629-678 5
Amended Complaint
Defendants’ Motion to Dismiss
05/26/2020 Plaintiffs’ First Amended Complaint PA 140-285 2,3
Defendants’ Reply in Support of Motion
06/03/2020 | to Dismiss Plaintiffs’ First Amended PA 423-452 4
Complaint
Defendants’ Reply in Support of Their
Supplemental Brief in Support of Their
06/03/2020 Motion to Dismiss Plaintiffs’ First PA 453-462 >
Amended Complaint
Defendants’ Supplemental Brief in
Support of Their Motion to Dismiss
05/26/2020 | Plaintiff’s First Amended Complaint PA 286-300 4
Addressing Plaintiff’s Eighth Claim for
Relief
Exhibit 1 to Amended Motion to
Remand: Transcript of Hearing on Jan | PA 351-355 4
6, 2020
Exhibit 1 to Reply in Support of Motion
to Remand: Amended Complaint filed
in Marin Gen. Hosp. v. Modesto & PA 390-406 4
Empire Traction Co.
Exhibit 1: Amended Motion to Remand | PA 333-350 4
Exhibit 1: UHIC, UHS and UMR PA 172-175 )

Declaration




ALPHABETICAL INDEX

Exhibit 2 to Amended Motion to
Remand: Petition in Hill County

Emergency Medical Associates et al. vs. | PA 356-372
UnitedHealthcare Insurance Company
et al.
Exhibit 2: Oxford Declaration PA 176-179
Exhibit 2: Reply in Support of
Amended Motion to Remand PA 373-389
Exhibit 3: SHO Declaration PA 180-183
Exhibit 4: SHL and HPN Declaration | PA 184-187
Exhibit 5: Sample Claim Forms for
UMR PA 188-233
Exhibit 6: Sample Claim Forms for PA 234273
SHO
Exhibit 7: Hill Country Order PA 274-285
05/15/2020 | First Amended Complaint PA 91-139
06/08/2020 Hearing Transcript: Friday June 5, PA 463-497
2020
06/10/2020 Hearing Transcript: Tuesday June 9, PA 500-586
2020
06/09/2020 | Minute Order PA 498-499
05/14/2019 | Notice of Removal to Federal Court PA 18-76
Order Denying Defendants’ (1) Motion
to Dismiss first Amended Complaint;
06/24/2020 and (2) Supplemental Brief in Support PA 587-62%

of their Motion to Dismiss Plaintiffs’
First Amended Complaint Addressing
Plaintiffs’ Eighth Claim for Relief




ALPHABETICAL INDEX

02/20/2020

Order Granting Amended Motion to
Remand to State Court

PA 85-90

05/29/2020

Plaintiffs’ Opposition to Defendants
Motion to Dismiss First Amended
Complaint

PA 301-406

05/29/2020

Plaintiffs’ Opposition to Defendants’
Supplemental Brief in Support of Their
Motion to Dismiss Plaintiffs’ First
Amended Complaint Addressing
Plaintiffs’ Eighth Claim for Relief

PA 407-422




EXHIBIT 5

Sample Clam Forms for UMR

EXHIBIT 5

PA000188



Submitter 6113589

Claim TPA ID
Claim Total

1 500 $883.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALINOT YET APPROVED BY N.U.C. 02112
""'"']PICA

35 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)

Patient's Acct#
Batch Number
CCN#

HIC Number

: n/a

8. RESERVED FOR NUCG USE

6. OTHER INSURED'S NAME (Last Nams, First Name, Middie Initial)

10. IS PATIENTS

&. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

O

& EMPLOYMENT? {Current or Previous)

b. AUTO ACCIDENT?

YES NO l ]
¢ RESERVED FOR NUCC USE c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
ves [Tro

CONDITION RELATED TO:

D NO

PLACE (Stats)

YES
b. OTHER CLAIM iD{Designated by NUCC)

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO if yes, compiets items 9, 86, and Sd.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12 PATIENT‘S OR AUNORIZED PERSON'S SIGNATURE | authorize the reloase of any
also request payment of government

sigNep AUTHORIZED SIGNATURE ON FILE

madical or other
benefits aither to myseif or the party who accepls

pate 07/01/17

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
nt of medical tothe vod physician or supplier for

sieNep, AUTHORIZED SIGNATURE ON FILE |

s o c———C———————— ———— A
14.‘3A1E O;D CURREX’T ILLNESS, INJURY, or PREGNANCY(LMP) }15. OTHER DATE

e
18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
2] L] > YY M DD YY

Reforrali=

06 28 17 QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE * ] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM oo Yy MM Do Y
, FROM TO
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCG) 20. OUTSIDE LAB? $ CHARGES

[Tves [Tvo |

REF= Hi= |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate AL ta sarvice fine bolow(24E) _ ICD Ind. 2. RESUBMISSION
) 0 CoDE ORIGINAL REF. NO.

AlS161XXA 8. LM5412 cLR030 pLX58XXXA

el el al al 23, PRIOR AUTHORIZATION NUMBER

i | s 1 [ Ll
24A.  DATES OF SERVICE . PROCEDURES, SERVICES, OR SUPPLIES E. F. [N L"%” T J.

From To (Explain Unusual Circum DIAGNOSIS oAYs Erebrl 1p, RENDERING.

MM DD YY WM DD YV G POINTER o | QUAL PROVIDER LD. ¥

1063778611

26, PATIENT ACCOUNT NO.

25. FEDERAL TAX LD. NUMBER 88N EIN

27 CE‘EE_T‘ASSIGNMENT 28. TOTAL CHARGE 29, AMOUNT PAID

30. Ravd for NUCC Uss

880262438 k]

| x| ves NO s 883 00 s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
1 certify that the statements on ths reverse

apply to this bill and are made a part therect.)
RIVAS, JULIE

SOUTHERN HILLS HOSPIT.
9300 W SUNSET RD

LAS VEGAS,NV 89148-48

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH#

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

AL AND ME

44

CINCINNATI,OH 45263-8972

1063778611 (888) 952-6772

207P00000X = st b.

SIGNED DATE 1457306359 I : ® 1679550149 I s e :
NUCC instruction Manual at: www.nucc.org UNOFFICIALWNOT YET APPROVED BY N u.c. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter 611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)

PA000189



Claim TPA ID
Claim Total

1500

Submitter

752297429-10036

: $1,295.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALOT YET APPROVED BY N.U.C. 02112

——]PICA

(UHC 837 MEDICAL)

Patient's Acct#
Batch Number
CCN#

HIC Number

» 8. RESERVED FOR NUCG USE

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMBER

a EMPLOYMENT? (Current or Previous)

L__Ino

b. RESERVED FOR NUCC USE

< RESERVED FOR NUCC USE

[ves []w

YES

b. AUTO ACCIDENT? PLACE (Stato)
[ ves N

o OTHER ACGIDENT?

b. OTHER CLAIM ID{Designated by NUCC)

: n/a

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES{Dssignated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

Dves DN

f yas, compiete items 9, 9a, and 9d.

READ
12, PATIENT'S OR AUTHORIZED PERSON'S S

“&eﬂnmeﬂ | also requast payment

BACK OF FORM BEFORE OOMPLET!NG & SIGNING FORM.
IGNATURE | authorize the release of

sigNep AUTHORIZED SIGNATURE ON FILE

any medical or other

13. INSURED'S OR AU AUTHORIZED PERSON‘S SIGNATURE | authorize
of benefits to the 1or

benefits either to myself or the party who accepts assignment

pATE_07/02/17

services descrbed below. i

siGNen AUTHORIZED SIGNATURE ON FILE

suppiler for

07 02 17 QUAL.

S ar
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP)
MM .4 YY

15, OTHER DATE

MM 2] Yy

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

FROM TO

18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
[ 2] YY oM [+ YY

FROM TO

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
M [>] Yy W oD Yy

&
18, ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

20, QUTSIDE LAB?

$ CHARGES

07 02 17107 02 17

Reforrali= REF= HL= [Tves [no | ]

. i RESUBMISSI!
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate AL to service lne below(24E)  ICDInd 2 co%lé SSION ORIGINAL REF. NO.
A LS098XXA 5. LL.S0083XA clLF10129 plLUW228XXA 1 |
el El el hl 23. PRIOR AUTHORIZATION NUMBER
Ll s 1 kl [
24A DATEs OF SERVICE C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. S LHd L J.

Circum DIAGNOSIS A 1 L. RENDERING.

MM oo YY MM oo MODIFIER POINTER $ CHARGES UNITS | Plen” | QUAL PROVIDER I.D. #

1,295 00}]1

A,B,C,Df

1063462364

25. FEDERAL TAX LD. NUMBER 88N EIN

880262438 D

26. PATIENT ACCOUNT NO. 27. CgEE ASSIGNMENT

[l ves

NO

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
|NCLUDING DEGREES OR CREDENTIALS
the statements on the reverss

apprytombblmnmadespmmered)
LOVINGER, AARON

1063462364

207P00000X

SIGNED DATE

28. TOTAL CHARGE 29. AMOUNT PAID

$ 1,295 00 |s

30. Revd for NUCC Use

32, SERVICE FACILITY LOCATION INFORMATION

FREMONT EMERGENCY SERVICES MAN
3186 S MARYLAND PKWY

LASVEGAS,NV 89109-2317

33. BILLING PROVIDER INFO & PH#

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

n E

1518120971 |%

NUCC Instruction Manual at: www.nucc.org
Submitter

Page: 1 of 1

752297429-10036

UNOFFICIAL\NOT YET APPROVED BY N.U. C FORM CMS-1500 (021 2)
(UHC 837 MEDICAL)

PA000190



Claim TPA ID

Claim Total ¢ $505.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALNOT YET APPROVED BY N.U.C. 02/12
—PICA

Submitter

752297429-10036 (UHC

837 MEDICAL)
Patient's Acct#
Batch Number
CCN#
HIC Number

9. OTHER INSURED'S NAME {Last Name, First Name, Middie Initial)

8. RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

& EMPLOYMENT? (Current or Previous)

O v

YES

b. RESERVED FOR NUCC USE

b. AUTQ ACCIDENT?

O ves

<. RESERVED FOR NUCC USE

NO L)
¢ OTHER ACCIDENT?

DYES E]NO

PLACE (Stats)

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO Hf yes, complete Rams 9, 9a, and 9d.

12. PA11ENTS ‘OR AUTHORIZED PERSON'S SIGNATURE
this ciaim. | also request payment of

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
RE | authorize the release

sigNep AUTHORIZED SIGNATURE ON FILE

13. INSURED'S OR AU‘IHORIZED PERSON'S SIGNATURE [ authorize
of medical benefits to the undersigned physician

of any madical or other L

mwwmmmmmmwm

pate_07/03/17

Y or supplier for

sienep, AUTHORIZED STIGNATURE ON FILE

e ————tam
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP)
MM oo YY

15, OTHER DATE

18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
[ P +3 Yy MM oo Yy

MM DO Yy
QUAL. FROM TO
17, NAME OF REFERRING PROVIDER OR OTHER SOURCE /] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
[0 5 Yy MM DD Yy
, FROM TO
16. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? § CHARGES
Referraii= REF= HL= [Jves [Ino | |
. I Y i (24E D Ind. ESUBMISSION
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate AL to service line below{24E) IC 0 2. 'éo%lé SS| ORIGINAL REF. NO.
A LM109 X cl ol 1
el el el ul 28, PRIOR AUTHORIZATION NUMBER
L L s | Kl Ll
24 A DATES OF SERVICE C. | D.PROCEDURES, SERVICES, OR SUPPLIES E. F. %s H. J.
From o Circum, DIAGNOSIS PAS  EreT] RENDERING.
M 0D YY MM DD 1FIl POINTER $ cw\m UNITS | Pisn PROVIDER L.D. #
1 07 03 17}07 03 A 463 00 1 1104011527
2 07 03 17]07 O3 A 42 0011 1104011527

D o B

25, FEDERAL TAX LD. NUMBER 8SN EN

8 80262438 D -
1. SIGNATURE OF PHYSICIAN OR SUPPLIER
2NCLUDING DEGREES OR NTIALS

apply!omisblmdnmadeamﬁmof)
LEONG, JOEANN

1104011527

207P00000X

26. PATIENT ACCOUNT NO.

27. ACCEPT ASSIGNMENT
fFor g4 ek sex

[ ves

NO

28. TOTAL CHARGE 28, AMOUNT PAID
3 505 00 |s

30. Revd for NUCC Use

32. SERVICE FACLITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
3100 N TENAYA WAY

LASVEGAS,NV 89128-0436

133, BILLING PROVIDER INFO & PH#

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(SBB) 952-6772

&

SIGNED DATE

T

®1366429821

NUCC Instruction Manual at: www.nucc.org
Page: 1 of 1

Submitter

UNOFFICIALWNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
752297429-10036 (UHC 837 MEDICAL)

PA000191




Submitter
Claim TPA ID

1500 Claim Total $1,787.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWOT YET AFPROVED BY N.U.C. 02/12

—"]PICA

611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)

8. RESERVED FOR NUCC USE

THER iINSURED'S NAME (Last Namoe, First Na

& OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢ RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

& EMPLOYMENT? (Cumrent or Previous)

YES
b. AUTO ACCIDENT?

D YES

¢ OTHER ACCIDENT?
(]

O o

PLACE (State)

R

[

Patient's Acct#
Batch Number
CCN#

HIC Number

: n/a

PICA [

o INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Tves [no

#f yos, complete tems 9, 9a, and 9d.

12, PATIENT‘S OR AUTHORIZED PERSON'S SIGNATURE | the
um““ . | also recuiest payment of govemment

sieNep AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.

any madical or other

authorize the release of
benefits either to myself or the party who accepts assignment

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize

Y

paTE 07/06/17

P of medical banefits to the undersigned ician of supplier for
services described befow. phys

siGNen_ AUTHORIZED SIGNATURE ON FILE

14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP)
MM DD Yy

15, OTHER DATE

MM

=]

e e ————
18, DA'F-ES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
L DD Yy L] oD Yy

QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE '} 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
L] oo Y MM Do Yy
, FROM TO
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? § CHARGES

[lres [ no | l

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
I:&CLUD[NG DEGJ:‘EES OR CREDENTIALS

apply to this bill and are made a part thereof.)
HIXSON, MICHAEL

Reforrali= REF= HA=

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Reiste A-L {o servica line below{24E) ICDind 22, légsnléBMISSlON ORIGINAL REF. NO,

A lR42 8. LR55 cLE860 olLI959 ]

el £l sl ul 23. PRIOR AUTHORIZATION NUMBER

L ) 1 kl Ll

24A DATES OF SERVICE D. PROCEDURES, SERVICES, OR SUPPLIES E. F. %s H. [N J.

From To Ci DIAGNOSIS DAY 7 1D NDERING.

NM DD YY POINTER UNITS | Plen PROV!DER LD. #
1 06 a,B,c,0] 1,681 00f1 1568656213
2 64 00)1 1568656213
3 a,B,c,0 | 42 00f1 1568656213

25. FEDERAL TAX LD. NUMBER B8N EIN 26. PATIENT AGCOUW NO. 27. CQEE\SSIGNMEW 28. TOTAL CHARGE 28, AMOUNT PAID 30. Ravd for NUCC Use

880262438 i1 %] ves NO s 1,787 00 s

ements on the reverse 3001 ST ROSE PKWY

32, SERVICE FACILITY LOCATION INFORMATION
ST ROSE DOMINICAN HOSPITALS-SI

HENDERSON, NV 89052-3839

33, BILLING PROVIDER INFO & PH#
FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972

1568656213 (888) 952-6772

207P00000X - = =

SIGNED DATE 1770626426 L 1689013161 I

NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/1 2)
Page: 1 of Submitter 611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)

PA000192




Submitter : 752297429-10036 (UHC 837 MEDICAL)

1500 | aoim eear . —51,295400 paton mumber
HEALTH INSURANCE CLAIM FORM cont :

HIC Number

UNOFFICIAL\WNOT YET APPROVED BY N.U.C. 02/12

& OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Cument or Previous)
[Jves [lwo
b. RESERVED FOR NUCC USE b. AUTQ ACCIDENT? PLACE (State)
Clves O
¢ RESERVED FOR NUCC USE c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME
s [
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES({Dssignated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DN i yes, complete items 9, Sa, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13 INSUREDS OR Aumomzso PERSON'S SIGNATURE | authorize
12 PA'ﬂENTS ORAUTHOR!ZED PERSON'S SIGNA 1 authorize the release of any medical or other 1 Y edcal the undersigned physician or supplier for
this claim. | also request payment of gwmmmmtomm&ammmm d below.
sigNep AUTHORIZED SIGNATURE ON FILE pate 07/09/17 sicNep AUTHORIZED SIGNATURE ON FILE
e ———————————————eeeeeeemese—————————————————
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP) | 15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM [»¢] Y MM DD YY W DD YY MM ob YY
QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
M Do YY MM Do Yy
, FROM TO
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, QUTSIDE LAB? § CHARGES
Referralii= REF= HA= D YES D No | |
. NATURE OF ILLNESS OR INJ line 24E; 1D Ind. BMISSI
21. DIAGNOSIS OR NATURE OF S URY Relate A to satvice ine baiow(24E) 0 22. RESUBMISSION ORIGINAL REF. NO.
R1031 8 LN200 cLN3001 oLR112 1
el £l al nl 23, PRIOR AUTHORIZATION NUMBER
Ll J x [ I
24 A DATES OF SERVICE D. PROCEDURES, SERVICES, OR SUPPLIES E. F.
From To Circum DIAGNOSIS
MM 2] YY MM 224 IODIFIER

RENDERING.
POINTER PROVIDER LD. #

$ gﬂg £8

09 17

07 09 173107 1,295 00 1558317354

25, FEDERAL TAX LD, NUMBER SSN EN 26. PATIENT ACCOUNT NO. 27. ACCEFT ABSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID ] 30. Ravd for NUCC Use
880262438 CE] [ e [ s 1,295 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLEER 32, SERVICE FACILITY LOCATION INFORMATION |23, BILLING PROVIDER INFO & PH #
{:‘CLUDI';*S DEGREES u?g CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
w”“‘oymumnmmsmw) 102 E LAKE MEAD PKWY PO BOX 638972
SLAUGHTER, KEVIN
HENDERSON, NV 89015-5575 CINCINNATI,OH 45263-8972
1558317354 (eas) 952-6772
207P00000X - P R T 7
SIGNED DATE ' Somnierre ®1689013161 l : : .
NUCC Instruction Manual at: www.nucc.org UNOFFICI.AL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (0211 2)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)

PA000193



Submitter COBA

Claim TPA ID

1500 Claim Total $1,681.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALINOT YET APPROVED BY N.U.C. 6212
] PICA

(MEDICARE COBA MEDICAL)

Patient's Acct# :
Batch Number
CCN#

HIC Number

1. MEDICARE MEDICAID TRICARE

6. OTHER INSURED'S NAME (Last Namae, First Name, Middie Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

O

¢ RESERVED FOR NUCC USE

Ll

10. IS PATIENT'S CONDITION RELATED TO:

o EMPLOYMENT? (Current or Previous)

b. AUTO ACCIDENT?

¢ OTHER ACCIDENT?

O

PLACE (State;
el .

[]ro

YES

YES

c. INSURANCE PLAN NAME OR PROGRAM NAME
YES

d. INSURANGE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d.13 THERE ANOTHER HEALTH BENEFIT PLAN?
DYES Duo 1 yos, complete tems 9, 9a, and 9d,

READ
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
to this claim, | also request of

sigNep AUTHORIZED SIGNATURE ON FILE

BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
| suthorize the release of any madical or other
benefits either to myself or the party who accepts assignment

pate_07/10/17

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
of medical benefits to the undersigned physician or supplier for

sioNep, AUTHORIZED SIGNATURE ON FILE

145‘3ATE ng CURREW ILLNESS, INJURY, or PREGNANCY(LMP) |15, OTHER DATE

18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
i >4} Yy MM bb Yy

MM [>2]

QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE -1 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
g L] oo Yy M oo Yy
, FROM TO
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES

[Tves [no |

nusual Circum:

MY D'D HCPC!

Referrali= REF= HA= I
21, i RY Relats A-L to service 22 RESUBMISS
DIAGNOSIS OR NATURE OF ILLNESS OR INJUI {ine below{24E) €bind O R ION ORIGINAL REF. NO.
AlJ189 8. LA419 cLR0902 pLL1O 1 ]
el el ol ul 23, PRIOR AUTHORIZATION NUMBER
Ll 2 Kl [ —
24A. DATES OF SERVICE L

D. PROCEDURES, SERVICES, OR SUPPLIES
{Explain U stances)

D!AGNOSIS
POINTER

RENDERING.
PROVIDER LD. #

1023391026

O bW N =

[

25. FEDERAL TAX LD. NUMBER 88N EIN

880262438 I:I

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
| cortify that the statements on the reverse
apply to this bill and are made a part therecl.)
ALBEKORD, ARASH

26. PATIENT ACCOUNT NO.

9300 W SUNSET RD

32. SERVICE FACILITY LOCATION INFORMATION
SOUTHERN HILLS HOSPITAL AND ME

LAS VEGAS,NV 89148-4844

28. TOTAL CHARGE 28, AMOUNT PAID

$ 1,681 00 |s
33, BELLING PROVIDER INFO & PH#

FREMOT EMER SVCMANDAVIA LTD
PO BOX 638972

27. ACCEPT ASSIGNMENT

iﬁs mno

30. Revd for NUCC Use

CINCINNATI,OH 45263-8972

1023351026 , (888) 952-6772

SIGNED DATE * 1457306359 | ~ |*1679550149 2 :
NUCC Instruction Manual at: www.nucc.org ~UNOFFIGIALNOT YET APPROVED BY N.U.G, FORM GMS. 1500 (02/1 2)
Page: 1 of 1 Submitter : COBA (MEDICARE COBA MEDICAL)
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Submitter 752297429-10036

Claim TPA ID

1500 Claim Total : $1,295.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWOT YET APPROVED BY N.U.C. 02112

—]PICA

(UHC 837 MEDICAL)

Patient's Acct# :
Batch Number
CCN#

HIC Number

1. MEDICARE GROUP

CHAMPVA HEALTH PLAN
| paomber 08| ] 101

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Inttial)

8. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Cument or Previous)

o

YES
b. RESERVED FOR NLICC USE b. AUTO ACCIDENT? PLACE (Stato)
D YES N

< RESERVED FOR NUCC USE c. OTHER ACCIDENT?

YES D NO

10. IS PATIENT'S CONDITION RELATED TO:

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO # yos, complete tems 8, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the of any madical or other
to this claim. | aiso request payment of govemment benefits either to myseif or the party who accepts

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
of madical bensfits to the undersigned physician or supplier for

pay

sioNep AUTHORIZED SIGNATURE ON FILE paTE 07/12/17

sienep, AUTHORIZED SIGNATURE ON FILE

e ee———— maxexsemcnom:
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP) | 15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M 2.0 YY 224 Yy M4 b YY MM Bo Yy

QUAL QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE -] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
ud [2]] YY MM DD YY
, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, QUTSIDE LAB? $ CHARGES

[Tves [no |

MM DD YY fd DD

Referali= REF= HA= l
. E:
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service fine below(24E)  ICDInd. 2 gogléamssrou ORIGINAL REF. NO.
AlR0789 5. LRO600 cLR0O42 pLR918
el rl el ul 23. PRIOR AUTHORIZATION NUMBER
1 1 5. 1 k1 " |
24A. DATES OF SERVICE . | D. PROCEDURES, SERVICES, OR SUPPLIES E. .
To (Explain Unusual Circumstances) DIAGNOSIS RENDERING.
Yy POINTER PROVIDER 1.D. #

07 12 17 '9'7 12 17

1,295 00 1114286077

D o BN —

25, FEDERAL TAX 1.D. NUMBER 88N EIN

880262438 [1]

26. PATIENT ACCOUNT NO. 27. CgEf_’I; ASSIGNMENT

YES NO

28. TOTAL CHARGE

29. AMOUNT PAID
$ 1,295 00 s

30. Rewd for NUCC Uss

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 cortify thet the statements on the reverse
spply to this bif and are mada a part thereof.)

MACEDO, MARK

1114286077

32, SERVICE FACILITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
3100 N TENAYA WAY

LASVEGAS,NV 89128-0436

133, BILLING PROVIDER INFO & PH #
FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972

(888) 952-6772
207P00000X - T i
SIGNED DATE l . 1366429821 Gsiio S R
NUCC Instruction Manual at: www.nucc.org UNOFFICIALWOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter 752297429-10036 (UHC 837 MEDICAL)
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Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

1500 ciaim Tea 10 : [ patient's Acct# :
Claim Total : $1,295.00 Batch Number :
CONB
HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

8. OTHER INSURED'S NAME (Last Name, First Nama, Middie Intial) 10, 1S PATIENT'S GONDITION RELATED T0:
a OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Current o Previous) a. INSURED'S DATE OF BIRTH
MM DD Y
Clves Do [ ] 2|
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State) | b. OTHER CLAIM ID{Designated by NUCC)
Clves Owo
c. RESERVED FOR NUCC USE . OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
v [
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO if yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE compusme & SIGNING FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authortze
12 PA'HENTSORAUTHORIZEDPERSON' SIGNATURE the release of any medical or other Y payment of medical benefits ta the undersigned physician or supplier for
mmmammmmmmqmmmmmm sefvices described below.
sioNep AUTHORIZED SIGNATURE ON FILE pare 07/15/17 siNen, AUTHORIZED SIGNATURE ON _FILE
ecanssmessem—em—
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP) |15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM [+ o] YY MM oo Yy M oD Yy MM b Yy
QuAL QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 1 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
: e oo hsd MM [+ 2] YY
i FROM TO
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? $ CHARGES
Referrali= REF= HA= D YES D No | |
. DIAGN NATURE OF | RY Relate A-L to sarvice fine D i 22. RESUBMISSION
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJUI o below(24E)  IC 0 co%lé ORIGINAL REF. NO.
A LN200 8 L1N289 clLR1031 ol 1 ]
el rl el ul 23. PRIOR AUTHORIZATION NUMBER
1 L s 1 ki [ I
24A DATES OF SERVICE X C. | D. PROGEDURES, SERVICES, OR SUPPLIES E. F. S L L J.
From To o} (Explain Unusual Circumstances) DIAGNOSIS DA LD. RENDERING.
MM 0D Yy MM DD | EMG ] CPT/HCPCS MODIFIER POINTER s CHARG§§ UNITS | Plan QUAL PROVlDER 1.D. #
1 295 00 1 1215138086

25, FEDERAL TAX LD, NUMBER 88N EIN ] 26, PATIENT ACCOUNT NO. 27, ACCEFT ASSIGNMENT |25, TOTAL GHARGE 75, AMOUNT PAID 30, Revd for NUGC Use
880262438 CE (o |G [ o s 1,295 00 |s
1. SIGNATURE OF PHYSICIN OF SUPPLIER 32, SERVICE FACILITY LOGATION INFORMATION |33, BILLING PROVIDER INFO & PH #
NTIAL FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN

t that the statements on the reverse

(Loerty thatthe satemants on the reverse | 9300 W SUNSET RD PO BOX 638972
Tgﬁfésﬁgzm LASVEGAS, NV 89148-4844 CINCINNATI,OH 45263-8972

(888) 952-6772

207P00000X " = =
SIGNED DATE : Tiins 1679550149 l S, FORER:
NUCC Instruction Manual at: www.nucc.org ) UNOFFIC]AL\NOT YET APPROVED BY N.U.C. FORM CMS—1500 (02/12)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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Submitter : 611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)
1500 Claim TPA 1D - I

Patient's Acct# :
Claim Total : $1,295.00 Batch Number :
CCN# :
HEALTH INSURANCE CLAIM FORM HIC Number . n/a
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

—PicA

9. OTHER INSURED'S NAME {Last Nams, First Name, Middie Initial) 10. IS PATIENT'S CONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT® {Cuent or Previous)

E]YES Duo

b. RESERVED FOR NUCC USE b. AUTO ACCIDENT?

PLACE (State)
Cves Do
c. RESERVED FOR NUCC USE c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[Jre [
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO if yes, complete tems 9, ©a, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13 INSUREDPS OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S §! RE | authorize the release of any madical or other pay of madical benefits ta the undersigned physician or supplier
b‘meunﬂldakn lmmmmmmmmmwwmmmmm or below,
signeD AUTHORIZED SIGNATURE ON FILE paTe 07/17/17 sicNnep, AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY({LMP) | 15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
Mk [:2) Yy MM ] Yy ] ) Yy MM DD YY
QUAL. QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17af -] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
, 17b. FROM T0
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES
Referrali= REF= HA= D YES D NO l '
. NATURE OF 1 ice fine 24E; RESUBMISSI
21. DIAGNOSIS OR NATUI ILLNESS OR INJURY Relate A4 to sarvice fine below{24E) KDind O 22, R D%lé ON ORIGINAL REF. NO.
AlR1084 8 LK529 clLD72829 pLR030 1 ]
el F | el 1l 23. PRIOR AUTHORIZATION NUMBER
L L 2. L kl [ -
24 A, DATES OF S8ERVICE 3 . | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. %s H. i J.
From To {Explain Unususi Circumstances) DIAGNOSIS DA 1 1o. RENDERING.
MM 0D YY MM DD POINTER Plan_ |

PROVIDER LD. #

1,295 OO_! 1972505675

25, FEDERAL TAX LD, NUMBER SSN EN 26. PATIENT AGCOUNT NO. 27. ACCEPT ASSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID | 30. Revd for NUCC Use

880262438 CIE] (o D [0 ls 1,295 oo s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH #
g«cwoma DEGREES OR CREDENTIALS MOUNTAIN VIEW HOSPITAL FREMONT EMERGENCY SERVICES MAN
w““'gm“m“mwamw) 3100 N TENAYA WAY PO BOX 638972

2252?2?&7ELARENCE LAS VEGAS,NV 89128-0436 CINCINNATI,OH 45263-8972

(588) 952-6772

207P00000X - = T -

SIGNED DATE 1104870187 P & 1366429821 I

NUCC Instruction Manual at: www.nucc.org

UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS—15OO (02/12)
Page: 1 of 1 Submitter : 611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)
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Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

- Claim TPA ID : _ Patient's Acct# :
1500 Claim Total : $463.00 Batch Number :

HEALTH INSURANCE CLAIM FORM o

HIC Number
UNOFFICIALINOT YET APPROVED BY N.U.C. 02/12

L

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial) 10. IS PATIENT'S CONDITION RELATED TO:
& OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENTY {Gurrent or Previous)

[ves (o
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (Stste)

Cves Clwo
<. RESERVED FOR NUCC USE ¢ OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME

YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUGC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO if yas, complete items 9, 8a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. !NSUREUS OR AUTHORIZED PERSON'S SIGNATURE | authorze
12 PAﬂENT'S OR AUTHORED PERSON'S SIGNATURE 1 authorize the reledse of any medical or other medical benefits to the undersigned physician or supplier for
also request payment of govemment benefits alther to myself or the parly who accepts below.
sionNep AUTHORIZED SIGNATURE ON FILE paTe 07/29/17 siGNen AUTHORIZED SIGNATURE ON FILE

14iaATE O;D CURREYNYT ILLNESS, INJURY, or PREGNANCY(LMP) |15, OTHER DATE

B —— —————— O ey
18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
L] oo Yy W Db YY M bo YY

07 29 17  QuAL FROM T0
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE | 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM [ had MM oD Yy
, FROM T
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, QUTSIDE LAB? $ CHARGES
Reforrati= REF= HL= [Oves [no | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Al to service fine 24E; iCD Ind. 1SS)
INJURY Relate ce fine below(24E) 0 22 RESUBMISSION ORIGINAL REF. NO.
ALS0502XA 8 LRO30 clLW228XXA ol
el r L el nl 23, PRIOR AUTHORIZATION NUMBER
. L s kl Ll
24A DATES OF SERVICE . C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. B L J.
From To (Explain Unusual Ci ) DIAGNOSIS PA 1 Lo, RENDERING.
MM DD YY MM DD IER POINTER its_|Pen’ | QUAL PROVIDER 1D. #
1 1104060169

25. FEDERAL TAX LD. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ACCEPT ASSIONMENT |28, TOTAL CHARGE 28. AMOUNT PAID | 30. Ravd for NUCC Use
880262438 CE] | s [ s 463 00 |s
1. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH#
‘{‘CLUD'“G DE%*;FES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
Sy o thia i ang oments on ¢ o tharest. 3186 S MARYLAND PKWY PO BOX 638972
ROOZENDAAL, SUZANNE
' LASVEGAS, NV 89109-2317 CINCINNATI,OH 45263-8972
1104060169 (888) 952-6772
207P00000X m . e o
SIGNED DATE £ SRR i ®1518120971 l s saieny
NUCC Instruction Manual at; www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N. U C FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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Submitter

1500 S I
00 Claim Total : $463.00

HEALTH INSURANCE CLAIM FORM

UNOFFICIAL\NOT YET APPROVED BY N.U.C. 02112

—]PICA

Batch Number
CCN#
HIC Number

1. MEDICARE MEDICAID TRICARE

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

&. OTHER INSURED'S POLICY OR GROUP NUMBER

& EMPLOYMENT? (Curent or Pravious)

Clves Owo

b, RESERVED FOR NUCC USE

b. AUTO ACCIDENT? PLACE (Stats)
Oves Owo

<. RESERVED FOR NUCC USE

201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
Patient's Acct# :

c. OTHER ACCIDENT?

DYES DNO

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Dssignated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO it yes, complete items 9, 9a, and 84,

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other ir J v
o this claim. | also request payment of govemment

sighep _AUTHORIZED SIGNATURE ON FILE pATE_08/14/17

benefits sither to myself or the party who accepts

e ————————— T ———— O
14“?‘ATE O‘fo CURRE&T ILLNESS, INJURY, or PREGNANCY({LMP) | 15. OTHER DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
of medical bensfits to the undersigned physician or suppiier for

sigNep, AUTHORIZED SIGNATURE ON FILE

MM > Yy

18. DATES PATIENT UNABLE TO WORK iN CURRENT CCCUPATION
L] 2] Yy MM o] YY

QUAL FROM T0
7. NAME OF REFERRING PROVIDER OR OTHER SOURCE [ 78 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
L ob YY L po Yy
, FROM 70
16. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? § CHARGES

Referrati= REF= HL= [Jves [no | |

R NATURE OF | Y Relete A-L to service li E D ind. 22. RESUBMISSION
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJUR! service fine below{24E)  ICI 0 co?)% ORIGINAL REF. NO.
AlMS412 s. | LRO30 clLF419 pl
el £l el ul 23. PRIOR AUTHORIZATION NUMBER
[ S g L k.l [ -
24A DATES OF SERVICE D. PROCEDURES, SERVICES, OR SUPPLIES E. L J.

From To (Explain Unusual Circumstances) DIAGNOSIS LD, RENDERING.

MM DD YY MM DO YY 1 MODIFIER POINTER QUAL| PROVIDER L.D. #

1619979028

INCLUDING DEGREES OR CREDENTIALS
{1 certify that tha statements on the reverse
apply to this bill and are made a part thereof.)

ANDERSON, ERIC

1619979028

207P00000X

FREMONT EMERGENCY SERVICES MAN
9300 W SUNSET RD

LASVEGAS,NV 89148-4844

o |
25. FEDERAL TAX LD. NUMBER 88N EIN 26. PATIENT ACCOUNT NO. 27. CS‘E.I:T- lGNMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Ravd for NUCC Use
880262438 ] YEs [Tvo s 463 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACLLITY LOCATION INFORMATION {33. BILLING PROVIDER INFO & PH#

PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

FREMONT EMERGENCY SERVICES MAN

SIGNED DATE

a l,b»

1% 1679550149

NUCC Instruction Manual at: www.nucc.org

Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH

UNOFFICIALWOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)

/CCN ROUTED 837 MEDICAL)
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Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

aim : — atient's Acc H
1500 giaim gzlzaim : $64.00 gazch :Iumb:r o B
HEALTH INSURANCE CLAIM FORM o amber

UNOFFICIALINOT YET APPROVED BY N.U.C, 02/12

8. OTHER INSURED'S NAME {Last Nams, First Name, Middie initial) 10. IS PATIENT'S CONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMBER @ EMPLOYMENT? (Curent or Previous)

Oves Owo

b. RESERVED FOR NUCC USE b. AUTQ ACCIDENT?

PLACE (State)
D YES D NO g
‘. RESERVED FOR NUCC USE ¢ OTHER ACGIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Dssignated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
Dves [TIno  tyes, compiete tems 9, 98, and .
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

12.PAT!ENTSORAUWOREEDPERSONSS!GNATURE!W&G reloase of any moedical or other Y pay of medical benefits to the undersigned physician or supplier for
o this cleim, | also request payment of govmmbmemmtomwe!whpatywmmuw seivices described below.

sigNep_AUTHORIZED SIGNATURE ON FILE pATE_08/26/17 SioNED_AUTHORIZED SIGNATURE ON FILE
It e M e
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNAN(-)I\’(LMP) 15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM o0 Y MM DD Yy i > 5 YY L] 2] YY
QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE :§ 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
Wi Do Yy MM 2] Yy
. FROM TO
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Reforrat= REF= HL= [Jves [Ino | |
21. DIA INJURY Relete A-L
\GNOSIS OR NATURE OF ILLNESS OR INJUI to sarvica fine balow(24E) ICo0kd 22. RESUBMISSION ORIGINAL REF. NO.
AlR4l82 8. LI509 cLR7989 o289 1 ]
el £l sl ul 23. PRIOR AUTHORIZATION NUMBER
(N — iy kb [ -
24A DATES OF SERVICE 3 .| D. PROCEDURES, SERVICES, OR SUPPLIES E. F. % J.
From Explain Unusual Circumstances) DIAGNOSIS! DA ERING.

REND! 5
ODIFIER POINTER PROVIDER LD. #

08 26 17108 26 17

1629049945

o2 NN, I S

26. FEDERAL TAX LD. NUMBER SN EIN 6. PATIENT AGGOUNT NO. 27. ACCEPT ASSIGNMENT |28, TOTAL CHARGE 29, AMOUNT PAID | 30. Ravd for NUCC Use
880262438 L] | e [ s 64 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH #
lthunm DEGREES OR CR&:’E"MS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
wmm“m‘“‘"“‘“m“‘“,mm) 3001 ST ROSE PKWY PO BOX 638972
MEBR§2§§4§ANIEL‘ HENDERSON, NV 89052-3839 CINCINNATI,OH 45263-8972
1629 (ass) 952-6772
207P00000X -
SIGNED DATE I- : 1689013161 S ; : it
NUCC Instruction Manual at: www.nucc.org UNOFFIGIAL\NOT YET APPROVED BY N.U. c FORM CMs-1500 (02/1 2)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

PA000200



Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

“ Claim TPA ID N ] patient's Acct# :

1 00 Claim Total ; $883.00 Batch Number H
CCN# H

HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

—JPICA

1. MEDICARE MEDICAID TRICARE

9. OTHER INSURED'S NAME (Last Namo, First Name, Middic Initial) 10. IS PATIENT'S CONDITION RELATED TO:
& OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH
MM oD Yy

[ves [wo v ] ]
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (§tate) | b. OTHER CLAIM ID{Designated by NUCC)

Cves [Iwo
. RESERVED FOR NUCC USE . OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME

ves [ ]wno
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAM CODES(Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO i yes, compiete itams 9, 9a, and 9d.
BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorze

12.PA'HENTSORAUTHORIZEDPERSON'SSIGNATU 1 authorize the refease of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
b‘weu this claim. | also request payment of govemment benefits either to myself or the party who accepis L ribed bolow,

signep AUTHORIZED SIGNATURE ON FILE pate 11/10/17 siGNEp_ AUTHORIZED SIGNATURE ON_ FILE
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP) | 16. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM Do YY MM oD YY M DD Y MM oo YY
QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE ‘ B 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
, 17b. FROM TO
16. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, QUTSIDE LAB? $ CHARGES
Reforraté= REF= HA= [Jves [no | ]
TDIA i
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Refats AL fo servios fne below{24E)  ICD Ind. () 22 RESUBMISSION ORUGINAL REF. NG,
A 10200 e.LRO30 clLZ3A01 ol 1 |
el el N wl 23. PRIOR AUTHORIZATION NUMBER
| s L Kkl Ll
24A. DATES OF SERVICE . | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. & LTt J.
From T (Explain Unusual Circumstances) DIAGNOSIS DAY: 4 JT NDERING.
MM DD YY MM 0D YV MODIFIER POINTER $ CHARGES URiTe jpan }QUAL PROV!DER LD. #
1 11 a,B,c | 883 00} 1 | 1336566579
25. FEDERAL TAX LD. NUMBER 68N EIN | 28. PATIENT ACCOUNT NO. 7. ACCEPT ASSIGNMENT |28, TOTAL CHARGE 28. AMOUNT PAID | 30. Ravd for NUCC Use
880262438 CE | G [ o s 883 00 |s
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH¥
DENTIAL FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
statements on the reverse
mmw«unmmamw) 102 E LAKE MEAD PKWY PO BOX 638972
LI'GTERR;{ HENDERSON,NV 89015-5575 CINCINNATI,OH 45263-8972
1336566579 (ess) 952-6772
207P00000X - e s
SIGNED DATE | s i : ®1689013161 I . -
NUCC Instruction Manual at: www.nucc.org UNOFFICIALINOT YET APPROVED BY N. U C. FORM CMS—15OO (02/12)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

PA000201



Submitter
Claim TPA ID

1500 Claim Total $1,295.00

HEALTH INSURANCE CLAIM FORM

UNOFFICIALINOT YET APPROVED BY N.U.C. 02/12

201736437

(FIRST HEALTH/CCN ROUTED 837 MEDICAL)

Patient's Acct#
Batch Number
CCN#

HIC Number

9. OTHER INSURED'S NAME (Last Namse, First Name, Middie Initial)

& OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

< RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

@ EMPLOYMENT? (Current or Previous)

O o

YES

b. AUTO ACCIDENT? PLACE (State)
O ves NO |

c. OTHER ACGIDENT?

DYES D NO

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designatad by NUCC)

d. 18 THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO it yos, complete tems 9, 8a, and 9d.

sigNep _,AUTHORIZED SIGNATURE ON FILE

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release
to this claim. | also request payment of govemment benefits either to myself or the party who aeccepts assignment

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.

of eny medical or other

Y

pATE 11/11/17

13, INSURED'S OR Amuomzeo PERSON'S SIGNATURE | authorize
of physician or suppiler for

seivices describad beiow.

sigNen_ AUTHORIZED SIGNATURE ON FILE

s B T X oS ————————
14, DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY(LMP)
MM Do Yy

16. OTHER DATE

MM 2]

18. DATES PATIENT UNABLE TO WORK iN CURRENT OCCUPATION
Mg p] Yy MM Do YY

QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE -1 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
i oD Yy L) DD Yy
, FROM TO
18, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? $ CHARGES

[ves [Tno |

MM DD YY MM DD

11 11 17]J11

Referrati= REF= Hi= |

. 0 servi 1SS!
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relete A to service fine below{24E)  ICDind. () 22 RESUBMISSION ORIGINAL REF. NO.
A LE860 R1110 cLN289 plLR197 1
el el sl nl 23. PRIOR AUTHORIZATION NUMBER
1 | s | K [
24A. DATES OF SERVICE C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. J.

From Yo (Expiain Unusual Circumstances) Dp'%?ﬁ‘%?"s RENDERING.

MODIFIER

PROVIDER LD. #

11 17

a,B,c,p}

1,295 00 1285898049

25. FEDERAL TAX LD. NUMBER 8SN EN 26. PATIENT ACCOUNT NO. 27. ACCEPT ASSIGNMENT |26, TOTAL CHARGE 29. AMOUNT PAID | 30. Revd for NUCC Use
880262438 k] [x]ves | Ino s 1,295 00 s
31. SIGNATURE OF PHYSICIAN O SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH#
'fCLUDm EEGREES ‘23 CRE| N"W-S FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
mmm““““‘““ mm'mw} 3186 S MARYLAND PKWY PO BOX 638972
CRAVEN, IAN LASVEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972
1285898049 (888) 952-6772
207P00000X "y e
SIGNED DATE : 1%1518120971 I ] S :
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

- Claim TPA ID - I patient's Acct# :

1500 Claim Total : $883.00 Batch Number H
CCN#

HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWNOT YET APPROVED BY N.U.C. 02/12

_“'"]PK:A

TELEPHONE (Inchude Area Code)
9. OTHER INSURED'S NAME (Last Namo, First Name, Miidie Initial) 10. IS PATIENT'S CONDITION RELATED TO:
& OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (Current or Provious)
[lves [wo
b. RESERVED FOR NUCC USE b. AUTQ ACCIDENT? PLACE (Stats)
Cdves Do
. RESERVED FOR NUCC USE ¢ OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME
[Qves [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
[:]YES [:]No Y yos, complete items 8, 9a, and 9d,
BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT‘S ORAUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other Y payment of medica! benafits to the undersigned physicien or suppier for
also recuiest payment of government benefits elther mnwuﬁcrwnmevﬁnauxﬂnasﬂgmnuﬁ servicas described below.
sigNep _AUTHORIZED SIGNATURE ON FILE pate_12/08/17 sigNen AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS, INJURY, o PREGNANCY(LMP) |15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM oo YY MM oo YY L} DD YY MM [+)2] YY
QUAL. QUAL. FROM T0
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE | 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
o 2] Y MM oo YY
, FROM TO
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? § CHARGES
Reforraié= REF= H= [Jves [Ino | |
21. DIAGNOSIS OR NATURE OF JLLNESS OR INJURY Relste A-L to service fine below(24€ 1CD Ind. 22 RES
fine 24E) 0 UBMISSION ORIGINAL REF. NO.
A 10200 802341 cLR102 plLZ3A01 1 |
el El al ul 23, PRIOR AUTHORIZATION NUMBER
1. s | Kkl [ -
24A DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. Se Lt J.
From To ( Unusual Circumstances) DIAGNOSIS o LD. RENDERING.
MM DD YY MM DD YY MODIFIER POINTER URNTTS jpian” | QUAL PROVIDER LD. #

12 08 17|12 08 17 a5,.c,0] 883 00]1 1720375322

D B N

25. FEDERAL TAX LD. NUMBER 88N EIN 26. PATIENT AGCOUNT NO. 27. ACCEPT ASSIGNMENT |26, TOTAL CHARGE 20, AMOUNT PAID | 30. Ravd for NUCC Use
880262438 [i] ﬁ s 883 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH#
'{‘CLUD"TS Eﬁﬁﬁﬁgﬂfgﬁms FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
s s bl e vm e 3 pat thoroet.) 3186 S MARYLAND PKWY PO BOX 638972
KATZ, JASON LASVEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972
1720375322 (ess) 952-6772
207P00000X . R b,
SIGNED DATE e . {*1518120971 | L
&
NUCC Instruction Manual at: www.nucc.org UNOH’ICIAL\NOT YET APPROVED BY N.U. c FORM CMS-1 500 (02/1 2)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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Submitter : 841162764UFE (OPTUMINSIGHT FKA ICS/INGENIX UFE 837 MEDICAL)

- Claim TPA ID : _ Patient's Acct# :
1500 Claim Total : $463.00 Batch Number H
CCN# :
HEALTH INSURANCE CLAIM FORM HIC Number
UNOFFICIALANOT YET APPROVED BY N.U.C. 02/12
]PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA

- (Member 10#) . {

(Medicare#) - {Medicaid#)

9. OTHER INSURED'S NAME {Last Name. First Name, Middle initial} 10. IS PATIENT'S CONDITION RELATED TO:
2. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)
Lves [ro
b. RESERVED FOR NUCC USE b. AUTG ACCIDENT? PLACE (State)
[:l YES D NO
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes. complete items §. Ga. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or suppher for
to process this ciaim. | also request payment of govemment benefits either to mysetf ar the party who accepts assignment services descrbed below.
below.
sionep _AUTHORIZED SIGNATURE ON FILE pate_01/01/18 sicneo_AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT JLLNESS. INJURY. or PREGNANCY(LMP} {15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
HB 1) Y MM oo R 1Ah oo Yy MM [ k3
QUAL. QUAL. FROM T0
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 1 18. HOSPI’R}LIZATIDODN DATE?YRELATED TO CURRENT];\SE(‘?VICESY
AN MM ¥
, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referraffi= REF= HiL= I:] YES D no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd. 22, RESUBMISSION
ORIGINAL REF. NO.
A LN390 s LR030 cl ol 1 |
E. | F. I G.l H.‘ 23. PRIOR AUTHORIZATION NUMBER
i | J. | x| [ I
24 A DATES OF SERVICE C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F G. R J
From To (Explain Unusual Circumstances) DIAGNOSIS Daxs 1D. RENDERING.
[2la) Y [s} Y MODIFIER POINTER S CHARGES UNITS |eian’ | QUAL PROVIDER 1.D. #

1578786877

25. FEDERAL TAX 1.D. NUMBER SSN EIN 76, PATIENT ACCOUNT NO. 27. ACCEPT ASSIGNMENT  [28. TOTAL CHARGE 29 AMOUNT PAID | 30. Rsva for NUCC Use
880262438 O | (= [ o s 463 00 |s
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 3. BILLING PROVIDER INFO & PH #
I(:qgeLme?Img gﬁ%éiﬁeﬁ? SﬁEEF&L‘Q;S ER AT THE LAKES FREMONT EMERGENCY SERVICES MAN
apply 16 this bill and are made a part thereof.; 3325 SOUTH FORT APACHE PO BOX 638972
?5’17128’5225’771\1”“”‘: LAS VEGAS,NV 89117-6360 CINCINNATI,OH 45263-8972
(888) 952-6772
207P00000X » B T = A
SIGNED DATE 79999999995 i 2171679550149 R .
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 841162764UFE (OPTUMINSIGHT FKA ICS/INGENIX UFE 837 MEDICAL)

PA000204



Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

- Claim TPA ID : — Patient's Acct# :
1500 Claim Total : $1,360.00 Batch Number :

HEALTH INSURANCE CLAIM FORM o mber
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12
"‘—"] PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP

HEALTH PLAN

. {Member ID#) . (iD#)

[ ] aowoon

Medicaret) | | (Medicaiay)

ZIP CODE TELEPHONE (include Area Code)

89108
9. OTHER INSURED'S NAME {Last Name, First Name, Midadle Initial)

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Cumrent or Previous) a. INSURED'S DATE OF BIRTH
M ele) Yy

Oves o 08 27 74 m[]

b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State; | b. OTHER CLAIM ID(Designated by NUCC)

DYES DNO L

¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes. complete items 9. 9a_and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE i authorize

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the refease of any medical or ather information necessary payment of medical benefits to the undersigned physician or supplier for

to process this claim, | also request payment of govemment benefits aither to myself or the party who accepts assignment servicas described below.

below.

sicnep _AUTHORIZED SIGNATURE ON FILE pate_01/04/18 sionep_AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

MK =18} Yy MM oo o M oo ¥y Y oo 124

QUAL. QUAL. FROM T0

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPIJﬁLIZATlDODN DATE?\RELATED TO CgﬁRENE?ERVICES
AR 3 0 Yy

, FROM TO
19. ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. CUTSIDE LAB? $ CHARGES
Referralti= REF= HL= D YES D no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 1o sefvice line below(24E) ICDInd. Q 22. RESUBMISSION
CODE ORIGINAL REF. NO.

A LlR102 5 LN83201 cLR030 ol 1

E. ! E. ’ G.! H,l 23. PRIOR AUTHORIZATION NUMBER

1| 4| K.l I —
24 A DATES OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F L J

From To PLACE OF {Exptain Unusual Circumstances) DIAGNOSIS 11D RENDERING.

Htd oo v M [2]s} Y feervice | EMG CPT/HCPCS | MODIFIER POINTER S CHARGES QUAL PROVIDER 1.D. #

a,B,Cc | 1,360 00 1720375322

D b W N =

25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27 ACCEPT ASSIGNMENT | 28 TOTAL CHARGE 29. AMOUNT PAID ] 30. Rsvd for NUCC Use
880262438 ] ves | Ino s 1,360 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

z‘;‘cce';hufs";“g DEGREES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN

apply 1o this bilt and are made a part thereof.) 3100 N TENAYA WAY PO BOX 638972
KATZ, JASON

! LASVEGAS, NV 89128-0436 CINCINNATI,OH 45263-8972

1720375322 (888) 952-6772
207P00000X - “Ta. b.
SIGNED DATE : e o 171366429821 ‘ R ;
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U.C, FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

PA000205



Submitter

Claim TPA ID
Claim Total

: $927.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALINOT YET APPROVED BY N.U.C. 02/12

[T ]PICA

133068979 (MULTIPLAN 837 MEDICAL)

Patient's Acct# :
Batch Number
CCN#

HIC Number

1. MEDICARE MEDICAID

(Medicare#) . (Medicaid#)

TRICARE

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

CHAMPVA GROUP
HEALTH PLAN

| Jmemveriom) . (ID#)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

o

YES

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

[ ves

NO

¢. RESERVED FOR NUCC USE

¢. OTHER ACCIDENT?

D YES D NO

a, EMPLOYMENT? (Cumrent or Previous)

10. IS PATIENT'S CONDITION RELATED TO!

PLACE (State)

LJ

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[:] YES [:]NO

1f yes, complete items 9. 9a. and 9d.

below.

sicnep _AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or the party who accepts assignment

patE 01/08/18

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of inedical benefits to the undersigned physician or suppler for
services described below.

sionep_ AUTHORIZED SIGNATURE ON FILE

QUAL.

14{ DATE OF CURRENT ILLNESS. INJURY. ar PREGNANCY(LMP)
M oo vy

15. OTHER DATE
QUAL.

MM oo

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
AL oo Y¥ MM DD o
FROM TO

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
35 jale] YY MM Do Yy

01

, FROM 10
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? 5 CHARGES
Referralit= REF= HLs [(Tves [no | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 10 service line below(24E)  ICD ind. () 22, RESUBMISSION
CODE ORIGINAL REF. NO.

A LK625 s LK8590 clLIlo ol

el el ol nl 23, PRIOR AUTHORIZATION NUMBER

| 2 | K [0
24 A, DATES OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. I .

From To {Explain Unusual Circumstances) DIAGNOSIS RENDERING

Ml (505 Y MM FIE| POINTER

S CHARGES

1 1D
QUAL PROVIDER I.D. #

710739330757

D o bW N -

11

25. FEDERAL TAX |.D. NUMBER SSN EIN

880262438 D

26. PATIENT ACCOUNT NO.

YES

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 cerlify that the statements on the reverse
apply to this bill and are made a part thereot.)

TANG, MICHAEL
1073933057
207P00000X
SIGNED

DATE

NO

27 ACCERT ASSIGNMENT

28. TOTAL CHARGE 29. AMOUNT PAID

$ 927 00 |s

30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION

FREMONT EMERGENCY SERVICES MAN
3186 S MARYLAND PKWY

LASVEGAS,NV 89109-2317

33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

> 1518120971 |®

NUCC Instruction Manual at: www.nucc.org
Submitter :

Page: 1 of

133068979

UNOFFICIALINOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
(MULTIPLAN 837 MEDICAL)

PA000206



D b WODN -

Claim TPA

Claim Total

Submitter

ip

HEALTH INSURANCE CLAIM FORM
UNOFFICIALOT YET APPROVED BY N.U.C. 02/12

[ ]PICA

: $1,360.00

1. MEDICARE

{Medicare#) . Medicaid#)

MEDICAID

TRICARE

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initiaf)

CHAMPVA

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

GROUP
HEALTH PLAN

| Jstemberiom | | o

YES

b. AUTQ ACCIDENT?

D YES

¢. OTHER ACCIDENT?

[ ves

NO

[ o

a. EMPLOYMENT? (Current or Previous)

[ wo

PLACE {State)

LJ

10. 1S PATIENT'S CONDITION RELATED TO:

201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

Patient's Acct# :
Batch Number
CCN#

HIC Number

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES({Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

DYES DNO

If yes, complete items 9. 9a. and 94.

READ BACK OF FORM BEFORE COMPLETING 8 SIGNING FORM.

oate 01/16/18

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authornize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either 1o mysalf ar the party who accepts assignment
below.

sicnep _AUTHORIZED SIGNATURE ON FILE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE { authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

sicnep_AUTHORIZED SIGNATURE ON FILE

01

18

14iARATE OEFDCURRENT ILLNESS. INJURY. ar PREGNANCY(LMP)
X > 'y

16 QUAL.

QUAL.

15. OTHER DATE

AN [sla]

16. DATES PATIENT UNABLE TO WORK IN CURRENT OQCCUPATION
[B14 oo Yy MM jua) ke

FROM TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

3] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
# A oD Y MM po ¥y

FROM T0

L
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

20. OUTSIDE LAB? $ CHARGES

Dvss DNO | |

Referralit= REF= HAL=
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Retate A-L 10 sefvice line below(24E) ICOng. 22. RESUBMISSION
CODE ORIGINAL REF. NO.

A S91301A 6 LS91302A cLY9389 ol

E. I F. l G.l H.' 23. PRIOR AUTHORIZATION NUMBER

1| s L K| [
24 A DATES OF SERVICE B. C. 0. PROCEDURES, SERVICES, OR SUPPLIES E. F J.

Frem To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS RENDERING.

[55) oD Y M oD Y £ EMG CPT/HCPCS | MODIF POINTER S CHARGES PROVIDER I.D. #
01 16 18 . 1,360 00 1326294844

25. FEDERAL TAX I.D. NUMBER
880262438

SSN EIN

(]

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{l certify that the statements on the reverse
apply to this bill and are made a part thereof.)

INGLISH, DANIEL
1326294844
207P00000X
SIGNED

26. PATIENT ACCOUNT NO.

NO

27. A(jCEf"[ ASSIGNMENT

28. TOTAL CHARGE 29. AMQUNT PAID

s 1,360 00 {s

30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION

FREMONT EMERGENCY SERVICES MAN
3186 S MARYLAND PKWY

LASVEGAS,NV 89109-2317

33. BILLING PROVIDER INFO 8 PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

DATE

*1518120971

NUCC Instruction Manual at: www.nucc.org
Page:

1 of

Submitter

UNOFFICIALANOT YET APPROVED BY N.U.C. FORM CMS-1500
201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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PA000207



Submitter : 383384800 (HOVS MEDICAL)

Claim TPA ID - 1l Patient's Acct#
Claim Total : $1,360.00 Batch Number
HEALTH INSURANCE CLAIM FORM o ber
UNOFFICIAL\WNOT YET APPROVED BY N.U.C. 02/12
"'_]PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP

HEALTH PLAN
{10

{Medicare#) - {Medicaid#) . (ID#:DoD) . {Member iID#) .

9. OTHER INSURED'S NAME (Last Name, First Name, Middle initial) 10. 1S PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER 2. EMPLOYMENT? (Cunrent or Previous)
EI YES D NO
b, RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State}
Oves Owo |
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME
[ves [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO if yes. complete items $, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medicel or other information necessary payment of medical benefits 10 the undersigned physician or suppler for
to process this claim. | also request payment of govemment benefits either to mysalf or the party who accepts assignment services described below.
below.
sicnep _AUTHORIZED SIGNATURE ON FILE pate_01/19/18 sicnep_AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS. INJURY, ar PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK 1IN CURRENT OCCUPATION
M [31s] Yy MM [sla} o s o) k&) MM oC 133
01 19 18 QUAL. QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPII&LIZATI‘)C)DN DATES(RELATED TO CURRENT SERVICES
o " MM oo vy
, X FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES
Referraly= REF= H/L= D YES D NO ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) iICDIng. 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A lR531 s LROO1 clLI1452 ol I10 1 |
el £ ol nl 23. PRIOR AUTHORIZATION NUMBER
1. . x| [
24 A DATES OF SERVICE B. C. ] D. PROCEDURES, SERVICES, OR SUPPLIES E F. J

RENDERING.
PROVIDER 1.D. #

From To PLACE OF {Explain Unusual Circumstances) DIAGNOSIS
MM DD Y MM DD v feery CPT/HCPCS MODIFIER POINTER $ CHARGES

A,B,C,

: 1,360 001 1518387885

® o p W N oo

25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ACCEE’I f\§§IGNMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

880262438 L] | &ves [ ]wo s 1,360 00 |s 1,324 87

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #
l(:ﬂgel.r‘l\.)[l)?l‘r:g S\iigﬁeﬁeaz gﬁﬁgmﬂﬁgg MOUNTAINVIEW HOSPITAL FREMONT EMERGENCY SERVICES MA
apply to this bill and are made a part thereot.) 3100 N TENAYA WAY PO BOX 638972

NUSSBAUM, CHRISTIN ~ R

1518387885 LAS VEGAS,NV 89128-0436 CINCINNATI,OH 45263-8972

SIGNED DATE *1104870187 Gt 1366429821 L :

NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)

Page: 1 of 1 Submitter : 383384800 (HOVS MEDICAL)

PA000208



Submitter : 752297429-10144 (UHC 837 MEDICAL)

- Claim TPA ID - [ Patient ‘s Acct# :

1500 Claim Total : $1,360.00 Batch Number :
coNd

HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

——]PicA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
(Medicare#) . (Medicaid#) . (Member IDM) - (ID#)

9. OTHER INSURED'S NAME {(Last Name, First Name, Middle initial} 10. IS PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX
M o0 v
[lves [wo mL] il
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {State) | b. OTHER CLAIM ID(Designated by NUCC)
Clves Owo
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[Jves [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO if yes complete items 9, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I authonze the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this clam. | also request payment of govemmaent benefits either to myself or the party who accepts assignment services described below.
below.
sichnep _AUTHORIZED SIGNATURE ON FILE pate_01/24/18 signep_AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MK [5) Yy M oo vy M jabs) vy MM oo o~

QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 7 8 = : 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
M oo Yy MM pa Yy

FROM 10
L

19. ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

Referralit= REF= HAL= D YES D no |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E})  ICDInd. () 22, RESUBMISSION

CODE ORIGINAL REF. NO.

A |RO789 s LLI10 c.LROS ol 1

el £l ol nl 23. PRIOR AUTHORIZATION NUMBER

.| ) L k.| [ —

24 A DATES OF SERVICE B. C. | D PROCEDURES, SERVICES, OR SUPPLIES E. 3 I J.

From To (Expiain Unusual Circumstances) DIAGNOSIS 1.0. RENDERING.
MM oD Y MM DD Y CPTHCPCS _{_ MODIFIER POINTER $ CHARGES QUAL PROVIDER L.D. #
1 AB,C | 1,360 00{1 1548425259

25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. EPT ASSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID | 30. Rsvd for NUCC Use
880262438 1] ves | Ino s 1,360 00 |s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

{?&%‘3'&‘2 ﬁ%ﬁggﬂiﬁg &R‘EEEQVLL;\'QS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made a part thereof.) 9300 W SUNSET RD PO BOX 638972
g’;i\g"}zggg}[mm LASVEGAS,NV 89148-4844 CINCINNATI,OH 45263-8972
(888) 952-6772

207P00000X z 2 a b

SIGNED DATE ) : : . : "1679550149 l ey Sl L
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10144 (UHC 837 MEDICAL)
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Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

- Claim TPA ID - patient‘s Acct#

1500 Claim Total : $929.00 Batch Number
Cceng

HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWNOT YET APPROVED BY N.U.C. 02/12

[ _]PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
edicarety [ medicaion [ | apumons omborinm | | a0

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSUR;ED‘S D‘/}gE OF BIRTH
M o ¥y
s oo W1 ]
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {State} | b- OTHER CLAIM ID(Designated by NUCC)
D YES D NO 1 ]
©. RESERVED FOR NUCC USE c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
[Jwes [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes. complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING 8 SIGNING FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or ather information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | aisa request payment of govemnment benefits either to myseif or the party who accepts assignment services descnbed below.
below.
sicnep _AUTHORIZED SIGNATURE ON_FILE pate _01/26/18 signep_ AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT LLNESS. INJURY. or PREGNANCY(LMP} |15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M8 oo Ve My on Y ha ) vy Y &) o~
01 26 18  QuaL QUAL. FROM 70
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPIJ&LIZAT%]DN DATES RELATED TO CgﬁRENI\EERV'CES’Y
d YY $ia) Al
, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES
Referraty= REF= H/L= D YES D NO ‘
21. DIAGNOSIS OR NATURE OF [LLNESS OR INJURY Relate A-L 1o service line below(24E} ICDIng. 0 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A S61217A 8 1223 cLW228XXA ol
€. ! F I G.I H.| 23. PRIOR AUTHORIZATION NUMBER
1. | s | Kl el
24 A, DATES OF SERVICE B. C. D. PROCEDURES, SERVICES. OR SUPPLIES E. F. G. | H. L J.
From To brace o (Explain Unusual Circumstances) DIAGNOSIS CAXS " Ersonl 1 p, RENDERING.
0D Y WM [a]s] v |service | EMG GPT/HCPCS MODIFIER POINTER $ CHARGES i fpian | QUAL PROVIDER |.D. #
1 0l 18 |23 - 99283 | 25 A,B,C 486 0011 1972690592
2 0l 18 |23 | 12002 ‘ A 443 001 1972690592
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ASZCEHEI ﬁ§§|GNMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 X1 ves | Ino s 929 00 |[s
31. SIGNATURE QOF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #
‘(T‘gewmg DECREES OR SREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made a part thereot.} 3186 S MARYLAND PKWY PO BOX 638972
Tg:ﬁgggé gHRISTOPHER LASVEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972
9 (888) 952-6772
207P00000X a o o
SIGNED DATE ' i 1518120971 l . e i
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

PA000210



Submitter :
Claim TPA ID
Claim Total

$1,360.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALNOT YET APPROVED 8Y N.U.C. 02/12

—rica

201736437 (FIRST HEALTH/CCN ROUTED

1. MEDICARE MEDICAID

Medicarer) | | (Medicaiai

TRICARE CHAMPVA

(IDHDoDH

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

- Member 108 . {iD#H

GROUP
HEALTH PLAN

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

YES
b. AUTO ACCIDENT?

[ ves

¢. OTHER ACCIDENT?

D YES

DNO

PLACE (State}

NO l ]

o

837 MEDICAL)

Patient's Acct# : —
Batch Number : _
con - I
HIC Number : n/a

a. INSURED'S DATE OF BIRTH
Lo ap Yy

SEX

1 A1

b. OTHER CLAIM ID{Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO

If yes. complete items 9. 9a. and 9d.

below.

sicnep AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myseif or the party who accepts assignment

pate_02/22/18

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authiorize
payment of medical benefits to the undersigned physician or suppher for
services described below.

sicneo_AUTHORIZED SIGNATURE ON FILE

14. DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY({LMP)
MM oo VY

QUAL.

15. OTHER DATE
QUAL.

My

oo ey

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M oo Yy "W &3] (ad
FROM 70

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

L

18. HOSPITALIZATION DATES RELATED TQ CURRENT SERVICES
MK [:]8] Y MM oo vy
FROM 70

18. ADDITIONAL CLAIM INFORMATION ({Designated by NUCC)

20. OUTSIDE LAB? $ CHARGES

DYES DNO | |

Referralg= REF= HiL=
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Retate A-L to service line below(24E) ICDInd. O 22. RESUBMISSION
CODE ORIGINAL REF. NO.

A lR1011 s LK8050 cLE6601 ol 1
e £ 1 sl nl 23. PRIOR AUTHORIZATION NUMBER
L | J 1 K L
24 A DATES OF SERVICE C. 0. PROCEDURES, SERVICES, OR SUPPLIES E. F G. H. 8 J.

From To {Explain Unusual Circumstances) DIAGNOSIS Bhxs EEsE] 1o, RENDERING.
M oo Y M 00 oy EMG CPT/HCPCS MODIFIER POINTER S CHARGES UdTs frian | QUAL PROVIDER 1.D. #

02

A,B,C

99285

1,360 0041 1558317354

DA D W -

25, FEDERAL TAX |.D. NUMBER SSN EIN

880262438 K]

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
SNCLUDING DEGREES OR CREDENTIALS
{1 certily that the stalements on the reverse
apply 1o this bill and areé made a part thereotf.)

SLAUGHTER, KEVIN

26. PATIENT ACCOUNT NO.

27 ACCE{;F.’}; ASSIGNMENT

YES

NO

28. TOTAL CHARGE 29. AMOUNT PAID
$ 1,360 00 |s

30. Rsvd for NUCC Use

LASVEGAS,NV 89148-4844

32. SERVICE FACILITY LOCATION INFORMATION

FREMONT EMERGENCY SERVICES MAN
9300 W SUNSET RD

33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
1558317354 (888) 952-6772
207P00000X - = ~ R
SIGNED DATE ] : Sl ©1679550149 l R e
NUCC Instruction Manual at: www.nucc.org UNOFFICIALWOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

PA000211



Submitter :
Claim TPA ID
Claim Total $1,360.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

_1PICA

COBA (MEDICARE COBA MEDICAL)

1. MEDICARE

{Medicare#) . (Medicaid#)

MEDICAID TRICARE

. (IDHDODR)

CHAMPVA

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a, OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

©. RESERVED FOR NUCC USE

. {Member I1D#) .

GROUP
HEALTH PLAN
{D#)

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

(o

PLACE (State)

YES
b. AUTQ ACCIDENT?

] ves

NO 1 ]
¢. OTHER ACCIDENT?

D YES D NO

Patient's Acct#
Batch Number
CCN#

HIC Number

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES({Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

If yes. compiete items 2. 9a. and 9d.

below.

sicnep AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE { authonze the release of any medical or otner information necessary
to process this ciaim. | also request payment of govemment benefits either to mysaslif or the party who accepts assignment

pate_03/23/18

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services descnbed below.

sicnep_ AUTHORIZED SIGNATURE ON FILE

14LRATE ODFDCURRE‘NT ILLNESS. INJURY. or PREGNANCY(LMP)
B Y

15. OTHER DATE

16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MR oo ¥y A [l 2%

MM oo Y
QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE | 18. HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
(217 a8 Yy MM Do A
. FROM 10
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

[ves [no | |

Referrali#= REF= HfL =
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd. 22, RESUBMISSION
CODE CRIGINAL REF. NO.
A {RO789 s LI2510 cLE876 p.LROOO 1 |
E. l £ l G.l H‘| 23. PRIOR AUTHORIZATION NUMBER
1. 1 J | x| L
24 A DATES OF SERVICE 8. C. | D.PROCEDURES, SERVICES, OR SUPPLIES E. F. G |H | I J.
From To PLACE OF| {Explain Unusual Circumstances) DIAGNOSIS CAYS Ersorl D, RENDERING.
MM oD vy M__ oo ¥ fservice | EMGI  CPTHCPCS MODIFIER POINTER $ CHARGES URITS _fPian’ | QUAL PROVIDER 1.D. #
1,360 00} 1 1336574250

O U D W N

|

25, FEDERAL TAX |.D, NUMBER SSN EIN

880262438 [ ]

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 certify that the statements on the reverse
apply 1o this bill and are made a part thereof.)
WRIGHT, BROOKS E

1336574250

LAS VEGAS,

26. PATIENT ACCOUNT NO.

27 AC(;ELE_E é§§IGNMENT

YES

NO

28. TOTAL CHARGE 30. Rsvd for NUCC Use

$ 1,360 00 |s

29. AMQUNT PAID

32. SERVICE FACILITY LOCATION INFORMATION

MOUNTAIN VIEW HOSPITAL
3100 N TENAYA WAY

NV 89128-0436

33, BILLING PROVIDER INFO & PH #
FREMOT EMER SVC MANDAVIA LTD
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

SIGNED DATE

#1104870187

~ |*1366420821 [>

b

NUCC Instruction Manual at: www.nucc.org
Page: 1 of Submitter :

UNOFF

ICIALWOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
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Submitter :
Claim TPA ID

Claim Total $1,404.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

PICA

201736437

(PIRST HEALTH/CCN ROUTED

837 MEDICAL)
Patient's Acct#
Batch Number
CCN#

HIC Number

{Medicare#) . (Medicaid#f)

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial)

1. MEDICARE MEDICAID TRICARE CHAMPVA

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

GROUP

10. IS PATIENT'S CONDITION RELATED TO

a. EMPLOYMENT? {Curmrent or Previous)

RS

PLACE (State}

YES
b. AUTO ACCIDENT?

D YES

NO i j
¢. OTHER ACCIDENT?

YES D NO

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES(Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

B YES DNO

If yes. complete items 9,

9a. and 9d.

below.
siohep AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary
to process this claim, | also request payment of govemment benefits aither to myself or the party who accepts assignment

pate_03/31/18

services described below.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits 10 the undersigned physician or supplier for

sicnep AUTHORIZED SIGNATURE ON FILE

14.ARATE OE’): CURRENT ILLNESS. INJURY. or PREGNANCY(LMP)
MM C VY

15. OTHER DATE

16. DATES PATIENT UNABLE TO WORK iN CURRENT OCCUPATION
(&L co VY MR Do o~

O B W N =

MM o Y
QUAL. QUAL. FROM 1o
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE q | 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
i B (2] [205) Yy MM oo Yy
L 17b. FROM T0
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referralii= REF= ML= L___] YES I:l no | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below{24€) ICOInd. Q 22, RESUBMISSION
CODE ORIGINAL REF. NO.
A LF10129 s | R4182 cLR739 D.
el 1 sl nl 23, PRIOR AUTHORIZATION NUMBER
| ol x.1 [ I
24 A DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES. OR SUPPLIES E F G [} J.
Frem To o (Explain Unusuaf Circumstances) DIAGNOSIS Fasd 1.0. RENDERING.
DD vY MM DD vy EMG| CPTMHCPCS MODIFIER POINTER $ CHARGES URITS " QUAL PROVIDER 1.D. #
A,B,C 1,360 00 1063462364
44 0011 3462364

106

N

25. FEDERAL TAX £.D. NUMBER SSN EIN

880262438 CEx]

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(i certify that the statements on the reverse
apply to this bill and are made a part thereof.}

LOVINGER, AARON

26. PATIENT ACCOUNT

NO. 27. f\;C_}S}EgPT ASSIGNMENT

YES NG

28. TOTAL CHARGE 29. AMOUNT PAID

S 1,404 00 |s

30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
3186 S MARYLAND PKWY

LASVEGAS,NV 89109-2317

33. BILLING PROVIDER INFO & PH #
FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972

NUCC instruction Manual at: www.nucc.org
Page: 1 of Submitter

1063462364 (888) 952-6772

207P00000X " B 3

SIGNED DATE ) C: 171518120971 l - : o .
UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
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Submitter : 201736437
claim Tea 10 [N
1500 Claim Total : $1,956.00
HEALTH INSURANCE CLAIM FORM
UNOFFICIALINOT YET APPROVED BY N.U.C. 0212

[ ]PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
(Medicare#) {Medicaid#) (ID#IDoDA) {Member ID#) - (D%

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

[ ves

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a, EMPLOYMENT? (Curent or Previous)
YES
b. RESERVED FCR NUCC USE b. AUTO ACCIDENT?
] ves
c. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT?

DNO

PLACE (State)

NOl ]

(FIRST HEALTH/CCN ROUTED 837 MEDICAL)

Patient's Acct#

Batch Number - [N
cont . I
HIC Number

[Jwo

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO if yes. complete ttems 9. 9a. and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authornize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or the party who accepts assignment

13. iINSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

17b.

below,
sionep _AUTHORIZED SIGNATURE ON FILE pate_04/26/18 signep, AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS. INJURY. orf PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM cc Yy £ js:ad i (515 co Yy MM D Y
QUAL. QUAL. FROM T0
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE q 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
ke AN Yy MM L. vy

FROM TO

L
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

Referral#= REF=

HiL=

20. OUTSIDE LAB? $ CHARGES

DYES DNO l I

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd.

22, RESUBMISSION
CODE ORIGINAL REF. NO.

A [ K0889 s K047 cLL03211 o . R0O30 1

el e L sl wl 23. PRIOR AUTHORIZATION NUMBER

.| o | K | [

24 A DATES OF SERVICE ¢. | D. PROCEDURES, SERVICES. OR SUPPLIES E. F. H | 1 J.

From To (Explain Unusual Circumstances) DIAGNOSIS B F;?j' 1.0. RENDERING,

tM DD Y Mg c | EMG CPT/HCPCS MODIFIER POINTER $ CHARGES UTs [ean’ | QUAL PROVIDER I.D. #
1 A,B,C,DJ 927 00]1 1558599050
2 B 1,029 00}1 1558599050

25, FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. ACCEPT ASSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

880262438 ] ves | Jno s 1,956 00 |s

apply to this bill and are made a part thereot,)
TRANCHELL, NATHAN

1558599050 HENDERSON,NV 89052-3839

31, SIGNATURE QF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION
INCLUDING DEGREES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN
(i certify that the statements on the reverse 3001 ST ROSE PKWY

33. BILLING PROVIDER INFO 8 PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

207P00000X
SIGNED DATE

% 1689013161

NUCC Instruction Manual at: www.nucc.org

UNOFFICIAL\N

OT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)

Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)

- Claim Tea 10 - [N Patient's Accth :

1500 Claim Total : $927.00 Batch Number H
CCN# H

HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

|PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA
{Medicare#) - (Medicaid#) (iDH/DaDH)

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)
Clves o
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State)
D YES D NO g
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? <. INSURANCE PLAN NAME OR PROGRAM NAME
[Jwes [wo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO if yes. complete items 9, 9a. and 9d
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE |} authonze the release of any medical or other information necessary payment of medical bensfits to the undersigned physician or supplier for
to process ths ¢laim. | also request payment of government benefits aither to myself or the party who accepts assignment services described below.
below.
siaNep _AUTHORIZED SIGNATURE ON FILE pate_05/16/18 signep AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS. INJURY, or PREGNANCY(LMP) | 15. OTHER DATE 16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM 31} Yr MM oo Y rM [x}s) vy MM oo o
05 16 18  QuaL QUAL. FROM 70
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 2 18. HOSPITALIZATION DATES RELATED TO (3LPJKRR‘EN‘!{;EERVICESY
L2 B0 Yy M Al
L FROM 0
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referralit= REF= HL= Chves [Tlwo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below{24E} ICDiInd. 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A [S32511A s LR262 cLWO110XA ol
€. l E. l G.I H‘l 23. PRIOR AUTHORIZATION NUMBER
1.1 J. 1 Kl L
24 A DATES OF SERVICE D. PROCEDURES, SERVICES, OR SUPPLIES E. F. J.
From To (Explain Unusual Circumstances) DIAGNOSIS RENDERING.
CPT/HCPCS MODIFIER . POINTER 3 CHARGES PROVIDER 1.D. #

as.c | 927 00 1194131854

o e

25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27 ACCEPT ASSIGNMENT | 26, TOTAL CHARGE 29. AMOUNT PAID  130. Revd for NUCC Use
880262438 O | <= [ 5 927 00 |s
31. SIGNATURE QF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO 8 PH #

'(:“geﬁg"'ﬁg E‘Eegg%fjegi &R&Siﬁl'é‘ts FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN

apply fo this bill and are made a part thereof.) 3186 S MARYLAND PKWY PO BOX 638972
ﬁg&lgﬁ‘;iﬁs LASVEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972

(888) 952-6772

207P00000X " TS s
SIGNED DATE ) AR S '1518120971 | g : o i
NUCC Instruction Manual at: www.nucc.org UNOFFICIALINOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 201736437 (FIRST HEALTH/CCN ROUTED 837 MEDICAL)
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Submitter : 752297429-10036 (UHC 837 MEDICAL)

1500 Claim TPA ID : Patient's Acct# :
Claim Total : $927.00 Batch Number :
CCH#
HEALTH INSURANCE CLAIM FORM o unber
UNOFFICIAL\NOT YET APPROVED 8Y N.U.C. 02/12

[ |PICA

i. MEDICARE MEDICAID TRICARE CHAMPVA GRQUP
{Medicare®) (Medicaidﬂ) . (ID#/Do0H

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX
Py op Yy
D YES D NO M D F [:]
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State} | b. OTHER CLAIM ID{Designated by NUCC)
[dves o
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
[Jwes [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO 1f yes. complete items 9, 9a and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authornize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govemnment benefits aither 1o myself or the party who accepts assignment services described below.
below.
sicnep _AUTHORIZED SIGNATURE ON FILE paTe 06/07/18 sicneo_ AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT {LLNESS. INJURY, or PREGNANCY(LMP) { 15, OTHER DATE 16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM 1) Ye MM oo oy [ax or vy " oo oy

06 07 18 QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 178 : ? | 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
331 ¥ tl D0 'Y

FROM 10
L
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? S CHARGES
Referrali= REF= HiL= D YES D no |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L {0 service fine below(24E)  1CDInd. O 22, RESUBMISSION
ORIGINAL REF. NO.
A 1S80211A 5. L.S80212A cLM542 ol R1011
el el sl ul 23. PRIOR AUTHORIZATION NUMBER
1| ! x| [
24 A DATES OF SERVICE B. | C. | D.PROCEDURES, SERVICES, OR SUPPLIES E. F G [H] 1 7.
Frem To oLACE OF (Explain Unusual Circumstances) DIAGNOSIS CAxs Eosort 1D RENDERING.
MM DD o0 o Jeenwice | EMG | cPTmCPCS MODIFIER POINTER $ CHARGES uliirs o’ { QUAL PROVIDER I.D. #
1 2,B,C,DJ 927 00)1 1255799227
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ACCEPT ASSIGNMENT |26, TOTAL CHARGE 29. AMOUNT PAID ] 30. Rsva for NUCC Use
880262438 O | oo Ddve Lo | 927 o0 s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #
lu”'feh”ﬁ\'ﬁi P e orOENTILS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made a part thereof) 8280 W WARM SPRINGS RD PO BOX 638972
igmsggézgocm LASVEGAS, NV 89113-3612 CINCINNATI,OH 45263-8972
55 (888) 952-6772
207P00000X ” - i
SIGNED DATE ) R : 1689013161 | i Sha
NUCC Instruction Manual at: www.nucc.org UNOFFICIALWNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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Claim TPA ID
Claim Total : $1,803.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALNOT YET APPROVED BY N.U.C. 02/12

PICA

Submitter : 752297429-10036 (UHC 837 MEDICAL)

patient's Acces : [N

Batch vunver - [N
cont ]
HIC Number : n/a

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
Medicaren) | | (edicaiam | Joemberion | aom

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:
a, OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. ‘NSURM?MP.S D_égs OF BI&:I‘H SEX

D YES D NO M D FD
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {State} | b. OTHER CLAIM ID{Designated by NUCC)

l:l YES D NO |
©. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME

D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES [:l NO If yes. complete items 9, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to mysalf or the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits 1o the undersigned physician or supplier for
services dascribed below.

below.
sicnep _AUTHORIZED SIGNATURE ON FILE oate 07/15/18 sicnep_ AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM /9] Yy \ jain} (a4 (511 o0 Yy MM [e5] Y
07 15 18 QUAL. QUAL. EROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
(5] hd A 8] Y
, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

INCLUDING DEGREES OR CREDENTIALS

(I certify that the stalements on the reverse FREMONT EMERGENCY SERVICES

Referralt= REF= HiL= D YES D no | i
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L {0 service line below(24E) ICOInd.  Q 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A | SO098XXA 8 LS0101XA cLR55 o _.RO30 1
el el sl nl 23. PRIOR AUTHORIZATION NUMBER
1. L ! K| [
24 A DATES OF SERVICE C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. 1. J.
From To {Explain Unusual Circumstances) DIAGNOSIS U 1D, RENDERING.
oo Y M EMG CPT/HCPCS MODIFIER POINTER $ CHARGES QUAL PROVIDER I.D. #
1 1,360 00} 1 1790787497
2 443 00} 1 1790787497
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27, ACCEPT ASSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 O | s [ o s 1,803 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES MAN

apply to this bill and are made a part thereof.) 3186 S MARYLAND PKWY PO BOX 638972

CLARK, RUSSELL
LASVEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972

1790787497 (888) 952-6772
207P00000X " - =
SIGNED DATE ) Ve e "1518120971 R PR L S e
NUCC Instruction Manual at: www.nucc.org UNOFFICIALWQT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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Submitter :
Claim TPA ID :

1 500 Claim Total $927.00

HEALTH INSURANCE CLAIM FORM

UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

]PICA

1. MEDICARE

MEDICAID TRICARE CHAMPVA

10. IS PATIENT'S CONDITION RELATED TO:

9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial)

a. EMPLOYMENT? (Curmrent or Previous)

DNO

a. OTHER INSURED'S POLICY OR GROUP NUMBER
YES

752297429-10036 (UHC 837 MEDICAL)

Patient ‘s Acct# —
Batch Number | ]
cont .
HIC Number : n/a

a. INSURED'S DATE OF BIRTH
2] ot Yy

m(]

b. AUTO ACCIDENT?

[ ves

b. RESERVED FOR NUCC USE PLACE (State)

b. OTHER CLAIM ID{Designated by NUCC}

NO 1 }
¢. OTHER ACCIDENT?

D YES D NO

¢. RESERVED FOR NUCC USE

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUCC)

d. (S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

If yes, complete items 9, 9a2. and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information nacessary
to process this claim. | also request payment of govemment benefits either to myself or the party who accepts assignment
below.

sionep AUTHORIZED SIGNATURE ON FILE oate 07/25/18

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
payment of medical benefits to the undersignied physician or supplier for
services described below.

sicnep_ AUTHORIZED SIGNATURE ON FILE

14ialr?|ATE OgDCURRENT ILLNESS. INJURY. or PREGNANCY(LMP) {15 OTHER DATE
Yy

MK op iad

16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M ch VY N Do iad
T0

QUAL. QUAL. FROM
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE g 18. HospgﬁumTlDoDN DATE?YRELATED TO Cl‘;IERENE CS}ERV!CE"SY
, FROM i TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

Dvss DNO | i

Referraift= REF= HAL=
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24€) ICDInd. Q) 22, RESUBMISSION
ORIGINAL REF. NO.
AlR1031 s LE860 cLN390 ol
el £l al Hl 23, PRIOR AUTHORIZATION NUMBER
)L .l x| L
24 A DATES OF SERVIGE B. C. | D. PROCEDURES, SERVICES. OR SUPPLIES £ £ G. Ho| oo J.
From T FLACE OF (Explain Unusual Circumstances) DIAGNOSIS Baxs Eesod 1o RENDERING
MM DO Y HM scrvice | EMG CPT/HCPCS MODIFIER POINTER S CHARGES utifrsfoian’ | QUAL PROVIDER I.D. #
A,B,C 927 00} 1 1013357102

(©) NN %) B N S\ R

25. FEDERAL TAX 1.D. NUMBER SSN EIN

880262438 X1

26. PATIENT ACCOUNT NO. 27. ACCEPT ASSIGNMENT

YES DNO

28. TOTAL CHARGE 30. Rsvd for NUCC Use

S 927 00 |s

29. AMOUNT PAID

32. SERVICE FACILITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
3001 ST ROSE PKWY

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{l cerlify that the statements on the reverse
apply to this bili and are made a part thereof.)

33. BILLING PROVIDER INFO & PH #
FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

'1(3%3:?;02 HENDERSON, NV 89052-3839 CINCINNATI,OH 45263-8972
(888) 952-6772

207P00000X " " T

SIGNED DATE ) 1689013161 ! g

NUCC Instruction Manual at: www.nucc.org

Page: 1 of Submitter : 752297429-10036

UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
(UHC 837 MEDICAL)
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Submitter : 841162764UFE (OPTUMINSIGHT FKA ICS/INGENIX UFE 837 MEDICAL)
]

Claim TPA 1D H _ Patient's Acct#
Claim Total : $1,353.00 Batch Number
CCN#
HEALTH INSURANCE CLAIM FORM HIC Number
UNOFFICIAL\WOT YET APPROVED BY N.U.C. 02/12
lPICA

T. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
(Medicaidt) (IDHDODH ember omy | | 1o

9. OTHER INSURED'S NAME (Last Name. First Name, Middle initial) 10. 1S PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current o Previous)
D YES D NO
b. RESERVED FOR NUCC USE b. AUTQ ACCIDENT? PLACE (State)
Oves oo
c. RESERVED FOR NUCC USE c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes. complete items 9. 9a. and S4.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release af any medical or other information necessary payment of imedical benefits (o the undersigned physician or supplier for
to process this claim, | also request payment of government benefits either to mysalif or the party who accepts assignment services described below.
below.
sicnep AUTHORIZED SIGNATURE ON FILE pate_01/01/19 sienep_AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS, INJURY. of PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
b oo Yy MM oo kas &0 jas) Y MM o0 124

QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 7 | 78 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
{234 Y A [2is] Ny

, FROM TO

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES

Referraltt= REF= HL= D YES |:| no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L fo service line below(24E) ICDInd.  Q 22. RESUBMISSION

ORIGINAL REF. NO.

4 LR0OO2 el el ol 1 |

el £l sl ml 23. PRIOR AUTHORIZATION NUMBER

| s 1 L Ll
24 A DATES OF SERVICE B. ¢. | D. PROCEDURES, SERVICES. OR SUPPLIES €. F. G. H. 1 J.

From To (Explain Unusual Circumstances) DIAGNOSIS Caxs preetl 1o RENDERING.

MM oD Y M DD CPT/HCPCS | MODIFIER POINTER S CHARGES UlITS frian | QUAL PROVIDER 1.D. #

1588653125

D O bW N =

25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ACCEPT §§§IGNMENT 28. TOTAL CHARGE 28. AMOUNT PAID 30. Rsvd for NUCC Use

880262438 O | s [ o s 1,353 00 |s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO 8 PH #
INCLUDING DEGREES OR CREDENTIALS ER AT ALIANTE FREMONT EMERGENCY SERVICES MAN
(I certify that the statements on lhe reverse 9207 N ALIANTE PKWY PO BOX 638972

apply to this bill and are made a part thereof.)
SPENCE, ROBERT

LAS VEGAS,NV 89084-2502 CINCINNATI,OH 45263-8972
1588653125 (888) 952-6772
207P000C00X - - =
SIGNED DATE 9999999995 e G 0171316488141 | S SRR e 4 -
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 841162764UFE (OPTUMINSIGHT FKA ICS/INGENIX UFE 837 MEDICAL)

PA000219



Submitter : 611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)

Claim TPA ID : Patient's Acct# :
Claim Total : $530.00 Batch Number
CCN#
HEALTH INSURANCE CLAIM FORM HIC Number
UNOFFICIALIWOT YET APPROVED BY N.U.C. 02/12

]PIcA

1. MEDICARE MEDICAID TRICARE

{Medicare#) (Medicaid#) (IDH/DoOH)

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial} 10. IS PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a INSURFD‘S DATE OF BIRTH
MM ap v
Llves Do m[] -]
b, RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {State) | b. OTHER CLAIM ID(Designated by NUCC)
D YES D NO | )
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO {f yes. complets items 9, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE { authorize the release of any medical or other information necessary payment of imedical benefits to the undersigned physician or suppher for
to process this claim. | also request payment of government benefits either to myself or the party who accepts assignment services described below.
below.
sicnep _AUTHORIZED SIGNATURE ON FILE paTE 01/02/19 sicnep_ AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS. INJURY, or PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM Co vy L] ob oy £ jals} Yy M oz ke
QUAL. QUAL. FROM 10

17. NAME OF REFERRING PROVIDER OR OTHER SOQURCE 18. HOSPI’L,“\LIZAT%‘)DN DATESYRELATED TO Cgl;RENEFS‘ERVICESV
z ¥ M D ¥y

, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? $ CHARGES
Referral#t= REF= HiL= D YES D NO I I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd.  Q 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A 13069 s LROS Y I ol 1 I
el el al i 23. PRIOR AUTHORIZATION NUMBER
1. | s | L N
24 A DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES. OR SUPPLIES E. F. I. J.
From To {Explain Unusual Circumstances} DIAGNOSIS 1.0, RENDERING.
FAM 2123 Y MM op CPT/HCPCS MODIFIER POINTER $ CHARGES QUAL PROVIDER 1.0. #
4 99283 A, B : 486 00] 1 1336574250
23 | 99053 | A, B 44 001 1336574250

D oD W N

25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27 ACCE@P}; _{\S:rSiIGNMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Uss

880262438 O ([ (] [ o s 530 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO 8 PH #

'J";Lm‘-'&"‘""'g ggigfeﬁrfeﬁ': gﬁﬁgfg;‘g;s MOUNTAIN VIEW HOSPITAL FREMONT EMERGENCY SERVICES MAN

apply 1o this bill and are madse a part thereof.) 3100 N TENAYA WAY PO BOX 638972
WRIGHT, BROOKS

: LAS VEGAS,NV 89128-0436 CINCINNATI,OH 45263-8972

1336574250 (888) 952-6772
207P00000X " -1 -
SIGNED DATE '1104870187 . et cwp 1366429821 ; Lt :
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 611358935 (ZIRMED 837 MEDICAL VIA OPTUMINSIGHT)

PA000220



Submitter : 752297429-10036 (UHC 837 MEDICAL)

- Claim TPA ID : I patient's Acct# : | N
1500 |  ciaim Totar . §927.00 patch number - [N

cong - I
HEALTH INSURANCE CLAIM FORM HIC Number . n/a
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

]PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN

{Medicare®) . (Medicaid#) . {Member ID#) . {iD#

9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial) 10. {S PATIENT'S CONDITION RELATED TO
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous a INSUR"ED‘S DATE OF BIRTH SEX
M op Yy
Clves e u( ] ! ]
b. RESERVED FOR NUCC USE b. AUTQ ACCIDENT? PLACE (State; | b OTHER CLAIM ID{Designated by NUCC}
D YES D NO 1 ]
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? <. INSURANCE PLAN NAME OR PROGRAM NAME
[Jves [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES({Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NC if yes. complete items @, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonize the release of any medical or other information necessary payment of medical benefits 10 the undersigned physician or supplier for
to process this claim. | also request payment of govemment benefits either to myself or the party who accepts assignment servicas described below.
below.
signep AUTHORIZED SIGNATURE ON FILE pate_01/12/19 sicnep,_ AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM [:53) Yy MK oo " S 2} ¥y EY o) 3
QUAL. QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZ/'-\TIE%N DATES RELATED TO CURRENT SERVICES
(2 Yy MM oo vy
, FROM TO
19. ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referralit= REF= HiL= D YES I:l no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below{24E) ICD ind. 0 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A LIR509 8. [ . JO9X2 clLJ3489 ol
E L £l sl Hl 23. PRIOR AUTHORIZATION NUMBER
i | 2 K| [
24 A DATES OF SERVICE 8. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H | L J.
From To PLACE OF {Explain Unusual Circumstances) DIAGNOSIS CALS Eestrt 1D RENDERING.
MM 0D Y MM Do Y service | EMG CPT/HCPCS MODIFIER POINTER S CHARGES Uit |Pan’ | QUAL PROVIDER 1.D. #
0L 12 19 23 |: 99284 A,B,C 927 00} 1 1508055765

oS, TN

25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 2 ACC(EJ‘?I é§§|GNMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 O [ s o s 927 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

ey It e St of o VoS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN

apply to this bill and are made a part thereot.) 3100 N TENAYA WAY PO BOX 638972
?gﬁg‘g?g;sgom LAS VEGAS,NV 89128-0436 CINCINNATI,OH 45263-8972

(888) 952-6772

207P00000X - T - = - -
SIGNED DATE ) Fr R R e N "1366429821 l R ., : :
NUCC Instruction Manual at: www.nucc.org . UNOFFICIALWNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)

PA000221



Claim TPA ID
Claim Total

Submitter COBA

$1,360.00

HEALTH INSURANCE CLAIM FORM

UNOFFICIAL\WNOT YET APPROVED BY N.U.C. 02/12

[ ]PICA

1. MEDICARE MEDICAID TRICARE

(Medicare#) - (Medicaid#)

9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial)

CHAMPVA

| |emvsriom| |

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

8. EMPLOYMENT? (Current or Previous)

DNO

YES

b. RESERVED FOR NUCC USE

b. AUTQ ACCIDENT?

[ ves

PLACE (State)

¢. RESERVED FOR NUCC USE

NO 1 j
¢. OTHER ACCIDENT?

E] YES D NO

(MEDICARE COBA MEDICAL)

Patient's Acct#
Batch Number
CCN#

HIC Number

€. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES({Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [oo

If yes. complete items 9. 9a. and 9d.

below.

sicnep _AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary
to process this claim. | aiso request payment of govemment benefits either to mysalf or the party who accepls assignment

pate_01/14/19

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE t authorize
payment of medical benefits to the undersigned physician or suppher for
services described below.

sienep_ AUTHORIZED SIGNATURE ON FILE

14&43ATE ODFDCURRENT ILLNESS. INJURY. or PREGNANCY(LMP)
5 vy

15. OTHER DATE

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
S oo vy MM oo o~

4 oo v
QUAL. QUAL. FROM T0
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPIF}’::\LIZATI[%N DATE?YRELATED TO CE}SRENT[;‘_S\ER’VK:E‘_Sv
, FROM o ‘
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES

D\res DNO |

Referrai= REF= HiL=
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd. () 22. RESUBMISSION
CODE ORIGINAL REF, NO,
A LI2699 5 LEL165 cLJ90 od 1 |
el e el wl 23. PRIOR AUTHORIZATION NUMBER
1.1 J | K| [
24 A DATES OF SERVICE C. | D. PROCEDURES, SERVICES. OR SUPPLIES E. F 1. J
From To {Explain Unusual Circumstances} DIAGNOSIS LD RENDERING.
MM DD vy M DD vy EMG CPT/HCPCS MODIFIER POINTER $ CHARGES 3 QUAL PROVIDER |.D. #
g [ |pesc: eMercENCY DERF baszes |0 Gt
1,360 001 1811395718

O D W N s

25. FEDERAL TAX 1.D. NUMBER SSN EIN

880262438 D

26. PATIENT ACCOUNT NO.

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{i certify that the statements on the reverse
apply to this bill and are made a part thereotf.)
FORSMAN, ROBYN R

1811395718

SIGNED DATE

28. TOTAL CHARGE
S 1,360 00 |s

29. AMOUNT PAID 30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION
SUNRISE HOSPITAL AND MEDICAL C
3186 S MARYLAND PKWY

LAS VEGAS,NV 89109-2317

33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

%1861439952

1* 1518120971

NUCC Instruction Manual at: www.nucc.org
Page: 1 of Submitter

UNOFFICIALINOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)

: COBA (MEDICARE COBA MEDICAL)

PA000222



Submitter : 752297429-10036 (UHC 837 MEDICAL)

- Claim TPA ID : - Patient's Acct#
1 500 Claim Total : $1,360.00 Batch Number

CCN# H
HEALTH INSURANCE CLAIM FORM HIC Number .
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12
[ ]PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
{Medicare#) . (Medicaid#) . (ID#DaD#) . (Member ID#) . (ID#)

9. OTHER INSURED'S NAME {Last Name. First Name, Middle Initial} 10. 1S PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER 2. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX
N op vy
Llves Uwo v ] ]
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State) ] b. OTHER CLAIM ID(Designated by NUCC)
D YES D NO
¢. RESERVED FOR NUCC USE ¢ OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[:] YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES({Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES [:] NO if yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTRORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to procass this claim. | also request payment of govermment benefits either to myself or the parly who accepts assignment services described below.
below.
sicnep _AUTHORIZED SIGNATURE ON FILE pate_02/25/19 sienep_AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS, INJURY. or PREGNANCY(LMP) } 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM [} VY o1 fala} Y tam oe Y MM o o
QUAL. QUAL. FROM 10

o pser—

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPI'{,ALIZ/RTIDODN DATESYREU\TED TO CURRENTDEERVICES
1 Y e ¥y

L FROM TO

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES

Referrafii= REF= HiL= D YES D NO | |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd.  Q 22. RESUBMISSION )

CODE ORIGINAL REF. NO,

A LR569 s | . R4182 cl ol 1

el F 1 sl wl 23, PRIOR AUTHORIZATION NUMBER

L J L Kl e [

24 A DATES OF SERVICE D. PROCEDURES, SERVICES. OR SUPPLIES 3 3 G |H | L J.

From To {Explain Unusual Circumstances) DIAGNOSIS CAxs Eosert 1o RENDERING.
CPT/HCPCS | MODIFIER POINTER $ CHARGES URiTs [Pien’ | QUAL PROVIDER 1.D. #
1 1,360 00 1104087287

25. FEDERAL TAX [.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ACCEPT ASSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 D YES DNO s 1,360 00 |s

31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

I(PEeLmUt?It':S 35‘22&?&2 Sﬁﬁ?i‘;’,’;ﬁ;ﬁ FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made a part thereot.) 3186 S MARYLAND PKWY PO BOX 638972

FLORES, PATRICK LAS VEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972

1104087287 (888) 952-6772

207P00000X 2 ] a

SIGNED DATE ) s ek ©1518120971 UL e R T hE
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)

PA000223



Submitter : 752297429-10036 (UHC 837 MEDICAL)

- Claim TPA ID s _ Patient's Acct# :
1500 Claim Total : $1,360.00 Batch Number :
CCN#
HEALTH INSURANCE CLAIM FORM HIC Number
UNOFFICIALINOT YET APPROVED BY N.U.C. 02/12
]PICA

1. MEDICARE MEDICAID TRICARE

(Medicare#) . (Medicaid#) (ID#DoDH

9. OTHER INSURED'S NAME (Last Name, First Name, Middie initial) 10. IS PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)
D YES D NO
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {State)
D YES D NO g
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO if yes. complete items 9, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
:}lﬁ)rzFess this claim, | also request payment of govemment benefits either to myself or the party who accepts assignment servicas described below.
sighep _AUTHORIZED SIGNATURE ON FILE paTe_03/04/19 signep_ AUTHORIZED SIGNATURE ON FILE
14£(FD"ATE O(;JCURRE\QT ILLNESS. INJURY. or PREGNANCY{LMP) | 15. OTHER DATE e oo e 16 DATE%zATIEN;éJNABLEY"TO WORK IN CUﬁSENT gg}CUPATlgN
QUAL. QUAL. FROM T0

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18 HOSPIFR\LIZ/\TII)C)DN DATE%YRELATED TO CURRENT L§ERV!CES
AN MM s} Yy

, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referralit= REF= H/L= D YES D NO I I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd.  Q 22, RESUBMISSION
CODE ORIGINAL REF. NO.
A LR0O602 s | .R1900 c L. D649 ol
e £l sl Hl 23, PRICR AUTHORIZATION NUMBER
1. | s | rl L
24 A DATES OF SERVICE B. C. D. PROCEDURES, SERVICES. OR SUPPLIES E. £ J.
From To (Explain Unusual Circumstances) DIAGNOSIS RENDERING
en vy EMG CPT/HCPCS ] MODIFIER POINTER $ CHARGES PROVIDER I.D. #

03 04 19

1,360 00 1235431388

O bW N

28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

25. FEDERAL TAX |.D. NUMBER SSN EIN 26, PATIENT ACCOUNT NO.
880262438 K] s 1,360 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 3. BILLING PROVIDER INFO 8 PH #
INCLUDING DEGREES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN

(I certify that the statements on the reverse

apply to this bill and are made a part thereot.)
igggiélgglm LAS VEGAS,NV 89128-0436 CINCINNATI,OH 45263-8972
(888) 952-6772

3100 N TENAYA WAY PO BOX 638972

207P00000X 2 =

SIGNED DATE ' , S0 1366429821 : e
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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Submitter : 752297429-10036 (UHC 837 MEDICAL)

Claim TPA ID B Patient's Acct#

Claim Total $1,360.00 Batch Number
CCN#
HEALTH INSURANCE CLAIM FORM o ramber
UNOFFICIALWOT YET APPROVED 8Y N.U.C. 02/12
—"']PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA

iMedicaret) | | Medicaiaw | | aowimoon

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

[

PLACE (State}

YES
h. AUTO ACCIDENT?

D YES

NO l ]
¢. OTHER ACCIDENT?

D YES D NOQ

10d. CLAIM CODES({Designated by NUCC)

b. RESERVED FOR NUCC USE

©. RESERVED FOR NUCC USE c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES DNO

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
paymaent of imedical benefits to the undersigned physictan or supplier for
services described below.

If yes. complete items @, 3a. and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize the refease of any medical or other information necessary

to process this claim. | alsa request payment of government benefits either to mysslf or the party who accepts assignment
below.

sionep _ AUTHORIZED SIGNATURE ON FILE pate_03/05/19 signep_ AUTHORIZED SIGNATURE ON FILE

14, DATE ODFD CURRENT ILLNESS INJURY. or PREGNANCY(LMP) |15, OTHER DATE 5 16 DATES PATIENT UNABLE TO WORK IN CURRENT LOCCUPATION
Yy 15 Y ARt i) VY MK 3D (a4
QUAL. QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 7. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
R 54 o vy Rlg 20 Ty
, 170. FROM TO
19. ADDITIONAL CLAIM INFORMATION (Dssignated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referral#= REF= HA= D YES D NG l
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 1o service line below(24E) 1CDInd. 22 RESUBMISSION
CODE ORIGINAL REF. NO.
a LK5900 5 LR339 cLN390 ol 1 |
e | £l sl ul 23. PRIOR AUTHORIZATION NUMBER
1.1 J K [ —
24 A DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES. OR SUPPLIES E. F G. H | J.
From To heace oF (Explain Unusual Circumstances) DIAGNOSIS Caxs Eoserl o RENDERING.
oo vy MM DD A EMG CPT/HCPCS MODIFIER POINTER $ CHARGES URIITS {Pian’ | QUAL PROVIDER 1.D. #
1,360 00 1548425259

25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO.

880262438 [x]

27 AQQERI é§S_!GNMENT

ves

28. TOTAL CHARGE 29. AMOUNT PAID

NO $ 1,360 00 |s

30. Rsvd for NUCC Use

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statemsnts on the reverse
apply 1o this bill and are made a part thereof.}

32. SERVICE FACILITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
9300 W SUNSET RD

33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CHAN, STEPHANIE

LAS VEGAS,NV 89148-4844 CINCINNATI,OH 45263-8972
1548425259 (888) 952-6772
207P00000X = T " 5
SIGNED DATE ' g 1679550149 ‘ -

NUCC Instruction Manual at: www.nucc.org

UNOFFICIAL\WOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of Submitter :

752297429-10036 (UHC 837 MEDICAL)

PA000225



Submitter : 841162764 (OPTUMINSIGHT FKA ICS/INGENIX 837 MEDICAL)

laim - I atient's Acct#
1500 glaim :Zta?) : $1,360.00 gazch :lumb:r ‘
HEALTH INSURANCE CLAIM FORM cond

HIC Number
UNOFFICIAL\NOT YET APPROVED BY N.U.C. 02/12

] PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA

{Medicare#) - (Medicaid#) (AD#HIDaDH)

8. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURNED'S DATE OF BIRTH
AN oo Yy
D YES [_:] NO M D FE]
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State; | b. OTHER CLAIM IDiDesignated by NUCC)
Oves Tlro
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[Jwes [Jwo
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC} d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes. complete items 9. 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. t also request payment of govemnment benefits sither to myself or the party who accepts assignment services described below.
below,
sichep _AUTHORIZED SIGNATURE ON FILE pate_03/06/19 sienep_AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) }15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DO Yy MM [oa} 1Y tent o ¥y P 2 133
QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE e | 18. HOSPI}]’&LIZATL%N DATE?YRELATED TO Cl\JAI;aREN'I'DgERVICEYSY
L FROM T0
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referralt= REF= HiL= D YES D no | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd.  Q 22. RESUBMISSION
CODE ORIGINAL REF. NO.
A R1011 g L. R1013 cl ol 1
E. l 3 I GA‘ HA‘ 23. PRIOR AUTHORIZATION NUMBER
1| s wl Ll
24 A DATES OF SERVICE B. C. D. PROCEDURES, SERVICES. OR SUPPLIES E. F % J.
From To {Explain Unusual Circumstances) DIAGNOSIS 110 RENDERING.
Y MM X CPT/HCPCS MODIFIER POINTER S CHARGES QUAL PROVIDER 1.0, #
1 1,360 0041 1972505675
25. FEDERAL TAX L.D. NUMBER 8SN EIN 26. PATIENT ACCOUNT NO. 27. ACCE J‘ {}§§IGNMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 CIE] (o (&1 [ s 1,360 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO 8 PH #
t?‘;ﬁ?’lﬁg RECRELS OR CREDENTIALS MOUNTAIN VIEW HOSPITAL FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made 2 part thereof.j 3100 N TENAYA WAY PO BOX 638972
DUNAGAN, C ENCE LAS VEGAS,NV 89128-0436 CINCINNATI,OH 45263-8972
1972505675
(888) 952-6772
207P00000X " T REERE 1
SIGNED DATE ©1104870187 i ] 1366429821 R L S
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 841162764 (OPTUMINSIGHT FKA ICS/INGENIX 837 MEDICAL)
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Submitter : 752297429-10036 (UHC 837 MEDICAL)
Claim A 10 [N Patient's Acct# :
Claim Total : $1,337.00

Batch Number

HEALTH INSURANCE CLAIM FORM o amber
UNQFFICIALWOT YET APPROVED BY N.U.C. 02/12
__1PICA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP

HEALTH PLAN
{Medicare#) . (Medicaid#) - (ID#DoD%) - (Member ID#) . {iD#)

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous)

a. INSURED'S DATE OF BIRTH
5] oo Yy

Hves o 1 0

b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {Statej | 2. OTHER CLAIM ID{Designated by NUCC}

DYES DNO L

¢. RESERVED FOR NUCC USE

¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
oes Qe
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES({Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

E] YES D NO If yes. complete items 9, 9a and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary

payment of imedical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govemment benefits aither to myself or the party who accepts assignment services described below.
below.
sioneo AUTHORIZED SIGNATURE ON FILE pste_03/09/19 sienep_AUTHORIZED SIGNATURE ON FILE
14iAIaATE OCF)ICCURRENT ILLNESS. INJURY. or PREGNANCY(LMP) | 15, OTHER DATE
> Yy

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
Mi [sin) (ad MM co ¥y MM jas) ™
QUAL. QUAL. FROM 10
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a.] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
SRR e Bo Yy MM o Yy
, 17b. FROM 70
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES

Referralit= REF= HiL= Dves DNO | |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd. 22. RESUBMISSION

CODE ORIGINAL REF. NO.
A LRLO13 s LK529 el ol 1 |
el - sl wl 23. PRIOR AUTHORIZATION NUMBER
1 .1 x| [
24 A DATES OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. 1 J.
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS 1.0, RENDERING.
L [s3] Y 1AM 3]s} Y Jeervice §| EMG CPT/HCPCS MODIFIER POINTER $ CHARGES sign | QUAL PROVIDER 1.D. #
23 } 99285 | A,B 1,295 00)1 1366865206
23 A,B 42 00| 1 1366865206
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. 27. ACCEQP'{: é%g@NMENT 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 O | (s o s 1,337 00 |s
31, SIGNATURE QF F'HYSI%IAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #
INCLUDING DEGREES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
(i certify that the statements on the reverss 3325 SOUTH FORT APACHE PO BOX 638972
apply to this bill and are made a part thereof.)
?3”'6@625’;266“1““1‘ LAS VEGAS,NV 89117-6360 CINCINNATI,OH 45263-8972
(888) 952-6772
207P00000X - F -
SIGNED DATE ) ‘ 1679550149 :

NUCC Instruction Manual at: www.nucc.org UNOFFICIALINOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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Submitter : 752297429-10036 (UHC 837 MEDICAL)

Claim TPA ID : patient's Acct# : | NN
500 | ciaim rotar . s484.00 patch number - [N
CCN# I
HEALTH INSURANCE CLAIM FORM HIC Number : n/a
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12
]PIcA

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP

HEALTH PLAN
(Medicare#) . (Medicaid#) . (I0#DoDH)

. (Member ID®) . {ID#)

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial} 10. 1S PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)
D YES D NO
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State)
I:I YES D NO g
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? <. INSURANCE PLAN NAME OR PROGRAM NAME
[Jwes [ro
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES(Designated by NUCC) d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO 1f yes, complete items 9, 9a and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medicai benefits 10 the undersigned physician or suppher for
to process this claim. | also request payment of govemment benefits aither to myself or the party who accepts assignment services descnbed below,
below.
sicnep _AUTHORIZED SIGNATURE ON FILE oate 03/11/19 sicnep_AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) {15, OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MB [1s} VY (o fola " [gY s} v Ma [£5) 12
QUAL. FROM TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALI?J’ATID(())N DATESYRELATED 1O C?}‘%RENT SERVICES
AL Y E oo Yy

FROM TO
L

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

Referralti= REF= HiL= D YES El no |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 10 service line below(24€) ICDInd.  Q 22, RESUBMISSION

CODE ORIGINAL REF. NO.

A M25562 5 LM25462 cl ol 1 |

el el el ul 23, PRIOR AUTHORIZATION NUMBER

| J L x| [

24 A DATES OF SERVICE 8. C. | O. PROCEDURES, SERVICES, OR SUPPLIES E. F J.

From To = {Explain Unusual Circumstances} DIAGNOSIS RENDERING.
MM oD Y 1M DD oy CPT/HCPCS MODIFIER POINTER $ CHARGES PROVIDER 1.D. #
1 03 11 19 23 A, B 1114286077

25, FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. . ACCEPT ASSIGNMENT |28, TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
880262438 D _ YES DNO $ 484 00 |s

31, ﬁ‘lg{ﬁg&%s D%FG l;HY%IgIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

EES OR CREDENTIALS
(el sk oo tstamontc o the rvers FREMONT_EMERGENCY SERVICES MAN FREMONT ENERGENCY SERVICES MAN
apply to this bill and are made a part thereof.j
’ﬁ‘ff?ggo??“ NORTH LAS VEGAS,NV 89084-2373 CINCINNATI,OH 45263-8972
(888) 952-6772

207P00000X - 1

SIGNED DATE . : : 171316488141 : o e S
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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Submitter : 133068979 (PHCS ROUTED
- Claim TPA ID : T
Claim Total : $1,428.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

[ ]PICA

1. MEDICARE MEDICAID TRICARE

CHAMPVA GROUP
HEALTH PLAN
{Medicare#) {Medicaidf . (IDHDaD#)

{Member ID#) - (ID#)

9. OTHER INSURED'S NAME (Last Name, First Name, Middle [nitial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)
D YES D NO
b. RESERVED FOR NUCC USE b. AUTC ACCIDENT?

PLACE {Statel
Clves Owe ||

837 MEDICAL)
patient's acct# : | [ NG_NE
Batch Number : —
coni N
HIC Number : n/a

¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[Joes [
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC} d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES L__] NO If yes, complete items ¢, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. 1 also request payment of govemment benefits either to myself or the party who accepts assignment
below.

sicnep _AUTHORIZED SIGNATURE ON FILE pate _03/18/19

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autherize
payment of medical benefits to the undersigned physician or supplier for
services describsd below.

sicnep_ AUTHORIZED SIGNATURE ON FILE

MH%ATE ODFDCURRENT ILLNESS. INJURY, or PREGNANCY(LMP) } 15, OTHER DATE
Yy

ME oo Y

QUAL. QUAL.

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM op Yy M Do o~
FROM TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

L

] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
Mt DD Yy MM aal ¥y

FROM T0

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

20. QUTSIDE LABR? $ CHARGES

Referralt= REF= HiL= D YES L—_l no | |
21. DIAGNOSIS OR NATURE QF ILLNESS OR INJURY Relate A-L to service line below(24E} ICDIng. Q 22. RESUBMISSION
ORIGINAL REF. NO.
Al J189 8. L.R0600 cLROS ol 1
el el sl ml 23. PRIOR AUTHORIZATION NUMBER
L o L x| [
24 A, DATES OF SERVICE C. 0. PROCEDURES, SERVICES. OR SUPPLIES E. F. J
From To {Explain Unusual Circumstances} DIAGNOSIS RENDERING.
AL MM DD CPT/HCPCS MODIFIER POINTER $ CHARGES

PROVIDER 1.D. #

03 18 19]03 18 19 {23

1,428 0041 1194131854

O D W N

25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. P»;\TIENT ACCOUNT NO. 27. ASCEEI §§§IGNMENT 28. TOTAL CHARGE 28, AMOUNT PAID 30. Rsvd for NUCC Use
880262438 O ([ ] [ o s 1,428 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #
x‘%t’fg”"gg DEGREES OR CREDENTIALS FREMONT BMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made a part thereof ) 3186 S MARYLAND PO BOX 638972
i‘igélgﬁgim LAS VEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972
(888) 952-6772
207P00000X - R
SIGNED DATE ’ i 81518120971 ;
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U. C FORM CMS-1500 {02/12)
Page: 1 of 1 Submitter : 133068979 (PHCS ROUTED 837 MEDICAL)
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Submitter
Claim TPA ID
Claim Total

: $1,474.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

[ ]PICA

752297429-10036 (UHC 837 MEDICAL)

1. MEDICARE MEDICAID

. {Medicaid#)

TRICARE

. (1C#DoD#

CHAMPVA

{Medicare#®)

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

HEALTH PLAN
. {Member ID#) . {ID#H

GRQUP

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? {Cumrent or Previous)

l:‘ YES

b. AUTQ ACCIDENT?

D YES

c. OTHER ACCIDENT?

[ ves

[

PLACE (State)

NOl ]

[ o

patient ‘s Acct# : | NEENGE
Batch Number : _
cong . I
HIC Number : n/a

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES({Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

If yes, complete items $, 9a. and 9d.

below.

sicnep AUTHORIZED SIGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical o other information necessary
to process this claim. | alsa request payment of government benefits aither to myself or the party who accepts assignment

pate _03/19/19

13. INSURED'S OR AUTHQRIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

sieneo_AUTHORIZED SIGNATURE ON FILE

14MP|ATE ODFDCURRE\C\IT ILLNESS. INJURY. or PREGNANCY (LMP)
X ¥

15. OTHER DATE

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
M oo Y M o5 (g

w4 oD o
QUAL. QUAL. FROM T0
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPH{’\LIZATlgg)N DATE%YRELATED TO Cl&J“ISRENE'§ERV|CE‘§
, FROM - T0 ( -
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES

Dves DNO |

Referraly= REF= HiL=
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ~ 1CDInd. 22, RESUBMISSION
ORIGINAL REF. NO.
2 L7189 5.LR0902 cLJ45901 ol |
el F sl l 23, PRIOR AUTHORIZATION NUMBER
| J K [
24 A DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES 3 F. G PH | & J.
From To o UACE OF (Explain Unusual Circumstances) DIAGNOSIS CARS ERsol ip. RENDERING.
oD Y MM DD SERVICE CPT/HCPCS MODIFIER POINTER $ CHARGES UNITS [Pian’ | QUAL PROVIDER 1.D. #

1,428 00 1851592497

A,B,C

46 00| 1 1851592497

D N D 0N =

25, FEDERAL TAX .D. NUMBER SSN EIN

880262438 D

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{t certify that the statements on the reverse
apply to this bilt and are made a part thereof.)
WALKER, JAMES

1851592497

i a ol
26. PATIENT ACCOUNT NO.

YES

CEPT ASSIGNMENT

NC

28 TOQTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

s 1,474 00 |s

LAS VEGAS,NV 891039-2317

32. SERVICE FACILITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
3186 S MARYLAND PKWY

33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(888) 952-6772

207P00000X

SIGNED DATE

1* 1518120971 | » L

NUCC Instruction Manual at: www.nucc.org
Page: 1 of Submitter

UNOFFICIAL\WNOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)

752297429-10036 (UHC 837 MEDICAL)
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Submitter : 752297429-10036 (UHC 837 MEDICAL)

- Claim TPA ID : . Patient's Acct#

1500 Claim Total : $964.00 Batch Number
CCN#

HEALTH INSURANCE CLAIM FORM HIC Number

UNOFFICIALWOT YET APPROVED 8Y N.U.C. 02/12

[ ]PICA

1. MEDICARE MEDICAID TRICARE

{Medicare#) - (Medicaid#) QDHDoDH

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Cument or Previous) a. INSURED'S DATE OF BIRTH
MA O Yy

D YES D NO MD FD

b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (Statej | b- OTHER CLAIM IDiDesignated by NUCC}
D YES D NO
©. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? €. INSURANCE PLAN NAME OR PROGRAM NAME
D YES D NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES{Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES [:] NO if yes. complete items 9, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govermnment benefits either to myself or the party who accepts assignment services described below.
below.
sionep AUTHORIZED SIGNATURE ON FILE pate 03/24/19 sionep_ AUTHORIZED SIGNATURE ON FILE
14, DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) {15 OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM oD Yy MM on oy M on v MM oo 1%

QUAL. QUAL. FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE a7 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
AN b Y b D Y

, FROM TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Referralt= REF= ML= []ves [lwo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDIng. Q 22 RESUBMISSION
CODE ORIGINAL REF. NO
E. el sl nl 23, PRIOR AUTHORIZATION NUMBER
1 o | K L Lt
24 A DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES. OR SUPPLIES E. F 1. J.
From To pLrcE oF (Explain Unusual Circumstances) DIAGNOSIS o RIS RENDERING.
MM oD Y M [s]5] o eervice | EMG CPT/HCPCS MODIFIER POINTER S CHARGES " |QuaL PRCOVIDER L.D. #
24 19(03 24 19 |23 {. 99284 A, B 964 00

1578786877

25. FEDERAL TAX .D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO. ACCEPT ASSIGNMENT | 28 TOTAL CHARGE 29, AMOUNT PAID | 30. Rsvd for NUCC Use
880262438 O (e (s [ o s 964 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO 8 PH #

INCLUDING DEGREES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN

{i certify that the statements on the reverse 7207 ALIANTE PKWY PO BOX 638972

apply to this bill and are made a pait thereot.)
ZAHAROFF, NATALIE

NORTH LAS VEGAS,NV 89084-2373 CINCINNATI,OH 45263-8972
1578786877 (888) 952-6772
207P00000X - a ;
SIGNED DATE ) el e 1316488141 . L ¢
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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Submitter :
Claim TPA ID
Claim Total

$1,853.00

HEALTH INSURANCE CLAIM FORM
UNOFFICIALWNOT YET APPROVED BY N.U.C. 02/12

[ ]PICA

752297429-10036

(UHC 837 MEDICAL)

t. MEDICARE MEDICAID TRICARE

. (ID#/DoDH#)

CHAMPVA

{Medicare#) . {Medicaid#) (Member ID#)

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE b

©. RESERVED FOR NUCC USE c.

GROUP
HEALTH PLAN

| Jon

a, EMPLOYMENT? (Current or Previous)

[

YES
AUTO ACCIDENT?

I:l YES

OTHER ACCIDENT?

D YES

NO

[ wo

10. IS PATIENT'S CONDITION RELATED TO:

PLACE {State)l

J

Patient's Acct# : —
Batch Number t
CCN#

HIC Number : n/a

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES{Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

E] YES D NO

If yes. complete items 9, 9a. and 9d.

below.

sicnep _AUTHORIZED STGNATURE ON FILE

READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim, | also request payment of government benefits either to mysaif or the party who accepts assignment

pate_03/28/19

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medicai benelits (o the undersigned physician or supplier for
services described below.

sicnep_ AUTHORIZED SIGNATURE ON FILE

14, DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP)
MEt oo N

QUAL. QUAL.

15. OTHER DATE

MY jole}

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
[ oo MY ) oo (ad

FROM 70

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

L

£} 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
(3121 op Yy MM 2] YY

FROM TO

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

20. OUTSIDE LAB? $ CHARGES

DYES DNO | |

Referralt= REF= HA=
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E} IC0Ind. 22. RESUBMISSION
CODE ORIGINAL REF, NO.

a | K5900 s LE860 clL.N451 ol

e el sl wl 23. PRIOR AUTHORIZATION NUMBER

1| o k.1 Ll
24 A DATES OF SERVICE B, C. 0. PROCEDURES, SERVICES, OR SUPPLIES €. F J.

From To {Explain Unusual Circumstances) DIAGNOSIS RENDERING.

M Yy M 25} CPT/HCPCS MODIFIER POINTER $ CHARGES PROVIDER L.D. #
03 28 19103 28 1923 299291 A,B,C 1,853 00 1609253103

O D W N

25. FEDERAL TAX L.D. NUMBER SSN EIN

880262438 D

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply fo this bill and are made a part thereof.)
CHANG, WILLIS

1609253103

26. PATIENT ACCOUNT NO.

. YES

ERT ASSIGNMENT

NO

28. TOTAL CHARGE 29. AMOUNT PAID

$ 1,853 00 |s

30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION
FREMONT EMERGENCY SERVICES MAN
3100 N TENAYA WAY

LAS VEGAS,NV 89128-0436

33. BILLING PROVIDER INFO & PH #

FREMONT EMERGENCY SERVICES MAN
PO BOX 638972

CINCINNATI,OH 45263-8972
(888} 952-6772

207P00000X

SIGNED DATE

41> 1366429821

b.

NUCC Instruction Manual at: www.nucc.org
Page: 1 of Submitter :

UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)

752297429-10036 (UHC 837 MEDICAL)
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Submitter : 752297429-10036 (UHC 837 MEDICAL)

Claim TPA ID - [ Patient ‘s Acct#
Claim Total : $927.00 Batch Number
CCN#
HEALTH INSURANCE CLAIM FORM O dumbor
UNOFFICIALWOT YET APPROVED BY N.U.C. 02/12

PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP
HEALTH PLAN
Medicare®) | | (Medicaid#) | |memveriom | | aom

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:
a. OTHER INSURED'S POLICY OR GROUP NUMBER 3. EMPLOYMENT? (Cument or Previous} a. INSURED'S DA;E OF BIRTH E
MM ol Yy
Llves [wo m] ]
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE {State) | b. OTHER CLAIM ID{Designated by NUCC)
D YES D NO g
¢. RESERVED FOR NUCC USE ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
s [Jro
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES({Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes, complete items @, 9a. and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE { authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or other information necessary payment of medtcal benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits aither to myself or the party who accepts assignment servicas described below.
below.
sicnep _AUTHORIZED SIGNATURE ON FILE oate_04/18/19 sicnep_ AUTHORIZED SIGNATURE ON FILE
14. DATE OF CURRENT ILLNESS. INJURY. or PREGNANCY(LMP) |15 OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT CCCUPATION
MM [1s} VY My op oy S <) vy ua oo ke
QUAL. QUAL. FROM 10

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPIPTALIZATE)DN DATES RELATED TO Cl){l;f"lEN‘I[’)gER\/ICE\SY
444 Y Y 3

, FROM TO

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? $ CHARGES

Referralit= REF= HL= D YES L—_] no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below(24E) ICDInd. Q 22. RESUBMISSION

CODE ORIGINAL REF, NO

A LM25511 g LM62838 cl ol 1

el £ sl wl 23. PRIOR AUTHORIZATION NUMBER

| s « [ —

DATES OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. 1. J.
From To : (Explain Unusual Circumstances) DIAGNQSIS 0k 1.0, RENDERING.
b on had CPT/HCPCS MODIFIER POINTER S CHARGES UNITS QUAL PROVIDER 1.D. #

AE 927 001 1790981462

L) NG, T L o T

25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT ACCOUNT NO.

EPT ASSIGNMENT |26, TOTAL CHARGE 20 AMOUNT PAID | 30. Rsva for NUCC Use
880262438 ] ves [ Ino s 927 00 |s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO 8 PH #
'(INgeLmeg"(;’g PEGREES OR CREDENTIALS FREMONT EMERGENCY SERVICES MAN FREMONT EMERGENCY SERVICES MAN
apply to this bill and are made a part thereof.) 3325 SOUTH FORT APACHE PO BOX 638972
RAY, ROBERT
. LAS VEGAS,NV 89117-6360 CINCINNATI,OH 45263-8972
1790981462 (888) 952-6772
207P00000X " 13
SIGNED DATE ’ : ST 1679550149 S AR B T
NUCC Instruction Manual at: www.nucc.org UNOFFICIAL\NOT YET APPROVED BY N.U.C. FORM CMS-1500 (02/12)
Page: 1 of 1 Submitter : 752297429-10036 (UHC 837 MEDICAL)
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EXHIBIT 6

Sample Clam Forms for SHO

EXHIBIT 6
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SIERRA HEALTHCARE OPTIONS-NV P

BligE A .«:-.-IB PO BOX 153
LAS VEGAS
HEALTH iNSURANCE CLAIM FORM
AP CLD R by, TR, Vi E IR LR T M TTER R >
‘6\\ \3

HEALTH PLAN — LK LUNG
- AL
& esntoer mrzf—]um sion o

ASONS SYSNATURE | aulhonze Ihe rolaase of anv medical o oiher mnlymalion nacesrary
tpAvnen. of egmirent Sanghis adhar fo myselt of o the panty who arcents Jssijnment

92
NV 89114-5392

STHGSURED & U AU TH JHE Lautinze
paynien! ol ingecal bem.'in< lc the undemqnen plu anian of <upphor 1o
sarvicer dpscabad Dok

! TR
i SIGNATURE ON FILE 12/28/17 SIGNATURE ON FILE
TiooewaBo L0, - DATE SISNED
' W0 SREGMARCY LR |15, OTHER DATE 16. DATES P/«nmr UHABLE Tn WORK i CLURREMNT GCCUPATION
' MM, 0D, YY op M, DD, Yy
QUAL . i ' 1 FROM . l <
L A, . T— 1 - ——
17a J 18 HO‘.PI"’AUJIK;I-' n-rrs TS RELATED TG (‘uausur EFWI'E-
- ——— - M, Y a3 Y
S wey FROM 08' 26 17 TG 08_ 25 17
2u. OUTSIDE LAB” "$CHARGES
[l (g | |
TEE UE NSO AIAT Tekin AT W yervce e Gutow (248) | 0 72 RESUBMISSON -
O ) ! CODE OMIGIIAL REF NO)
>3 I 0. — .
al H.i 23. PRIOR AUTHORIZATION FIJIABER
K. L e JO——
C. PHC-..EDUREQ SEAVICES, OR SUPPLIES £ F G | 4
iExplain Unusual Circumistances) DIAGNOSIS fzs el 10, KRENDERING
CRLHCPCS | __MOOIFIER POINTER $ CHARGES wHats 1»,-. OUAL. “HOVIDER 10 »

1 H v . 1] 1] . L]
08:26 17:08.26-171231x | 992851 #4500 |a

| 1295 ‘ook | [w] 133574250

24 — o e— ) —.———— e+ i 1 e e i) ¢ e . - mme e e i SPUOLINE 3 PR SO
= R i | L [ o [m
3 . . I I
' [t I | I S A ;
4 ' ' ' ' 1 LT T T SRyl NN UGN IR VPR
- | R | | i .
. , , . I 1
L L | i [ e H
P R ; | [ i
F ) ACCEPT ASSK;NMENT’ & TOTAL CHARGE 29 ARIQUNHT PAIC l'Sl' Rsvd i NUCC 450
\53 HO 3 :
AL HUTNFORMATION D ‘Fn mu.:u:!«'i;zﬁ%:sﬁw‘ra‘r-g\?%n P 5"‘*( 3_0%)9 56 2—5“92 5—4
o SUNRI SE HOSPITAL AND ME FREMONT EMERGENCY SERVICES MA
!WRIGHT DO BROOKS {3186 S MARYLAND PKWY PO BOX 638972

i SIGNATURE ON FILE i LAS_VEGA

ba-—-—mn-n—. .
t\sﬁs g @y FAarnal asaiabio ar wwa.LSE.Org PLEASE PRINT OR TYPE

VIO RO 3Ny 812
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SIERRR HEF\LTHCRRE DP‘T IONS%N

'

a4t Lt ANY MAGAl W N LAY 00 00 SarY
gl O 120 122 Gandy Wi Q00 In D3t

SIERRA HEALTHCARE OPTIONS-NV P
PO BOX 15392

LR LY L

PRt it

E  SIGNATURE ON FILE oNE @1 /@R/18
(B} | '-ic- ~‘A' Tl Wy e |l R o P ey, ti= 1A OTRER DAVF 1AM on . e DA LB FMIMH Hu\lH I
m1 14 17 ) - 431 e ~
A IE Rt RE G Bhap 0 E SR OV R SR l17‘. J ____________________ B "dH
ST, ey 1417

Vi A Rt 0 ad S A AT e s b (B

T, Wrmor 18

f i RS K
TBl 1417

b e b b AT v R W ur;'d‘_”""ii' a wes e e :
Ial 3. - T R, e e e+ -

. e "o o S N AR ETE s f At :
! - . et N l
e 1 Lo DU, SEAVICES, ORSUPATER . F T P Lo . :

| e : bz ) ~l-z.u_-,u.-mnm Curmstancas) lul'\ AT o oo L 1
LD A, g R E e et PGS FAODIFIER ' T W RARGE ! e el S ’t.

T ] : :

; . . . l i \ , \ i .--__.--_-___-,-__J“
F: 1417 01 14" 17'23.x L ogesr | ALW  a | iee1 ees | 1104166293 5
i i

2: . . . . , . ! ] . , ' i I J ’. .h: .............. ‘:
Bi ' i . ' ................ - .{i
) ; ! ' i hl !
4 et
' 1 | | % ¢
i e i
| z N i R
- T 2
bl X ' i ] | !'73.7:""'"""“"“;3
';,". Cirga T e TAC @rcuvmw- TEHE "f"i', IR i "-.',. T T e ,!
788-0262438 . [l 1601 20 . 0 o0 L
= N id .n:‘hx{. RSN < R 1 ORMAT 1541 I “80@ 562"2945 :
R N MOUNTA IN VIEW HOSPITAL FREMONT EMERGENCY SERVICES M !

BQTLEY MD JAMES' 3100 N TENAYA WAY
. SIBNATURE ON FILE LAS YEGAS, N
Yass @1/@2/18 1104872187 [

MO BRI racd deanadie 2l v aiee.org PLEASE PRINT OR TYPE

SIR

PO BOX 638972
CINCINNATI,

1366429821 77207P00020X
BERCOMMVND T FORMAY 107 0. o
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ey . SIERRA HEALTHCARE OPTIONS-NV P
O PO BOX 15392 i
%% SIS b LAS VEGAS NV 89114-5392 |
o2 g

@x
<

HEALTH INSURANCE CLAIN FORM (

; 1P ll % Tt lt‘l;': I.IKE |.a llh(mh 'lw feignse of any medcal or mller usdo:matin swcessary ' ;.!nrm:s\nl oi r;'mm::al bolr;clrl? in l'\:v -se: :L:u:; ,-'l-'-\‘r.-»:';a‘n l‘l:",:lu;‘?:lf.:' o1
[APRT TR u o CiiRt, E 100 0ien g R O Q0. @einery 020t eithen t mvael! o K e pady who Accepls aysknunent survwran gevcned below
1 ," W
SIGNATURE ON FILE 01/08/18 SIGNATURE ON FILE
ST Ll e s v s e et e DAVE e e | SICHEL i e e e e 1+ o e v
- PRV TN Eas MURY 9 PRESLAICTY LR L OTHER DATE T, A LS PATIEHT UNADLL lo VIO o, .,:ninmﬂ Ot .»-.\'m‘qq 'S
5»! 1 17 3 . . MM, 0D . VY 4k (L] oo

) CRIAL. : : ! ' FROM ;

R A IR 67 S B FRRCE |17 .II iF TP ALIZATION (9155 e ATED V6 CURHENT SERvicE s ™"~ 1

r:g N T o U5. P4 1177 o 05 1217

Fi T ERAICNR B i L TP TIN a0 4 RULC - - 35OUTSIOR (AR T EHARGES . :

. - +

I I Pﬂ NO I J :

= TITRES N RTAT WA TR e TR e ok (2961 o 1 O T2 RESUBMISSION i

i GChind, 7, OLE QRIGINAL BEF MO i
1 e [ S [ :

- . i W4 FRIOH AUTHORIZATION MUMBGR \

o e e e e e e e '

- ¥, ! - = ’ —— T —— . — — - ] W g 4 m w ws 1% et - E— ..——.--—E
: . o FHOCEDURES, SCRVICES. OR SUPPLIES [ 7 S A A 3 I
) s i sEaphun Unusial Cutumstancest DIAGNOSS v g HENIETIHC 2
R S T L R L1 e o e I _ MODIFIER PCAMTEH £ JHIRGES stz |0R0 ouM PROVIDER 113 4 =
i j =
1105.14:17 05 14 17{23°X : 99285 | 945.{)'[) | A | 1233 001 ; Mot 1366766099 §
2

. . . . . I . . Rl

205 14;17:05 14 17)23:X ; 99053 : @ : |A | _40:00} | hT 1366766099 ¢
) \ ; . . S < A L L B2V VY - |- 2 .

3 L A . A |2
: f ; | e | r [ [ 5
i «

@ X i | to i Co T et s ‘S
- 1 : l L i : g

& . . , , el S

¢ 1 : l . . . | I . ] [ 2
i ] : ; : i N

o i T

R o A i o N ‘a
TG I T RS ’ ST 127 ACCERT A;.quMﬁr:n TE6 FOT30 THARGE i 3R P TR R e RS R

PN 1 i
'88 -0262438 “[gﬁw [ 1127300 o 00 .

TUEERIE TRCTITY | GOF ATION 114 ronw\nm LA LS PI"VI[[RIN"“\!H K} 5‘6‘2029—4’5-_ l i
‘ »ST ROSE DOMINICAN HOSPI FREMONT EMERGENéY SL".RVICES MA
TRUAX"’UU 'GREG" ‘FERMIN 13001 ST ROSE PKWY PO BOX 638972 i
: SIGNATURE ON FILE ;HENDERSON,NV 89052-3839 CINCINNATI, OH 45263 8972 .
1"539'0'1‘33761 0 T

s 01/08/18  I7 5
RS e Uder al avasahie ar www nuce.o1) PLEASE PRINT OR TYPE

Yl el aspars s
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SIERRA HEALTHCARE OPTIONS~-NV P

13 'HGUHCD S OR AUTHORIZED ““1"»0”‘ SIGNATURE 14t 2 b
of medical henelits. t4 the undes e Pl wian 3¢ sepy-hier te

EIgE - . o an PO BOX 15392
P SRR LAS VEGAS NV 89114-5392
=]
s o ~y
) T T """"REAT BACK OF FORSE AEFORE COMPLETING & SIGNING THIS FORM.
' : 'J‘ i, '?IZE.. PERSOA'S SIGH "T'JHE § qutinonze Ihe alease of any madicnl or other

st MYt PRI A 20wt et aher ke mysoll O to the party vho accepts ns'qmn-nl

services desciban belw

o 'fSIGNATURE ON FILE 01/18/18 SIGNATURE ON FILE
U, CATE SIGNED —
’: (B} '.‘-- t :‘~ AT LLNELE |r~ JEY g CREQRANCY W) !5 OI'HER DAT'E oo . vy 168, DATES P&TIENTD%NAELE TO WORRK Bh 8 (lRHEHI ’Vi LA ‘\'H
08 15 1'7 s, 431 QUAL . i ' FROK T : .
: R R R T rsn OR Ol SCURLE L‘” [ T — T OSPITALIZATICN DATES ?Lmnnr‘unnurr ;gwrec -
; 7w T mon B8 T8117 w0 08 1617
AT L W RN TN Dm e B . OUTADE 1A T RARGES ;
. . ;
I-—]YFS [Z’ Wl ol 1 .
:

VLT RE DT L AESS OF N LAY Ricls &1 1 $annce hn hel (24E) coma, 0

[ S,

T AESUBMISSION
* CGOE CRIGINAL REF N0,

‘ : M :'rm“"_' iy It PRIOR AUTHORIZATION NUABER T T
e N _— 1 — e e e
ot e T e AT ORSUPP:!ES O TUE _[ VR T T T
' £ - 3 {Explam Unusual Ciroumstances) DIAGHOSIS mrs ey 10 REMDFAI
i_,m Su_ 0 Do ’f.ftn:.e oMG | crTHcpey MODIFIER POINTER souanses | ulle |Var|GUAL | PROVIDERID. @ l
2.508 15.17:08 15:17!23!X | 99285 | : ,.' 6“ | A ] 1295001 b (un | 16292940047
TH UV |
o) . . . , . \ I I
“:08; 15 17:08:15:17]/23!X | 93010 ,} 9 : {A 1 64 :001 P 1629292004
{
3 1 . . U SN USRS
- . l . | | L e
Ho, \ ' . , S IS E |
K | L IR N R .
=i i ) ' . N
K Pt | L [
6 N o
PR AT R § e SN : 7 @cha_t‘mthﬁ ﬁﬁ""ﬁ’%ﬂt CHARGE 1% J"‘ B :
_88 0262438 ; ves | o s 1359 .00 ¢ .oo

DN IHFORMATION

IST ROSE DOMINICAN HOSPI
SONDRUP ‘MD, LOGAN"€0L !8280 W WARM SPRINGS RD
' SIGNATURE ON FILE |LAS VEGAS,NV 89113-3612

A3, Bl LING PHROVIDER TFO & PH I'H b g

FREMONT EMBRGENCY gz
1 PO BOX 638972
CINCINNATI,OH 45263-8972

532"7?@5“‘
RVICES MA .

01/18/18 ‘1528101284 b

LN

AL svielable @ Wy neee.org PLEASE PRINT OR TYPE

WOCWE 1FAT S e

168 9013161 - ZZZO7P00000X
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LAS VEGAS

SIERRA HEALTHCARE OPTIONS-NV P
PO BOX 15392

NV 89114-5392

olmeaur “'om mderigned physician of suppler for

N 1 21"
] mymediul or other b

12. PA‘I’IENT‘S I!?xﬁ AUTHORIZED PEﬂSON‘S SIGNATURE I lulhorize tho reloas

also reguest paymant of goverament benefils aither (o myself or to the panywho-mpls

|4——— FIRST FOLD WaHCF-10-ENV | WHCF-10-6Nv-68

—-—h

SUNRISE HOSPITAL AND ME
3186 S MARYLAND PKWY

SIGNATURE ON FILE | LAS VEGAS,NV 89109-2317

SIGNATURE ON FILE 01/19/18 SIGNATURE ON FILE
SIGNED DATE SIGNED
14. DATEOF CURRENT {LLNESS, INJURY or PREGNANCY (LMP) {15. OTHER DATE 18, DATES PATIENT UNABLETO WORK IN CURRENT OOOUPATION
6 t|.7 QUALC 431 QUAL.| { M H o i v MMI o0 | : '
17. NAME OF HEFEHNNG PHOV’IDE;! OR OTHER SOURCE 178 ! * —+ ) 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
.J P o FROMWEI E Toml Tg l¥7
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? s cnmeesl
, ves [Xwo |
57, DIAGNOSIS O NATURE OF [LLNESS O TRIURY. Raiate A-L io senics s baiow (24E) ™o m%m
ICD Ind.t > 1 CODE ORIGINAL REF. NO.
. LR55 o L N93.9 L R00.0 ol
EL F i a. H L 23, PRIOR AUTHORIZATION NUMBER
g |
24. A, DATE(S) OF SERVICE B. C. D. FROOEDUHES SERVICES, OR SUPPUES E F. a. H L Jo
From To PLAGE OF (Explain Unusual Circumsiancos ’ DIAGNOSIS 0. RENDERING
MM DD YY MM _ DD Yy |SERVICE| EMG | CPT/HCPCS | POINTER $ CHARGES QUAL. PROVIOER D, #
08! 19; 17| 0&:195 17] 23| X ] 99291| !IV):@.UD | ABC | 1681A:.00FL | s | - I72062594% .
S T N N I N R R A I
I N R T N A I | b | [ K
I S T A A I Lt r b | b [ [ e
R T I N A B [ 6 b b l Pl | [
bl L P Pl ] [
P s il 1 |
25. FEDERAL TAX 1.D. NUMBEH SSN EIN 27. ACCEPT ASSIGNME! 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC uss
{For gowi. claims. ,,,c'fo”
88 -0262438 N s 1681 :oo'. o 00 !
33, BILLIN DER INFO & PH, #

—562=2945
FREMONT EMERGEN Y ERVICES MA
PO BOX 638972

CINCINNATI,OH 45263-8972

SIGNED 01/19/)8 21861439952 b alblSlZUSll B, .azzwpuuuumr
NBECSinstrutens Manual available at: Www.nucc.org PLEASE PRINT OR TYPE PPHROVELL. ORI GYes DER 158
WCMS-1500CS-12
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Eig®

HEALTH INSURANCE CLAIM FORM

: el et

SIERRA HEALYTH OFLTLUNS

a PO BOX

15392

v LAS VEGAS NV 89114

-~

~Ane

I<——~ FIRST FOLD WHCF-10-ENV / WHCF-10-ENV-SS

—d

07.18] 17 07; 18/ 17| 23| X | 99285 |

AEAD BACK .OF FORM BEFORE CL mn.ama Bl m G T3 INSURED'S OR AUTHORIZED PERSON'S SIGNA
12 PATIENT'S OR AUTHORIZED PERSON'S S!GNATUHE 1 suthorize the relaase y of medical banefts to the undersignod physician or wppw for
Wu%%lmrww government beneflis ekher mmwacrlomopwmmqm g ! d balow.
SIGNATURE ON FILE 01/25/18 SIGNATURE ON FILE
SIGNED DATE SIGNED
——————————————————— — e ——————————————————
14. DATE os cunneur ILLNESS, INJURY or PREGNANCY (LMP) |15, OTHER DATE 16. DATES mnsm UNABLE To WORK IN cunnsm oocumno#
7. NAME oF nersnnma PROVIDER OR OTHER SOURCE 172 76, HOSPTALZATION DATES RELATED TO ENT SERVICES
. [ ] B 7 P17 L 181 1
b 170, | NPI FROM 0 Yh ]
8. ADDITIONAL CLAIM INFORMATION (Dasignated by NUCC) . OUTSIDE LAB? § CHARGES
_ Yes v | |
21. DIAGNOSIS OR NATURE OF IL OR INJURY. Relate A-L 1o sorvice line batow (24E N 22. RESUBMISSION
IcoInd.! Y 1
[N CODE ORIGINAL REF, NO.
A572.121a  ,,R03.0 1 ¥93.89 ol
el £ a.l H 23. PRIOR AUTHORIZATION NUMBER
[ 3 L KL .
24. A DATE(S) OF SERVICE B. [ C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. & JHT © J.
From To [PUACE OF| (Explaln Unusual Clreumstances) DIAGNOSIS :éxa @ D, RENDERING
MM_ DD __YY MM DD _ YY |SERWCE| EMG | CPIMCPCS | MODIFIER POINTER $ CHARGES g3 QUAL. PRO ID. 4
- ﬂ.uz%

440 |aBc | 1205i00p |

w - TI0408728T

-
25, FEDERAL TAX LD NUMBER SSN EIN

88-0262438 mE:
. SIGNATURE OF PHYSICIAN
INCLUDING DEGREES OR CREDENTIAI.S
(1 cattity that the siatements

FLOREYS ”“Dﬁ“‘ifﬁﬂnﬁéft"‘h

SUNRISE HOSPITAL AND ME
3186 S MARYLAND PKWY
SIGNATURE ON FILE | LAS VEGAS,NV 89109-2317

I N I R N I A R s | [ -
S IR N i | [

4 L r A R | [
I dob | ; | [W];

6 1 S

I S—

NP IM ML A RS Mmem s amatns T e dmmoname s s mmemea

FREMONT EMERGENCY
PO BOX 638972

PLEASE PRINT OR TYPE

SIGNED 01/25/3.8 s[861439952 |
NUBS instraodon Manual avallable al: WWW.NUce, org
WCMS-1500CS-12

CINCINNATI,OH 45263-8972
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SIERRA HEALTHCARE OPTIONS-NV P
PO BOX 15392
LAS VEGAS NV 89114-5392

e — ey o7 Y111 PR

PATIENT AND INSURFD INFORMATION

i
v - I .
(3T PATLNT S OR & iTEL PEHSONY SIGNATURE * auinanzo the elease of any medical of ciher mtormation nmswv paymwu of madical l\eneﬁk io the mwmw:mo phwclan or uw bhw !
H o ;au*ea- ds ¢, N eyt Laviitent 0 gncanntant banerits enher 10 myself or 10 the porty who accenir. assiyy !
o larkw,,
5 SIGNATURE ON FILE 01/26/18 SIGNATURE ON FILE !
TV NawRG L Ll R . DATE ——4  siGueED _— [
F U BATE P CORLETT U HERR MY 0 PAEGUANC | -LMP) [ 15, OTHER DATE 16 DATES PATIENT UNARIE TO WORK N cmmenr OECURATION ‘A
11“220 17° 431 ) ; Ma, DD L v MM 0D HM e i 4
DAL QUAL., ' ' ' FROM l 10 : i
- — 1 i A .._—.4.—... -t
. TI\LIE CF REFF RUR  PROVEER OR OTHER $0VIAGE 7| 15 HOSPITALIZATION DATES REI ATED 70 CURRENT SEAVIGFS D
. ( - \ .
¥ e rod P1 22017 L3217
AR S TR A TR T s by NUCC i GUTSIDE LAk S CHARGES e H i
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From To PLACE {Explain Unusual Circumslances) DIAGNOSIS DAYS ID. " RENDERING
mu_ Do vy mm_ Do vy |secelemo | cotmepcs | MODIFIER POINTER | _§ CHARGES el PROVIDER 10. 8
W10l 2¢ 18] 10! 261 18 23]% | 99291025 | | |am | 1765000 | [W] 1932529609
210 26 18/ 10t 26118/ 23[x | 31500 { |\ ' |a | 1073'00L | [%] 1535529609
310! 26 18/ 10 26 18l 23l x | 99053] | : ! |am | ag:o0h | [w[ 1932529609
4 [ ' ' ] ! ' il
(R N N A I | [ N A ol e
Sttt v N T S TR O N I 2
5 : - :

PHYSICIAN OR SUPPLIER INFORMATION

800 562-2945
FREMONT EMERGENCY SERVICES MA
PO BOX 638972

CINCINNATI OH 45263-8972

SIGNED 02/21 /ok® 21861439952 >
NB&EBInstnisfdbB Manual avallable at: www.nucc.org PLEASE PRINT OR TYPE

WCMS-1500CS-12

21518120971 27207P00000X
ABERQY SERIR7 BRI, IO (02-12)
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Eb&m KAISER-CA

HEALTH INSURAICE CLAIL FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

LAS VEGAS

PO BOX 15392

NV 89114

CARRIER —P

PHYSICIAN OR SUPPLIER INFORMATION

12, PA'I‘IENT‘SORAUTHOHOZED PERSON'S SIGNATURE | authoriz mymocﬁworotlm "o madical benefis o the undersigned physkian of suppler for
Wld&nlmmpmmdgmmmmmsdwbmywﬂuw party who accepls assig described below.
g ' SIGNATURE ON FILE 02/25/19 SIGNATURE ON FILE
§ SIGNED d DATE SIGNED
émm 6. GATES ATIENT UNABLE 10 WORK N CLRFENT CCLUPATICH
2alaFas”  qal a3l ot 439 10} 13! 18 Frow " 12! o
§ 17. NAMEOF REFERRING PROVIDER OR OTHER SOURCE 172 18. HOSPITALIZATION DATES RELATED TO CURRENT SEHVICE
g : 176, | NP1 TTTTTTTTTTTEETTTTT rrom L0 ﬁ. 1§ 1) TO: 8.3 18
19. ADDITIONAL CLAIM INFORMATION (Designaled by NUCC) 20. OUTSIDE LAB? $ GHARGES
g s [Rwo | |
Emmmm A-L10 s6vice e bolow (24€) WHH 22 RESUBMISSION ORIGHAL REF. NO
ALS22.41XA , S32.018A ,S522.028A ,,|ssz 0228 | o
l El £ L 6.l Wi 23. PRIOR AUTHORIZATION NUMBER
4 .
24 A DATE(S) OF SERVICE . B. C. 0. P’;OCEDURES. SERVICES, OR SUPPLIES (A F. G. H. L J.
From To PLACE {Explain Unusual Circumstances) DIAGNOSIS oars ;mr’ D. RENDERING
MM DD Yy MM _OD Yy |SERvicE| EMG | CPTMCPCS MODIFIER POINTER § CHARGES s | QUAL PROVIDER ID. #
1 10,13 18 10 13 18 23] X | 99291 P4 T4 | ABCD] 1765:000 | [ I730I89I1T
I T W I T T N ISR (R A JOU O 1) M
3 ] § 1 ] 1 1 1 -——
S N S N N S 1 N I B L
4 3 ¥ 1 ] 1 ¢ 1 1
A I S R N N A I S N [ -+ 1 | [w
5 H ¢ ' ' 1 ' ' PR AR KR SRV ———
S N T A N B | I A | .
5 .
.NPI
20, AMCMNTPMD 30. Asvd for NUCC use
88 0262438 s 1765:00]s o
3. snewu*uas 33, BILLIN VIDER INFO & PH. # -502-2945
SU'NRISE HOSPITAL AND ME FREMONT EMERGEN Y ERVICES MA
) 3186 S MARYLAND PKWY PO BOX 638972
SIGNATURE ON FILE | LAS VEGAS,NV 89109-2317 CINCINNATI,OH 45263-8972
SIGNED 02/25/):9 21861439952 ISIBIZ097I | ZZZ207PU0000X
NOEPinstrueson Manual avallable al: www.nucc.org PLEASE PRINT OR TYPE 7 021
WCMS-1500CS-12
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! KAISER
LAS VEGAS NV 89114

12 PA’nENT'sonAummmmsnmmlmmmmmwmawmmmm

payment of medical benefits to the undarsignad physician or suppller for

this claim. | aiso request paymant of govammeni banefits either to myset! or to the party who accepls assig .
8 SIGNATURE ON FILE 03/29/19 SIGNATURE ON FILE
§ SIGNED DATE SIGNED
é 14 DATE OF CURRENT ILLNESS, TNJURY, of PREGNANCY (LMP) |15, OTHER DATE 16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
HigMiPo1s™ 0431 o } ML i T Nl
§ 77 NAME OF REFERRING PROVIDER OR OTHER SOURGE ) ' — 76, TIOSPITALIZATION DATES RELATED TO CURFENT BERVICES
g ; g P rmow PO BT ILEY 5o £ 37, 1¥
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAS? § CHARGES
E TAGNOSIS OR NATURE OF TLLNESS OR INJURY, Folale A-L 1o sanvice e beiow (245) © anQU%so@m I l
7. GIRGNOSS OR NATURE OF TLLNESS OR INJURY O (
iCotnd.} = | CODE ORIGINAL REF. NO.
II48 91 |]5‘10 .129 ol |
l el e L al " 23. PRIOR AUTHORIZATION NUMBER
A N A - 1 U V) N—
24, A. nm(s)orseawch 8. ] C | O P';ocenunss SERVICES, OR SUPPLIES E. r. G TR 7.
From To PLACE {Explain Unusisa Circumsiances) DIAGNOSIS ID. AENDERING
MM DD YY MM__DO Yy |SERVICE] EMG | CPTMCPCS | __MODIFIER POINTER $ CHARGES 3%: QUAL PROVIDER ID. #
110117 181 10017 18| 23|X | 99291 l . AB | 1765 :00?. | [ 1205063286

N N N S T Lo: ¢

|

|| [w

. | | [

NPI

|
|

J
| N I B

AR R NN N N T AN N N A

A A S N B | ¢

T
=z
2

DN b W N

%. FEDERALTAXLD.NUMB.ER
88-0262438

SSN EIN

PMIWMEEWSA 3186 S MARYLAND PKWY

A

YES NO
at. sﬂ‘o?n? é)EFe:HEzSI%IaN cgﬁ SUPPLIER 32, SERVICE ! LOCATION INFORMATION
natthe sissomonts on the reverss SUNRISE HOSPITAL AND ME

SIGNATURE ON FILE |LAS VEGAS,NV 89109-2317

PHYSICIAN OR SUPPLIER INFORMATION

PO BOX 638972

FREMONT EMERGENCY S RVICES MA

CINCINNATI,OH 45263-8972

Sian 03/29/3}?: 861439952 T 151812097t 3 aazutruuuuw&
ﬁ Tetdcioh Manual avaable at. ww.nice.org PLEASE PRINT OR TYPE ' D
WCMS-1500CS-12

PA000267




APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

HEALTH INSURANCE CLAIM FORM

SIERRA HEALTHCARE OPTIONS-NV P
PO BOX 15392
LAS VEGAS NV 89114-5392

CARRIER —»

I(—-——- FIRST FOLD WHCF-10-ENV / WHCE-10-ENV-S3

—h

READ BACK OF FORM BEFORE COMPLETING & SIGNING THISFORM. 13, INSURED'S OR AUTHORIZED PERSON
12. PATIENTS OR AUTHORLZED PERSON'S SIGNATURE | aulboizs D releaso of ary mediel o payment of medical bensfis o the mduw physldm o suppie for
this clalm. | also request pa; lomywlortoﬂnpwmompts i d balow.
SIGNATURE ON FILE 04/02/1 SIGNATURE ON FILE
SIGNED DATE SIGNED v
et v e et —— e e S ————— —
14, DATE OF CURRENT ILLNESS, (NJURY, or PREGNANCY (LMP) ]15. OTHER DATE 6. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
09‘“1?“18“ 431 ) ) MM, DD, WY MM 0D | My B0 VY 4
QUAL! OUAL= | ! ! FROM ! ( TO ]
77. NAME OF REFERING PROVIDER OR OTHER SOURCE 72, T8, FOSPITALIZATION DATES RELATED T0 CURRENT SERVICES
: N erom 99} m. 18 0 U9 ﬁ' 18
19. ADDITIONAL CLAIM INFORMATION (Designaled by NUCC) 20. OUTSIDE LAB? S CHARGES
N ves [Hwo | |
71, CIAGNOSIS OR NATURE OF ILLNESS OR INJURY. Reiais AL 1o service e below [24E) oo 10t U | 7Z RESUBMISSION AL REF. 0.
K92 2 K31 84 . 0 L 1 CODE | ORIGINAL . NO...
aAL—" Bl 3 I .
el . al " 23. PRIOR AUTHORIZATION NUMBER
L s i K. L
24. A _ DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E F. G R I T
From To PLACE OF (Explain Unusual Clroumatances) DIAGNOSIS oars [@sorl ID. RENDERING
MM DD vy MM oD vy |servcel EMG | cpraicees ) MODIFIER POINTER |  § CHARGES uits,_ | |QUAL PROVIDER ID. #
09: 11 18| 09: 11: IBI 23J3( | 99285 | voor JAB | 1360 :OOiL | ST 1326294844
L L 1 1 1 1 1 L

o) TN ¢ ; W - <> B \°)

88-0262438 O

31. SIGNATURE OF PHYSICIAN OR SUPPUIER
INCLUDING DEGREES OR CREDENTIALS

SIGNATURE ON FILE

R R I I N T N B B O .
AR R I T R T N N B O
A T R T S N TR O N I 1 -
A T S T A S TR O N I
T . ’ "

27. ACCEPT ASSIGNMENT?
For govt, 300 back)

32. SERVICE FACILITY LOCATION INFORMATION

SUNRISE HOSPITAL AND ME
3186 S MARYLAND PKWY
LAS VEGAS,NV 89109-2317

YES NO

. Tmucafmsel zs.lmcump 1|30, Fiavd for NUCC use
. 1360 100 !, 0 100 ;

S BILNG PROVDER WO EPR 7 70007 962=2945
FREMONT EMERGENCY S£RVICES MA
PO BOX 638972

CINCINNATI,OH 45263-8972

04/02/19

Lo ANOOR0D
A OOITTIIITZ T,

A
wmm:mal avallable at: www.nucc.org

WCMS-1500CS-12

PLEASE PRINT OR TYPE

1. 0.3 0300093 203003 50-0-0-0-05%5
BYLO0LZUTTL T L4624V TTUUVUUUUA
L, aui

r(———-——— PHYSICIAN OR SUPPLIER INFORMATION
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SIERRA HEALTHCARE OPTIONS-NV P
PO BOX 15392
LAS VEGAS NV 89114-5392

HEALTH INSURANCE CLAIM FORM

PATIENT AND INSURED INFORMATION

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORA 13. INSURED'S OF
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the reiease of any medical y of madical baneffis o the undarsigned physician o supplet for
fo this clalm. | also request payment of govemment benaflts either to mysait or to thi services described below.
8 SIGNATURE ON FILE 4/02/19 SIGNATURE ON FILE
§ SIGNED DATE SIGNED v
g 74, DATE OF cunnem TLLNESS, WUURY, of PREGNANCY (LWP) [15. OTHERDRTE L= = 6. DATES EATIENT URABLE 0 WORK N CURHENT OCC CEEUPATIN N
< 12% @ OUAL{ 4 OUAL; E E E FROM ! | 70 i 1
§ 17 NAME OF REFERRING PROVIDER OR GTHER SOURCE 17 78 TOSPALIZATION DATES RELATED 70 CURRENT SERVICES
! i v - rmow B2} 051187 o Y21 0% 18
H : T
é 1. ADDITIONAL GUAIM INFORMATION (Dosignaled by NUGC) 20 OUTSDE [AST § CHARGES
g T OIGNO. oR RY Reate O L Eﬂ w | |
E FIN DE o :SSSNATURE o INJU ALTo service Tne below (298] 10 m, : 22 RESUBMISSION ORI FEF MO,
A [ I D. L
l el . | al fl 23. PRIOR AUTHORIZATION NUMBER
.| .| ; o vy — :
s DATE(S) OF SERVICE . & ] C o P%OCEDURES. SERVICES, OA SUPPLIES E F & R T T z
From To [PLACE OF (Explain Unusial Circumstances) DIAGNOSIS 1D. RENDERING g
MvM_ oD vy mm_ Do vy [ssawcefema ) cpymcpes | MODIFIER POINTER | __§ CHARGES 7| qua PROVIDER ID. # s
1112: 06! 18112; 06:18|231X | 99285 | T lAB | 1360 :00}. | [w "1'6‘1‘9’9’790?8"§
z
2 ' ) | 1 ‘ | P AEVUU N g -
A S N S T N A | T N I . L &
3 ) 1 ' ' t 1 l —— E
[y T S T N S O [ N N I I I I H
) ] ) 1 1 ] ) 1 - g
I N N S T I R T R | N I I z
o I R T N T O [ R T S N N TR N 0 |
z
6 : : : : : NPI &
T T——1 o —
25, FEDERAL TAX 1D, NUMBER 75, TOTAL CHARGE 25, AMOUNT PAID |30, Aisvd for NUCT uwse
88~0262438 1360 00 |, 0 00 !
32. SERVICE FAGILITY LOGATION INFORMATION T BILNG PROVDER PO S PR (00075 62=2945
MOUNTAIN VIEW HOSPITAL FREMONT EMERGENCY SERVICES MA
3100 N TENAYA WAY PO BOX 638972
SIGNATURE ON FILE |LAS VEGAS,NV 89128-0436 CINCINNATI, OH 45263 8972
04/02/;!.‘1?E 164870187
_caoa 0 | v
Inst?GéTidn Manual available at: www.nucc.org PLEASE PRINT OR TYPE

WCMS-1500CS-12
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. . 3 SIERRA HEALTHCARE OPTIONS-NV P
BlgzE .. | PO BOX 15392
gﬁ . Attn: Kaiser Claims

HEALTH INSURANCE CLAIM FORM

LAS VEBGAS, NV 89114-339&2

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorizs the relsase of any madical of ather nf " payment of medical banafis to the undersigned physician or suppller far
1o process this claim. | also request paymant of gavemmant benefits either lo myself or to the party who accepls i ribed below.
below. QIGNATURE ON FILE Q4/04/719 SIGNATURE ON FILE
SIGNED DATE SIGNED e
or OTHER . P,
gﬁ ¢3§EJﬁREW ILLNE::ALN;IU‘:t}lPREGNANCY {LMP) ::,ALE DAT]}E MM ; ob i - 16 DATES%TIFN‘ESN?BLEW WORK (N WRIR?N]TW ATW ,{\
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSP!TALIZA DATE \TED TO ENT ERVICES
; e —— P Y
19. ADDITIONAL CLAIM INFORMATION (Daesignated by NUCC) 20. OUTSIDE I.AB'I SCHARGES
. T B | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate AL to senvice line below (24E) 1CD tnd. : E 22.R BMISSION ORIGINAL REF. NO.
148.91 R23. 2 .l ol
E. l £ | al H. 23. PRIOR AUTHORIZATION NUMBER
[ D, J L [ I, L
24 A DATE(S) OF SERVICE 8. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H [X J. <
From To (s 3 {Explain Unusual Circumstances) DIAGNOSIS DA:‘ Famdy| D RENDERING (=]
| MM DD YY MM DD YY ISERVICE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES Pan | QUAL PROVIDER 1D. # g
llgaio4; 18|08 04j18|23|x | 99285 | | | |AB | 1360 @@} e | IAETS36B54 |8
. e
=
I O T O O R T N N AN N NN N ) A £
|
3 ! ! ) ] } 1 | ) vl R R R R Ry a
I N T A T [ T I [ I I 5
4 H 1 i 1 t t ] | Feedeemmmermcem e g
I R I [ 1 I N T A | I :
T T I I I N I T 1 g
T T O O L 44 4] | feR]TT :
E‘ 25. FEDERAL TAX I.D. NUMBER 8SN EIN 26, PATIENT'S ACCOUNT NO. 27.@309&:T SSIG“:W&NT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. Revd for NUCC Use
Z188-0262438 n [X]ves ’ﬁm s l360 Po|s @00 [
§ L 4
O[ 31, SIGNATURE OF PHYSICIAN OR SUPPLIER FORMATION 33, BILLING PROVIDER INFO & PH#  ( DOy obe—C2 349
T e s tncts o o covorag SOUTHERN HILLS HOSPITAL FREMONT EMERGENCY SERVICES MA
%JSRDEB”!"ME',"N’[GNW) 9380 W SUNSET RD PO BOX 638972
T SIGNATURE ON FILE |[LAS VEGAS,NV 89148-4844 CINCINNATI,OH 452€3-8972
g tZJ4/lZ|4/33E AA57306359 | dA67/I900014T b ZZdU(WV
Inst nual available at: www.nuce.org PLEASE PRINT OR TYPE 1o APE e 0535 AHED0 (02-12)

PA000270



g .
Attn: Kaiser Claims p
=15 LAS VEGAS, NV 89114~539¢2 iy
HEALTH INSURANCE CLAIM FORM g
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0/12 o
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE 1 autharize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any madical or other inf p of medical benefits to the undersigned physician or suppliar for
1o process this claim. | also request payment of govemment benefits either to myseif os to the party who accepls assig ribed bolow.
beow. SIEBNATURE ON FILE 4/@4/19 SIGNATURE ON FILE
SIGNED DATE SIGNED *
RREW!LLNESB INJURY, or PREGNANCY (LMP) | 15. OTHER DATE MM oo Yy 16. DATESEMHBJ‘BENABLEW WORK IN OUWNT %CUPATIW A
§30 ous! 431 i P FROM |
17, NAMEOF HEFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPIT) LIZATI% DATE%YELATEDTO CUR‘I:ENT gEHVICE
! ==
1 170.| NP1 FﬂOMlZlB' B2 13 10 QEIEE i8
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[lves Ko | |
21. DIAGNOS!S OR NATURE OF ILLNESS OR INJURY Relfate A-L 10 sarvice line balow (24€) D Ind. IlZ H 22.R BMISSION ORIGINAL REF. NO.
w2t 4 o tRS6. 9 ¢ (R73.9 0. (892
el £ 1 a.l H 23. PRIOR AUTHORIZATION NUMBER
[ A P J L Kl Ll
4. A DATE(S) OF SERVICE B. C. } D. PROCEDURES, SERVICES, OR SUPPUIES E. F. G. H. 1 J. 4
From To O (Explaln Unusual Circumstances) DIAGNOSIS A [Py © RENDERING o
MM DD YY MM DD YY_|SERVCE| EMG | CPT/MHCPCS | MODIFIER POINTER $ CHARGES Pan | QUAL PROVIDER 1D, # g
1mejg 118|eejvaj1a|a3i{x | 99291| | | | |mBcD| 1765 2@ e | 1673533057 |$
z
204 14 i ) I T A N T B R ) i
o T T O O (T T T S T Y I ™Y I )
4 ' ! H ! 1 { ' ' beed-mmrmee e e e - g
A N N NS B N B I S S I L I 2
S I I R A T O A T I R I 1 2
o T I T I L+ B T 5 B £
t' 23, FEDERAL TAX 1.O. NUMBER SSN EN 27. OQ'&FMSS%NT? 28, TOTAL CHARGE 29. AMOUNT PAID 30, Asvd for NUCC Use,
Haa-v2e2438 M ves | Jno s 1765 bo|s @ o !

8 31. 8IGNATURE OF PHYSICIAN OR SUPPUER

DIERRR HEHL | HURRE UK LUNS%\

SIERRA HEALTHCARE OPTIONS-NV P

INCLUDING DEGREES OR CREDENTIALS
{| certity that the statamants on the reverse

SIT e P 4 PR Dersct)

SIGNATURE ON FILE
 4/@4/ 13

32. BERVICE FACILITY LOGATION INFORMATION
SUNRISE HOSPITAL AND ME
3186 8 MARYLAND PKWY
LAS VEGAS, NV 89199-2317

33, BILLING Paovmsn INFO 8.PH -—(BIZI
FREMONT EMERGENCY
PO BOX 638972
CINCINNATI,OH 45263-83782

lZIE —
SERVICES MA

4861 439958 p

Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE

— 1

$518120971 [ Z27207FP02002X A

APPR y 1 (02-12)
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WAL NIV MU R INGE W LN D e

" SIERRA HEALTHCARE OPTIONS-NV P
%ﬁ R Attn: Kaiser Claims

LAS VEGAS, NV 89114-5332

HEALTH INSURANCE CLAIM FORM

CARRIER —>»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13.INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | | uhorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize tha ralease of any medical or other Y pay am.m tothe piler for
o process this claim.  aiso request payment of govemment benefits either to mysell or to the party who accepts ass A
beow. SIGNATURE ON FILE Q4/04/19 SIGNF\TURE ON FILE
DATE SioNeD________ I
TE lLLNESSINJURY ‘or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES pATI me:.e WORK IN GUR CUPK N1
17 NAME OF REFERRING PROVIDER OR OTHER SOURCE 7 . _ 18, HOSP'TAHZAT‘% mrsswansom%sm ssav-ces
! 170, NPt From 10} 17118 o 10} 17| 18
19. ADDITIONAL CLAIM INFORMATION {Designaled by NUCC) 17 OUTSIOE (AB7 SCHARGES
[Jves [Xino | |
[21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Fielate A-L lo $#1vics kna beiow (24E) lcmnd.'g"'i 22. RESUBMISSION ORIGINAL REF. NO.
MRGW.E BIR7u.‘9 c 19 ot
el iy ol " 23. PRIOR AUTHORIZATION NUMBER
1| J. | Koo L
Z4. A _ DATE(S) OF SERVICE B. | C. |O. PROCEOURES, SERVICES, OR SUPPLIES € F. G LE] T J. z
From To PLACE OF (Explain Unusual Clreumstances) DIAGNOSIS ol =4 RENDERING o
MM__ DD Yy MM DD YY |seawce| eme | ceTmcecs MODIFIER POINTER |  § CHARGES wars | Pan | ouAL PROVIDER ID. # g
1 10| 17i 18 iﬂi 17; 18123l X | 99283 | P i ABC 1 1360 |00} (a1~ 1972505675 §
=z
I A Lt I £ £
] =
S N T WO N O O I R I B -3 g
(7]
o I N I N N N N N N N O B ) et g
Siiliilll u;!anjun'a;r """""""""" c
. N x
6 = L [ &
El=. FEDERAL TAX l.D RUMBER c»:sm‘l |e%m 28. TOTAL CHARGE 23 AMOUNT PAID | 30, Revd for NUCC Us#,
538—0862438 % s 1368 4 0| ? 120 )
©J 31. SIGNATURE OF PHYSICIAN OR SUPPLIER RMATION 33. BILLING PROVIDER INFO & PHe (& 26~ I40
T ety o e satomoats o 1o coverss” MOUNTAIN VIEW HOSPITAL FREMONT EMERBENCY SERVICES MA
§DUNR9‘RN"'ME‘"B‘LQRENEE 2100 N TENAYA WAY PO BOX 638972
= SIGNATURE ON FILE [LAS VEBGAS,NV 83128-0436 CINCINNATI, OH 45263-8972
g 04/04/ 19 JTO4B7BI87 | 1ZE6429BE1 b ZZ207P0000EX |y
anual avalla-l'nle at: www.nucc.org PLEASE PRINT OR TYPE R 119 02-12)
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SIERRA HEALTHCARE OPTIONS-NV P
PO BOX 15332

ATTN: KAISER CIL.AIMS

L.AS VEGAS, NV 89114-35332

DI NEE
* w “
%

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

CARRIER —>

<

4]

PATIENT AND INSURED INFORMATION

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON’S SIGNATURE ] luﬂmdu
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authoriza the release of any madical or other inf ' pay ummmmm igned [ or supplier for
awmwm.ladeplmldwmnmmbomﬂueawwmyuuorwmmwhomplc g services d d below.
sieNe0 STENATURE ON FTLE OATE_ A4 /16 /19 sianed_STENATHRE ON FILE Y
TEOEgURR ILLNESS, INJURY, or PREGNANCY (LMP) 15.0T:-(ERDATIE MM | DD 4 Yy 16. DATES" ATIEN'BSNA'BLEWWORKINWRHENT%?UPAHON Jn
IDB hE 18 OUAL! 431 QUAL ] b FROM { 10
17, NA[ME OF REFERRING PROVIDER OR OTHER SOURCE 17a. . 18. HQSPH'OHZAT\% DATESYYEMTED TO CURRENT gERV!CE%Y
] 170 NP) FROM g @Z! 18 T0 me @2 18
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
Dves BNO | |
21. DIAGNOS!S OR NATURE OF ILLNESS OR INJURY Relats A-L {0 service line below (24E) 1CD Ind, i mi ZZ.EBEEBMISS!ON ORIGINAL REF. NO.
AL1S52.9 o 148.91 ¢ LR29. 22 o LR26. @2
el el al uL 23. PRIOR AUTHORIZATION NUMBER
[ . Jo L K L!
24, AL DATE(S) OF SERVICE 8. C. | D. PROCEDURES, S8ERVICES, OR SUPPLIES E. F. [} H. 1. Jo 2
From To o (Explain Unusual Circumstances) DIAGNOSIS ol - ) RENDERING o
MM DD YY MM DD YY |SERVCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan | QUAL. PROVIDER (D. # E
Vleajoel 18| e8l woi 16l 23|x | 9928s| | | | |eecol izeeled | [w] i750787457 5
. - a : Z
I R N A oL CL | g
S T T A I T I A I N I 1 £
AL R T N R D T M A0 3 M §
‘ <
G I O O O I R I I R :
I T T T O O L1 VL [l g
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IN THE UNITED STATES DISTRICT COURT
FOR THE WESTERN DISTRICT OF TEXAS
AUSTIN DIVISION

HILL COUNTRY EMERGENCY
MEDICAL ASSOCIATES, P.A.,
LONGHORN EMERGENCY
MEDICINE ASSOCIATES, P.A.,
CENTRAL TEXAS EMERGENCY
ASSOCIATES, P.A., and
EMERGENCY ASSOCIATES OF
CENTRAL TEXAS,

Plaintiffs,
1:19-CV-548-RP

V.

UNITEDHEALTHCARE INSURANCE
COMPANY and UNITEDHEALTHCARE
OF TEXAS, INC.,

Defendants.

) ) ) () ) ) ) 20 ) ) ) ) 2 ) (&) ) A &

ORDER

Before the Court are Hill Country Emergency Medical Associates, P.A., Longhorn
Emergency Medicine Associations, P.A., Central Texas Emergency Associates, P.A. and Emergency
Associates of Central Texas, P.A.’s (“Plaintiffs”) motion to remand, (Dkt. 12), Defendants
UnitedHealthcare Insurance Company and UnitedHealthcare of Texas, Inc.’s (“Defendants”)
response, (Dkt. 16), and the Plaintiffs’ reply, (Dkt. 17). After considering the parties’ arguments, the
record, and the relevant law, the Court finds that the motion should be denied.

I. BACKGROUND

This case involves a dispute over the rate of reimbursement for out-of-network emergency
care provided to patients with insurance plans (“Plans”) administered by the Defendants. Plaintiffs
provide physician staffing for emergency rooms across central Texas. Defendants, United
Healthcare Insurance Company and United Healthcare of Texas, Inc., administer preferred provider

plans (“PPO”) and health maintenance organization (“HMO?”) plans, respectively. (Orig. Pet., Dkt
1
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1-3, at 3). In their original petition, Plaintiffs allege that the Defendants have not propetly paid more
than 7,000 claims for the emergency services provided to Defendants’ health plan enrollees. (I4. at
7). While Plaintiffs concede that Defendants paid these claims, they allege that Defendants paid
them at “unacceptably low rates” that were “significantly less than the usual and customary rate for
the services provided.” (I4). Because Plaintiffs have no contracts with Defendants, they provided all
emergency services to Defendants’ health plan members as “out-of-network™ or “non-participating”
providers. (I4. at 6). In other words, the parties did not enter into a provider agreement that specifies
an agreed rate of reimbursement for these emergency services. (Id.).

Plaintiffs sued Defendants in state court for improper payment on the emergency service
claims, asserting violations of the Texas Insurance Code and the Texas Prompt Pay Act, as well as
claims for quantum meruit and declaratory relief. (Compl., Dkt. 1-3, at 9-13). Defendants removed
this case to federal court on the basis of complete preemption by the Employee Retirement Income
Security Act (“ERISA”). (Notice of Removal, Dkt. 1, at 3). In their Notice of Removal, Defendants
contend—and Plaintiffs do not dispute—that the health plans at issue include ERISA-regulated
plans. Plaintiffs dispute that ERISA preempts their state-law causes of action and now move to
remand. (Mot. Remand, Dkt. 12, at 2). Thus, to determine whether removal is proper, this Court
must decide whether Plaintiffs’ state law claims are in fact completely preempted by ERISA’s civil
enforcement scheme.

II. LEGAL STANDARD

A defendant may remove any civil action from state court to a district court of the United
States that has original jurisdiction. 28 U.S.C. § 1441(a). The party seeking removal “bears the
burden of establishing that federal jurisdiction exists and that removal was proper.” Manguno v.
Prudential Prop. & Cas. Ins. Co., 276 F.3d 720, 723 (5th Cir. 2002). The removal statute must “be

strictly construed, and any doubt about the propriety of removal must be resolved in favor of
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remand.” Gasch v. Hartford Accident & Indem. Co., 491 F.3d 278, 281-82 (5th Cir. 2007); Hood ex: rel.
Mississippi v. [P Morgan Chase & Co., 737 F.3d 78, 84 (5th Cir. 2013) (“Any ambiguities are construed
against removal and in favor of remand to state court.”). A district court is required to remand the
case to state court if, at any time before final judgment, it determines that it lacks subject matter
jurisdiction. 28 U.S.C. § 1447(c).

Determining whether a case arises under federal law ordinarily turns on the well-pleaded
complaint rule. Aetna Health Inc. v. Davila, 542 U.S. 200, 207 (2004). Under the well-pleaded
complaint rule, a defendant may not remove a case to federal court unless the plaintiff’s complaint
establishes that the case arises under federal law. I4. Complete preemption, however, is an exception
to the well-pleaded complaint rule. Id. When a federal statute “wholly displaces the state-law cause of
action through complete preemption,” the state claim can be removed. 1d.

ERISA is one such federal statute with the “extraordinary pre-emptive power” to “convert(s|
an ordinary state common law complaint into one stating a federal claim for purposes of the well-
pleaded complaint rule.” Id. (quoting Metropolitan Life Ins. Co. v. Taylor, 481 U.S. 58, 65-66 (1987)).
Congress enacted ERISA “to provide a uniform regulatory regime over employee benefit plans” and
equipped ERISA with “expansive pre-emption provisions” to ensure that the regulation of
employee benefit plans would be “exclusively a federal concern.” Id. at 208. Any state-law cause of
action that “duplicates, supplements, or supplants the ERISA civil enforcement remedy conflicts
with the clear congressional intent to make the ERISA remedy exclusive and is therefore pre-
empted.” Id. State-law causes of action that implicate ERISA’s civil enforcement provisions are
therefore “necessarily federal” and removable to federal court. Id.

ERISA’s civil enforcement scheme is stated in § 502(a) of the Act. Section 502(a)(1)(B)
provides that a civil action may be brought by a participant or beneficiary “to recover benefits due to

him under the terms of his plan, to enforce his rights under the terms of the plan, or to clarify his
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rights to future benefits under the terms of the plan.” ERISA § 502(a)(1)(B), 29 U.S.C. §
1132(a)(1)(B). State-law claims that are within the scope of § 502(a)(1)(B) are completely preempted
by ERISA and removable to federal court. Lone Star OB/ GYN Assocs. v. Aetna Health Inc., 579 F.3d
525, 529 (5th Cir. 2009). In Davila, the Supreme Court articulated the test for determining whether
ERISA completely preempts a non-federal cause of action. 542 U.S. 200 at 210. Under Davila, a
party’s state-law claim falls within the scope of § 502(a)(1)(B) and is therefore completely preempted
if: (1) an individual could have brought his claim under § 502(a)(1)(B), and (2) there is no
independent legal duty that is implicated by defendant’s actions. Id. As the party seeking removal on
the basis of ERISA preemption, the Defendants bear the burden of satisfying this two-part inquiry.
See Lone Star OB/ GYN Assocs., 579 F.3d at 528 (“The patty seeking removal bears the burden of
showing that federal jurisdiction is proper” and “the district court may not remand if the defendant
demonstrates the presence of a substantial federal claim, e.g., one completely preempted by
ERISA.”).
ITI. DISCUSSION

Upon examination of the Plaintiffs’ original petition, the state statutes upon which their state
law claims are based, the various health plan documents, and the parties’ briefing, the Court
determines that the Defendants have shown Plaintiffs’ claims fall within § 502(a)(1)(B) of the ERISA

statute and are therefore preempted.

A. Whether plaintiffs could have brought this action under ERISA

The first part of the Davila inquiry requires the Court to determine whether Plaintiffs could
have brought their claims under § 502(a)(1)(B). Aetna Health Inc. v. Davila, 542 U.S. 200, 210 (2004).
In other words, the Court must determine whether Plaintiffs have standing to sue under the ERISA
statute. Spring E.R., LLI.C v. Aetna Life Ins. Co., No. CIV.A. H-09-2001, 2010 WL 598748, at *2 (S.D.

Tex. Feb. 17, 2010).
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ERISA confers standing on plan “participants” and “beneficiaries.” 29 U.S.C. § 1132 (“A
civil action may be brought by a participant or beneficiary . . . to recover benefits due to him under
the terms of his plan, to enforce his rights under the terms of the plan, or to clarify his rights to
future benefits under the terms of the plan”). While a health care provider does not have
independent standing to recover benefits under an ERISA plan, a health care provider has derivative
standing to sue under ERISA upon a valid assighment of plan benefits. Dallas Cty. Hosp. Dist. ».
Associates’ Health & Welfare Plan, 293 F.3d 282, 285 (5th Cir. 2002).

Here, Plaintiffs have derivative standing to sue under ERISA as assignees of plan benefits.'
(Resp., Dkt. 16, at 3). In their original petition, Plaintiffs state that they “received an assignment of
the insured’s benefits from each patient” and that they filed claims for such benefits with the
Insurance Companies “as the insured’s assignee[s].” (Orig. Pet., Dkt. 1-3, at 11). Thus, standing
considerations do not bar Plaintiffs from pursuing a remedy under ERISA.

While Plaintiffs do not dispute that they have derivative standing to sue under ERISA, they
nevertheless contend that they could not have brought their claims pursuant to § 502(a)(1)(B)
because they are not seeking the payment of wrongly-denied ERISA plan benefits. (Mot. Remand,
Dkt. 12, at 2). Instead, Plaintiffs argue that the Defendants reimbursed them for the emergency
services provided to Plan members below the usual and customary rate required under Texas law.
(Orig. Pet., Dkt. 1-3, at 9). That is, Plaintiffs contend, “the claims at issue involve no questions of

whether the claim is payable; rather, they involve only the issue of whether the Insurance Companies

! Plaintiffs do not dispute that they seek payment for emergency care rendered to patients insured by
Defendants. (Orig. Pet., Dkt. 12, at 4 (“From January 2016 to September 2018, Plaintiff Doctors provided
emergency medical services to thousands of the Insurance Companies’ members.”)). And Plaintiffs do not
contest that at least some of the insurance plans at issue include ERISA-governed plans. (Not. Removal, Dkt.
1, at 2-3); Mot. Remand, Dkt. 12, at 2). Instead, Plaintiffs assert that their right to payment arises from Texas
law, not the terms of an ERISA-governed health plan. (Id. (“The central issue in this case is whether the
Insurance Companies are violating Texas law by reimbursing Plaintiff Doctors at unlawfully inadequate
rates.”)).
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paid the claim at the required usual and customary rate.” (I4.). Therefore, Plaintiffs aver, their claims
“concern the rate of payment, not the right to payment.” (Mot. Remand, Dkt. 12, at 7). This
distinction matters, say Plaintiffs, because courts have routinely held #hat right to payment cases
“sometimes are preempted by ERISA” because they involve a benefits determination under the
Plans, while rate of payment cases are not preempted by ERISA because they merely “implicate the
sufficiency of the rate of payment.” (Pls.” Reply, Dkt. 17, at 2 (citing Lone Star OB/ GYN Assocs. V.
Aetna Health, Inc., 579 F.3d 525, 532 (5th Cir. 2009) (“Whete, however, a medical service is
determined to be covered and the only remaining issue is the proper contractual rate of payment,
coverage and benefit determinations are not implicated and the claims are not preempted.”)).

The rate of payment/right to payment distinction is inapplicable here. In cases where the
Fifth Circuit has made such a distinction, the healthcare providers seeking reimbursement had
negotiated separate provider agreements specifying a contractual rate of reimbursement. See, e.g.,
Lone Star OB/ GYN Assocs., 579 F.3d at 530. For example, in Lone Star OB/ GYN Assocs., the
principal case relied upon by Plaintiffs, Lone Star OB/GYN Associates (“Lone Star”) had a
provider agreement with Aetna Health Inc. (“Aetna”), an administrator of employee welfare benefit
plans regulated by ERISA. Id. at 528. The provider agreement between Lone Star and Aetna
established the rate of payment Aetna was required to pay Lone Star for treating its plan members.
Id. at 530. In calculating the amount of reimbursement owed to Lone Star for treating its plan
members, Aetna would first determine the reimbursement rate under the Aetna Market Fee
Schedule for each medical procedure performed by the doctor and then pay Lone Star “the fixed
percentage (set out in the Provider Agreement) of that amount.” Id. Lone Star argued that “mere
consultation of an ERISA plan [was| not enough to bring the claims within the scope of § 502(a).”

Id. The Court agreed and clarified that a claim implicating “the raze of payment as set out in the
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Provider Agreement, rather than the 7igh# to payment under the terms of the benefit plan, does not
run afoul of Davila and is not preempted by ERISA.” Id. (emphasis in original).

The Court went on to hold that Lone Star’s “claims for underpayment under the Provider
Agreement, which do not implicate coverage determinations under the terms of the relevant plan,
are not preempted under ERISA.” Id. at 533. Because the Fifth Circuit could not determine from the
record which claims Aetna partially paid because it denied the service for lack of coverage under the
plan and which claims it partially paid because it erroneously calculated the contractual rate of
reimbursement under the Provider Agreement, the Fifth Circuit remanded to the district court “to
determine whether any of the payment claims submitted by Lone Star implicate a coverage
determination under the plan and thus a federal issue under ERISA.” Id.

Here, there is no independent provider agreement between Plaintiffs and Defendants with a
fee schedule separate from the ERISA plan. As Defendants rightly note, “Plaintiffs are out-of-
network providers who have no contract with Defendants and no agreed-upon rate of payment.”
(Resp., Dkt. 16, at 7). Instead, Plaintiffs secured assignments of ERISA benefits from insured
patients and filed claims for such benefits with the Defendants “as the insured’s assignee.” (Orig.
Pet., Dkt. 1-3, at 11). Plaintiffs’ right to reimbursement flows derivatively from each insured’s rights
under the terms of their insurance plans—and Plaintiffs do not dispute that the Plans at issue are
ERISA-governed plans. Any alleged underpayment of claims necessarily arose from a benefits
determination under the Plans at issue rather than “an error in calculating the contractual rate”
specified in an independent provider agreement. Lone Star, 579 F.3d at 533. Absent an independent
provider agreement with a separate fee schedule, both the right to payment and the rate of
reimbursement would depend on the terms of the ERISA plan.

Because Defendants have shown that Plaintiffs have derivative standing to sue as assignees

of plan benefits, Defendants have sufficiently demonstrated that Plaintiffs could have brought their
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claims pursuant to § 502(a)(1)(B). Moreover, the right to payment/rate of payment distinction
asserted by Plaintiffs does not apply here because Plaintiffs were out-of-network providers who
never negotiated a separate provider agreement with Defendants with an agreed-upon rate of
payment. See Lone Star OB/ GYN Assoc., 579 F.3d at 530-32. Having found that the Plaintiffs could
have brought their claims under the first Davila prong, the Court will now proceed to the next step
of the analysis—whether Texas law creates a legal duty “independent” of the ERISA plans at issue.
542 U.S. 200 at 210.

B. Whether Texas law creates a right to reimbursement independent of the ERISA-
regulated plans.

Under Davila’s second prong, a cause of action is completely preempted by ERISA “where
there is no other independent legal duty that is implicated by a defendant’s actions.” Id. Therefore,
the Court must determine whether Plaintiffs are “in fact suing under obligations created by the plan
itself, or under obligations independent of the plan and the plan member.” Spring E.R., LLL.C, 2010
WL 598748, at *5. If one of Plaintiffs’ claims does not rest on an independent legal duty under
Texas law, the Court may not remand. Giles v. NYLCare Health Plans, Inc., 172 F.3d 332, 337 (5th Cir.
1999) (“If the plaintiff moves to remand, all the defendant has to do is demonstrate a substantial
federal claim, e.g., one completely preempted by ERISA, and the court may not remand.”).

Plaintiffs assert state-law and common-law causes of action that they contend create an
independent legal duty under Texas law requiring insurers to “reimburse out-of-network providers
of emergency medical services at the usual and customary rate (i.e. the general prevailing cost of a
service within a geographic area.)” (Mot. Remand, Dkt. 12, at 8). Specifically, Plaintiffs assert claims
for violations of the Texas Insurance Code and the Texas Prompt Pay Act, as well as claims for
quantum meruit and declaratory relief. (Compl., Dkt. 1-3, at 9-13). Reprising their right to
payment/rate of payment argument, Plaintiffs contend their causes of action “involve no questions

of whether the claim is payable; rather, they involve only the issue of whether the [Defendants| paid

8

PA000282



Case 1:19-cv-00548-RP Document 18 Filed 12/10/19 Page 9 of 11

the claim|[s] at the required and customary rate” under Texas law. (Id.). While causes of action
implicating the right to payment would trigger ERISA preemption, Plaintiffs maintain their state-law
and common-law causes of action solely implicate the rate of payment guaranteed under Texas law,
a duty independent of ERISA. (Mot. Remand, Dkt. 12, at 6).

Plaintiffs’ causes of action do not implicate legal duties independent of ERISA; rather
Plaintiffs’ claims for reimbursement hinge on the terms of the ERISA-governed plans. Plaintiffs
concede that Defendants determined all the claims at issue to be payable. (Pls.” Reply, Dkt. 17, at 1—
2). As Defendants rightly note, “Plaintiffs have no provider agreements with Defendants and no
other contractual basis on which they were entitled to seek reimbursement from Defendants.”
(Resp., Dkt. 16, at 10). Any potential liability for underpayment would therefore derive entirely from
the rights and obligations encompassed within the terms of the benefit plans at issue. While the
Texas statutes cited by Plaintiffs state rules for reimbursement of emergency care by non-network
providers, these statutes still link reimbursement to either a plan’s terms or a separate provider
agreement, which Plaintiffs—as out-of-network providers—have not negotiated. See, e.g, Tex. Ins.
Code § 1301.155 (“If an insured cannot reasonably reach a preferred provider, an insurer shall
provide reimbursement for the following emergency care services at the usual and customary rate or
at an agreed rate and at the preferred level of benefits until the insured can reasonably be expected to
transfer to a preferred provider”) (emphasis added). As assignees of plan benefits, Plaintiffs’
reimbursement claims are not based on Texas law; they are inextricably linked to the reimbursement
obligation set forth in the plans’ terms.

ERISA completely preempts Plaintiffs’ quantum meruit claim for similar reasons. Plaintiffs
contend they are entitled to recover in quantum meruit because the Defendants “received the
benefit of having its healthcare obligations to its plan members discharged and their enrollees

received the benefit of the emergency care provided to them by Plaintiff Doctors.” (Orig. Pet., Dkt.
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1-3, at 13). But under Texas law, recovery under a quantum meruit theory is “based upon a promise
implied by law to pay for beneficial services rendered and knowingly accepted.” Leasehold Expense
Recovery, Inc. v. Mothers Work, Inc., 331 F.3d 452, 462 (5th Cir. 2003) (quoting Black 1ake Pipe L ine v.
Union Const. Co., Inc., 538 S.W.2d 80, 86 (Tex. 1976)). The implied promise to reimburse Plaintiffs
for emergency care arises from the terms of each patient’s insurance plan. Determining “the
reasonable value of services rendered” would hinge on an analysis and interpretation of Plaintiffs’
entitlement to benefits under the Plans’ terms. Id.

Plaintiffs insist that because they are “seeking reimbursement for approved claims at the
usual and customary rate guaranteed to them by Texas law” rather than denied benefits, their
quantum meruit claim does not depend on the implied agreement to pay benefits captured by the
plans’ terms. (Pls.” Reply, Dkt. 17, at 2). But Defendants only received the benefit of emergency care
for their plan members that was covered under their enrollees” ERISA-governed healthcare plans.
Spring E.R., LLL.C, 2010 WL 598748, at *6. Defendants therefore accepted the benefit of Plaintiffs’
emergency care according to the terms of their enrollees’ plans. The rate of reimbursement for the
benefit of such service would therefore turn on the reimbursement obligations under the ERISA
plans held by the insured patients. Plaintiffs—having provided emergency care in accordance with
the Plans’ terms—would be entitled to the rate of reimbursement specified in the Plans, no more
and no less. Plaintiffs’ quantum meruit claim is therefore preempted.

Defendants have demonstrated that Plaintiffs (1) could have brought their claims pursuant
to ERISA’s civil enforcement scheme and that (2) at least one of Plaintiffs’ state-law claims does not
rest on a legal duty independent of ERISA. Davila, 542 U.S. 200 at 210. Therefore, the Court need

not reach the question of whether Plaintiffs’ Prompt Pay Act claim or other Insurance Code claims

10
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are also preempted by ERISA.” Because Defendants have shown that ERISA completely preempts
at least one of Plaintiffs’ claims, this Court cannot remand this action.
IV. CONCLUSION
For these reasons, IT IS ORDERED that Plaintiffs’ Motion to Remand, (Dkt. 12), is

DENIED.

SIGNED on December 10, 2019.

R

ROBERT PITMAN
UNITED STATES DISTRICT JUDGE

2 Defendants need only demonstrate that one of Plaintiffs’ stated claims is completely preempted by ERISA,
as federal question jurisdiction requires only one “substantial federal claim, e.g., one completely preempted by
ERISA.” Giles, 172 F.3d at 337. So long as the Court has proper removal jurisdiction over one federal claim,
“it may exercise supplemental jurisdiction over any remaining state law claims.” Id. Thus, the Court need not
analyze each of Plaintiffs’ state-law claims to determine whether they present an independent legal duty. Id.
The Court does note that the cases cited by Plaintiffs for the proposition that their Texas Prompt Pay Act
claim rests on an independent duty precluding removal jurisdiction are inapposite because they involve either
separate provider agreements or common-law misrepresentation claims, neither of which are present here. See
Lone Star, 579 F.3d at 532 (holding that claims for underpayment under a separately-negotiated provider
agreement brought pursuant to the Texas Prompt Pay Act that did not implicate coverage determinations
were not preempted by ERISA); Kindred Hosps. Ltd. Pship v. Aetna Life Ins. Co., No. 3:16-CV-3379-D, 2017
WL 2505001, at *7 (N.D. Tex. June 9, 2017) (holding that plaintiffs’ common-law misrepresentation claim
based on an insurance company’s pre-admission representations about coverage and claim for breach of an
independent provider agreement were not completely preempted).
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