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IN THE UNITED STATES DISTRICT COURT
FOR THE MIDDLE DISTRICT OF PENNSYLVANIA

UNITED STATES OF AMERICA

Plaintiff, :
v. . CIVILNO.. 2.)7- (Vv -1193

RICHARD C. ANGINO, ESQUIRE,

ANGINO LAW FIRM, P.C. f/k/a
Angino & Lutz P.C. f’k/a

Angino & Rovner, P.C., and : FILED
: SCRANTON
GLORIA TROSTLE, as Administratrix:
of the ESTATE OF DAVID A. : JUL -7 2017
TROSTLE :
Defendants. : PER'%W
COMPLAINT

1. This is a civil action by the United States of America for
declaratory judgment and money damages to recover amounts due and
owing to the Centers for Medicare & Medicaid Services (“CMS”), a
component of the United States Department of Health & Human
Services, by virtue of charges the Medicare program paid on behalf of
beneficiary David A. Trostle, but for which the Medicare program was

not ultimately responsible.
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PARTIES

2.  Plaintiff is the United States of America.

3. Defendant Richard C. Angino, an attorney, represented Mr.
Trostle in the matter entitled David A. Trostle And Gloria L. Trostle v.
Bloomfield Pharmacy, Inc., et al.,” No. 2013-527 in the Perry County
Court of Common Pleas of Pennsylvania. Defendant Angino’s office is
located at 4503 North Front Street, Harrisburg, PA 17110-1799.

4. Defendant Angino Law Firm, P.C. is the current employer of
Defendant Richard C. Angino and is located at 4503 North Front Street,
Harrisburg, PA 17110-1799. Defendant Angino Law Firm, P.C. was
formerly known as Angino & Lutz, P.C. (as of 2014) and Angino &
Rovner, P.C. (1983-2014). Defendant Angino and the defendant law
firms will be referred to herein as the Angino Defendants.

5.  Defendant Gloria L. Trostle is the Administratrix of the

estate of David A. Trostle. !

1 Upon information and belief, Mr. Trostle’s death was unrelated

to the third-party payments at issue in this matter.
2
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JURISDICTION AND VENUE
6.  This Court has jurisdiction pursuant to 28 U.S.C. § 1345, 42
U.S.C. § 1395y(b)(2), and 42 C.F.R. Part 411. Venue is proper under 28
U.S.C. § 1391(b)(2), because a substantial part of the events giving rise

to the claim in this action occurred in this District.

RELEVANT MEDICARE STATUTORY AND
REGULATORY PROVISIONS

7.  The Medicare program, which was enacted in 1965, is a
federally funded program of health insurance for the aged, the disabled,
and persons suffering from end stage renal disease. 42 U.S.C. §§ 1395 —
1395111 (the Medicare Act). The Secretary of HHS (the Secretary),
acting through the Administrator of the CMS, has overall responsibility
for the program.

8. In 1980, Congress enacted the Medicare Secondary Payer
statute (MSPS), which requires insurers to make the primary payment
for services rendered to Medicare beneficiaries, leaving the Medicare

program to provide benefits only as a “secondary” payer. See 42 U.S.C.

§ 1395y(b).
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9. The MSPS uses two mechanisms to protect Medicare funds
and ensure that Medicare is the secondary payer. First, it prohibits
Medicare from making payments for covered medical items and services
if payment has already been made or can reasonably be expected to be
made by another source, or “primary plan,” such as the insurers that
paid the settlement in this case. See 42 U.S.C. § 1395y(b)(2)(A)(ii).
Second, when a primary plan cannot be expected to make payment
promptly, the MSP provisions permit Medicare to pay — but conditions
those payments on reimbursement after the primary plan makes
payment. 42 U.S.C. § 1395y(b)(2)(B)(1). The payments Medicare makes
in these circumstances are referred to as Conditional Payments.

10. Medicare has a right to recover Conditional Payments from
either the primary plan or an entity that received payment from a
primary plan. Such entities include beneficiaries and attorneys who
represent them. 42 U.S.C. § 1395y(b)(2)(B)(1i); 42 C.F.R. § 411.24(g).

11. After a beneficiary reports a settlement to Medicare, the
agency responds with notification of the amount of reimbursement due.

See e.g., Exhibit 1, CMS’s Initial Determination dated August 14, 2014.

4
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A beneficiary dissatisfied with Medicare’s determination has the right
to request a redetermination from the contractor who made the initial
determination, then a reconsideration by a Qualified Independent
Contractor (QIC), followed by a hearing before an Administrative Law
Judge (ALJ), and a request that the Medicare Appeals Council (MAC)
review the ALJ decision. 42 U.S.C. § 1395ff(b) and (¢); 42 C.F.R.

§§ 405.940, 405.960, 405.1000, 405.1100. An individual must obtain a
decision from the MAC before suing Medicare in federal district court.
42 C.F.R. §§ 405.1130, 405.1136; 42 U.S.C. § 405(g). If an individual
fails to timely appeal at any level of review, the most recent agency
decision becomes binding. Seee.g., 42 C.F.R. §§ 405.958, 405.978,
405.1048, 405.1130.

FACTUAL ALLEGATIONS

12. On or about July 8, 2011, upon information and belief, a
pharmacy dispensed the incorrect drug to Mr. Trostle, causing him to
suffer lithium toxicity, which put him in a coma for two weeks and
required a 66-day stay in various hospitals. Medicare paid $84,353.00

of the related medical charges.
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13. In March 2013, the Angino Defendants informed Medicare
that Mr. Trostle was pursuing a third-party claim related to the lithium
toxicity, and asked Medicare to identify medical charges related to his
injuries. Exhibit 2, Correspondence from Agino-Rovner dated March
28, 2013.

14. CMS responded with an interim amount of Conditional
Payments of $725.00, and subsequently announced a second interim
amount of $1,212.00. Exhibit 3, CMS Correspondence dated May 20,
2013, at 5; Exhibit 4, CMS Correspondence dated May 22, 2014, at 5.
On both occasions, CMS informed Mr. Trostle that if the case involved
ingestion, which Mr. Trostle’s case did, the interim amount stated was
incorrect, and requested that Mr. Trostle contact Medicare.

15. Upon information and belief, the Angino Defendants knew or
should have known that Medicare paid more than $1,212.00 for the 66
days Mr. Trostle spent in the hospital related to the lithium toxicity.

16. The Angino Defendants proceeded to settlement of the
personal injury case without contacting Medicare to determine whether

the Conditional Payment amounts noted in CMS’s letters were
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accurate. The parties settled the claims for $225,000.00.

17. When the Angino Defendants reported the settlement,
Medicare performed a further review of its paid claims, and identified
$84,353.00 in medical charges related to the lithium toxicity. Exhibit 1,
CMS’s Initial Determination, dated August 14, 2014, at 7. Medicare
reduced its claim by its share of the attorneys’ fees and, in a letter dated
August 14, 2014, notified the Angino Defendants and Mr. Trostle that it
was due $53,295.00 from the settlement proceeds. Id. at 1. Medicare
indicated that payment was due in 60 days.

18. Medicare’s letter explained how to appeal Medicare’s
determination. Id. at 3-4, 12,

19. The Angino Defendants responded to Medicare’s letter by
arguing that Mr. Trostle was required to pay only $1,577.00. Exhibit 5,
Trostle’s Request for Redetermination, dated August 26, 2014.
Medicare interpreted this letter as a request for redetermination — the
first level of the administrative review process. 42 C.F.R. §§ 405.940 —

405.958.
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20. Medicare considered Mr. Trostle’s appeal and denied it,
informing the Angino Defendants and Mr. Trostle of its redetermination
decision. Exhibit 6, CMS’s Redetermination Decision, dated October 15,
2014 at 1. Again, Medicare explained how to appeal the decision,
notifying Mr. Trostle that he had 180 days, or until April 18, 2015, to
write to Maximus Federal Services (“Maximus”), the Qualified
Independent Contractor, to appeal the agency’s decision. Id. at 1-2.

21. Defendants failed to file a timely appeal to Maximus.
Consequently, the agency’s redetermination decision became binding on
Mr. Trostle. 42 C.F.R. § 405.958.

22. To date, this debt has not been paid.

23. Upon information and belief, Defendant Trostle or the
Angino Defendants received payment of $225,000.00 from the primary
plans. The MSPS and its implementing regulations therefore authorize
the United States to recover the amount due Medicare from the
Defendants. 42 U.S.C.A. § 1395y(b)(2)(B); 42 C.F.R. § 411.24(g).

24. Because this debt has not been repaid within the required

sixty-day time period, CMS is also entitled to receive interest on this
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debt under 42 U.S.C. §1395y(b)(2)(B) and 42 C.F.R. § 411.24(m)(2). The
rate of interest accruing on this debt is 9.625% per year as provided for
under 42 C.F.R. § 405.378(d) and CMS’s Initial Determination dated
August 14, 2014. Exhibit 1 at 4, § V.

25. Moreover, because the United States has expended litigation
costs because the Angino Defendants and Defendant Trostle have
opposed recovery of this debt, the United States will not pay its share of
the attorney’s fees and costs. Instead, in accordance with 42 C.F.R.

§ 411.37(e)(1), the principal amount of the debt is now the Conditional
Payment amount of $84,353.00.
CAUSES OF ACTION
COUNT ONE

(Recovery of Medicare Secondary Payments 42 U.S.C.
§ 1395y(b)(2)(B); 42 C.F.R. § 411.24(g))

26. The United States brings this cause of action against all
Defendants under the Medicare laws and regulations. 42 U.S.C.
§ 1395y(b)(2)(B); 42 C.F.R. § 411.24(g).

27. As detailed more fully in the allegations set forth above,

which are incorporated herein, the Defendants are liable for a

9
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Conditional Payment amount of $84,353.00, plus interest at the rate of
9.625% from August 14, 2014.

WHEREFORE, the United States of America respectfully requests
that the Court (1) enter judgment in its favor declaring that the United
States is entitled to reimbursement from Defendants for the medical
charges Medicare paid on behalf of David Trostle related to the lithium
toxicity he experienced in July 2011, as alleged hereinabove, (2) enter
judgment in its favor in the amount of $84,353.00 plus interest at the
rate of 9.625% from August 14, 2014, and (8) award such other relief as
the Court may deem appropriate, including, but not limited to, costs.
Dated: July 7, 2017 Respectfully submitted,

BRUCE D. BRANDLER
United States Attorney

/s D. Brian Simpson
D. BRIAN SIMPSON

Assistant U.S. Attorney
Attorney I.D. No. OH 0071431
U.S. Attorney’s Office

228 Walnut Street, Suite 220
Harrisburg, PA 17108-1754
Phone: 717-221-4482

Fax: 717-221-2246

D.Brian.Simpson@usdoj.gov

10
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Of Counsel:

JEFFREY DAVIS
Acting General Counsel

JAN M. LUNDELIUS
Chief Counsel, Region III

NOREEN C. O'GRADY
Assistant Regional Counsel

ERIC WOLFISH

Assistant Regional Counsel

Office of the General Counsel, Region II1
Department of Health and Human Services
Suite 418

150 S. Independence Mall West
Philadelphia, PA 19106-3499

11
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August 14, 2014

94 25P 1.1
*SISNGLP RORS4 T2 P2 PC:TF 414700
DAVIL A TROSTLE

RE: Beneficiary Name:
Medicare Number:
Case Identification Number:
Date of Incident: July 08, 2011
Demand Amount: £53,295.14

TROSTLE, DAVID A

Dear DAVID A TROSTLE:

Please note that if we know that you have an attorney or other individual representing you
in this matter, we are sending him/her a copy of this letter. If you have an attorney or
other representative for this matter and his/her name is not shown as 4 “cc” at the end of
this letter (indicating that he/she Is receiving a copy), please contact us tmmediately. If you
have any questions regarding this letter and are represented hy an attorney or other
individual in this matter, you may wish to talk to your representative and make sure that
he/she has recetved a copy of this letter before contacting us.

SGLDBLNGHP

NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113
Page 1 of 11

'#0291422000004W@§hibn 1
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(Page 14 of 23

L COBR

We are wriling to you because we leamed that you have made a Jiability claim relating 10 an
accident, illness. injury, or incident occurring on or about July 08, 2011 and obtained a recovery.
We have determined that you are required 10 repay the Medicare program $53,295.14 for the cost
of medical care it paid relating to your liability recovery, (The term “recovery™ includes a
settlement, judgment, award, or any other type of recovery.)

Please read this entire letier, as it contains important information, including:

¢ An explanation of why vou need to repay Medicare and the way we determined the
amount you are required to repay (Parts [ and I1);

+ Instructions for repaying Medicare if you agree that there has been an overpayment and
accept the amount we have determined you owe. (Part HIY;

¢ Instructions for requesting waiver of recovery (for the full or a part of the amount of this
demand) or appeal (if you disagree that an overpayment exists or with the amount of the
overpayment we have determined you owe). (Part IV}, Please note that Medicare will
not initiate anv recovery action while your request for waiver of recovery or appeal is
pending.

» Interest charges that apply if you do not repay Medicare within sixty (60) days from the
date of this letter and certain actions Medicare may decide to take if you fail to repay the
amount you owe (Part V),

e Whom vou should contact if you have questions about this letter (Part V).

1. Why am I required to repay Medicare?

You are required to repay Medicare because Medicare paid for medical care you received related
to your liabilityrecovery. The Medicare Secondary Payer (MSP) law allows Medicare to pay for
medical care received by a Medicare beneficiary who has or may have a [liability claim.

However, the law also requires Medicare to recover those payments if payment of a liability
settfement. judgment, recovery, or award has been or could be made.  Congress passed the MSP
law because it wanted to maké sure that the:Medicare Trust Funds would have enough money to
pay for medical care that beneficiariesmay need in the future. Congress decided that, if a liability
recovery was available to pay for a Medicaré beneficiary’smedical care, then that money should
be used to pay for the care and any amounts already paid by Medicare should be refunded to the
Medicare Trust Funds.

If vou would like to read the MSP Jaw, you can find it in Title 42 of the United States Code,
Section 1395y(b)2). You can also find the regulations that explain how the Medicare program
recovers amounts it is owed under the MSP law in Title 42 of the Code of Federal Regulations,
beginning at Section 411.20. You can also leam more about how the MSP law works by
contacting your local Social Security office or by visiting www.medicare. gov

SGLDBLNGHP

NGHP PO BOX 138832  OKLAHOMA CITY, OK 73113
Page 20f 11
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I1. How did Medicare decide how much money I owe?

The Medicare program paid $84,353.11 for medical care related to your liabilityrecovery. We
have enclosed a list of the payments Medicare made refated to your recovery with this letter. The
Medicare program generally reduces the amount a Medicare beneficiary is required to repay to
take into account the costs (such as attomey’s fees) paid by the beneficiary to obtain his or her
liability recovery. You can find the formula we use to decide how much the amount of this
reduction should be at 42 C.F.R, sub-section 411.37. We have applied the formula and
determined that the amount you owe Medicare is $53,295.14,

This letter relates only 1o money paid from your cusrent recovery. If, in the future, you receive
additional money from this hiability recovery, or any other liability recovery, vou must let us know.

IIL If 1 accept this determination, how do I repay Medicare what | owe?

As stated, Medicare has calculated an overpayment of $53,295.14, with repayment requested
within sixty (60) days of the date of this letter. August 14, 2014. Please send a check or money
order for $53.295.14, made payable to Medicare, to us at the address listed at the end of this
letter. Please make sure lo include your name und Medicare number on the check or money
order and include a copy of this letter with your payment.

The amount requested in this letter may not include payments received prior to the issuance of
this demand letter dated August 14, 2014, Upon issuing a check, please deduct previous
payments made to the Benefits Coordination & Recovery Center (BCRC) for the above
referenced debt.

Please continue rcading for information regarding your rights with respect to this overpayment
and what happens if vou do not repay Medicare timely (including the accrual and assessment of

interest).

IV. What rights do I have if [ disagree with the amount this letter says 1 owe or think that 1
should not have to repay Medicare for some other reason?

Right to Request a Waiver--You have the right to request that the Medicare program waive
recovery of the amount you owe in fullor in part. Your right to request a waiver is separate from
your right to appeal our determination, and you may request both a waiver and an appeal at the
same time. The Medicare program may waive recovery of the amount you owe if you can show
that you meet both of the following conditions:

1. This overpayment (for purposes of requesting waiver of recovery, the amount you
owe is considered an overpayment) was not your fault, because the information you

SCGLDBLNGHP

- "\HOMA CITY, OK 73113
NGHP PO BOX 138832 OKLAHOMA CITY, OK Page 3of 11

RN

'4020142200000400@%5“ 1
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gave us with your claims for Medicare benefits was correct and complete as far as you
knew: and when the Medicare payment was made, you thought that it was the right
payment,

AND

2. Paying back this money would cause financialhardship or would be unfair for some
other reason.

If you believe that both of these conditions apply to vou, you should send ux a letter that explains
why vou think vou should receive a waiver of recovery of the amount vou owe. If vou request a
waiver, we will send you a form asking for more specific information about your income, assets,
expenses, and the reasons why you believe you should receive a waiver. Medicare will not initiate
any recovery action while your request for waiver is pending. If we are unable to grant your
request for a waiver, we will send you a letter that explains the reason(s) for our decision and the
steps you will need to follow to appeal that decision if it is less than fully favorable to vou.

Right to Appeal- You also have the right 10 appeal our determination if you disagree that you
owe Medicare as explained in Pant I of this letter, or if you disagree with the amount that you owe
Medicare ($53,295.14) as explainedin Part 11 of this letter. Fo file an appeal, you should send us
a letter expiaining why you think the amount you owe Medicare is incorrect and /or any reason(s)
why vou disagree with our determination. Medicare will not initiate any recovery action while
vour appeal request is pending. Once we receive your request, we will decide whether our
determination that you must repay Medicare $53.295.14 is comrect and send vou a letter that
explainsthe reasons for our decision. Our letter will also explain the steps you will need to follow
to appeal that decision if it is less than fully favorable to you.

You have 120 days from receipt of this letter August 14, 2014 to file an appeal. We must assume
that you received this letter within five (3) days of the date of the letter August 14, 2014unless
vou fumish us with proof of the contrary.

If you do not already have an attorney or other representafive and vou want help with your
request for waiver or appeal. you can have a friend, lawyer, or someone else help you. Some
lawyers do not charge unless you win your case.  There are groups, such as lawyer referral
service that can help you find a lawyer, There are also groups, such as legal aid services, that will
provide free legal services if you qualify.

V. What happens if I do not repay Medicare the amount 1 owe?

If you do not repay Medicare in full by October 12, 2014, you will be required to pay interest on
any remaining balance, from the date of this letter, at a rate of 9.625% per ycar as determined by

SGLDBLNGHP

NGHP PO BOX 138832 OKLAHOMACITY, OK 73113
Page 4 of 11
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federal regulation If the debt is not fully resolved within 60 days of the date of this letter, interest
is due and payable for cach full 30 day period the debt remains unresolved. By law, all payments
are applied o interest first, principal second. You can find the regulation that explains interest
charges at 42 C.F.R., sub-section 411.24(m).

I

It you choose to appeal this determination or request a full or partial waiver of recovery, you may
wish to repay Medicare the full amount or the amount you believe you owe within sixty (60) days
of the date of this letter 1o avoid the assessment of interest. Interest accrues on any unpaid
balance, which may include any amount you are determined to owe once a decision is reached on
vour request for waiver of recovery or appeal. If you receive a waiver of recovery or if you are
successful in appealing our decision, Medicare will refund any excess amounts you have paid.
Medicare will not initiate any recovery action while vour request for waiver or appeal is pending.

If vou can’t repav Medicare in one payment, you may ask us to consider whether to allow you to
pay in regular instaliments. If you make installment payments, you should be aware that your
payments will be applied to any interest due first and then to the outstanding principal amount.

The provisions of the Debt Collection Improvement Act of 1996 apply to Medicare debt.
Recovery actions may include collection by Treasury offset against any monies otherwise payable
to the debtor by any agency of the United States (for example, tax refunds or federal benefits),
among other collection methods. If Medicare intends to take collection action (including referral
to Treasury), vou will be provided with appropriate notice. This notice will include information
concerning appropriate steps to avoid such actions.

V1. Who should I contact if [ have questions about this letter?

If vou have any questions concerning this matter, please call the BCRC at 1-855-798-2627
(TTY/TDD: 1-855-797-2627 for the hearing and speech impaired) or you may contact us in
writing at the address below. If you contact us in writing, pleasc be sure to include the
beneficiary'sname, Medicare Health Insurance Claim Number (this is the number found on the
beneficiary”s red, white and blue Medicare card). and the daie of the incident. Providing us with
this information will help us respond more quickly to any questions you may have.

NGHP
PO BOX 138832
OKLAHOMA CITY. OK 73113

NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SGL;:BL‘.\:(;H}I’
ge Sofl
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Sincerely,
BCRC

%)

L

CC: ANGINO & ROVNER, P.C.

Enclosure: Payment Summary Form

NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SGLDBLNGHP

Page 6 of 11
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Payment Summary Form

!

Repurt Number RMCAN .« 5.8
Contractor: NP Pate-  08/142014
Time: 06 0240
Page Tof 1
Beneticiary Name. TROSTLE, DAVID A Case (T e
Henclictary HICN - Case Typs: L - Linhikity
Date of Incident: DTN
Processing Totsl  Reimbursemert Conditlonal
TOS ICN Line ¥ Contractar Provider Name ’ From Dute  To Pute Charges Amnunt Paymens
$17821.33 8312422 $32424

» S - 12401 - - - $16.447.55 IR T

2N
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CMS

SENITS PEM SEENLENE b MEINCA MY

$80 19

Sum of Total Chargex:
Total Conditional Charges:

$£5502

$35.02

Page 11 of 11
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RicnARD C, ANGING NEIL J. ROVNER
Davio L. LuTz MicsareL E. Kosik

4503 NORTH FRONT STREET

HARRISSURG, PA 171101799 R % o
s . ICHARD A, SABLOCK A M, BeNue
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. MSPRC-NGHP . o -

Date-of Incident: -7/8/2011 S

To Whom it May Concern:~

Enclosed you will find the Proof Of Representation and Consent To Release. Our office represents Mr.

'i"fostie regarding his-injuries suffered on July-8,.2011 andwcamhernbysequesUBgaCondmnal Payment

Account Summary at this time. ~

If you have any ques

 Very truly yous,

~ Tiffany M. Herb, Paralegalto -
Attorney Rich Sadlock '

T RN

Enclosures
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Learn about your letter at www, msprc.in, CA1S,
®yvsprc O el ——
May 20, 2013
4603 | MB 0.405
SR AUTOMIXED AADC 720 R:4603 T:25 P:57 PC:3 F-150401
DAVID A TROSTLE
Hefghpostgufifbee |11} bgmrddrae EPRY Pruatpefadyy iy
il  Beneficiary Name: TROSTLE, DAVID A
Medicare Number: ~
Case Idemification Number:
Date of Incident: July 08, 2011

THIS IS NOT A BILL. DO NOT SEND PAYMENT AT THIS TIME.
Dear DAVID A TROSTLE:

If we know you have an aitorney or ather individual representing you in this matter, we are
sending him/her a copy of thiy letter. If you havé an amorney or other representative and
hisher name is not shown az a "cc® at the end of this letier (indicating that he/she is
receiving a copy), please contact us inmmedintely.

This letter follows a previous letter notifying you and your attorney or representative of
Medicars's priority right to recovery as defined under the Medicare Secondary Payer provision.
This means that you may be required o reimburse Medicare for medical expenses related to your
automobile, slip and fall, medical malpractice, or other type of lisbility claim.

As of the date of this letter, Medicare has identified $725.17 in conditional payments that we
belicve are associated with your claim. As an attachment to this letler, you will find & Payment
Summary Form, which lists claims that add up to this total,. Please notify ws in writing if you
believe that the claims listed are incorrect or inaccurate. Please alsg provide s description of your
injury. It helps us correct our records.

Mgmym“mm&rdmingmbmmmb@hmﬁmwaﬁw

MEDICARE SECONDAR 7 PAYER RECOVERY
CONTRACTOR

POBOX 138832

OKLAHOMA CITY, OK 73113

Exhibit 3
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CTS,

4% Leam about your letter at www.msprc.info  mmmmmT

non-trauma based injury, this condirional payment amours will need to be revised. Please

contact the MSPRC immediately. with a description of the injury so that we may associate the
approprinte claims with your cave. -

We-have posted- this conditional payment mformation under the "MyMSP" tab on the
WWW, m)medware gov website. The mformatton at www mvmedicare gov will be updated

Please be advised that the conditional payment amount listed above is an interim amount. We are

- still reviewing medical ¢laims related to your case--The conditional payment amount (includinga

zero “amount) is noCTa final"amourt. It will be updated once wereceive settlethent information
from you.

Ogtmn to Self-Calcuhte Your Flml Conditional Paymem Amount Prior to Settlement

It vou have experienced aphysicaltrauma based injury. can demonstrate that you have completed
treatment, and expect to receive a settlement of $25,000 or less, you may be able to participate in

" a new process that atfows youto cafculate your own FINAL conditional payment amount-prior to
s'.ttlemu.nl Please visit www.mspre.i nl"o for additional dclalls mcludmg chgltuluv criteria,

.....................

1) __ The settlement agreement from the third party payer showing the total amount of

the seitlement, signed and dated. AND

2) Your closmg statement reﬂectmg thz actual amount of the”anomev sfeesand cost
(excluding medical bills)

Questions or Concerns?

If you have questions about this letter, you may ;a!l thé \hdicé;e Seé&idan ‘lw’nay er ﬁe«.our) v
- Contractor (MSPRC) a1 1-866-677-7220. (TTY.TDD: 1-866-677-7294 for the. hearing and
speech impaired) or you may confact us in writing-at the addréss below, If you contsct us i

writing, please be sure to include the beneficiary'sname and Medicare health insurance claim
number.

MEDICARE SECONDARY PA\ hR RI:COVI‘.RY

| CONTRACTOR o %LLH?:Z‘;’:? .
PO BOX 138832 -

-~ OKLAHOMA CITY, OK 73L13....
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%

MSPRC

Sincerely.
MSPRC
 Enclosure: Payment Sulmnnry Form
—
i
¢
im . i
SR
S
.
= ]
]
SR
MEDICARE SECONDARY PAYER RECOVERY SGLLCPNGHP
CONTRACTOR R .o Page 3of%
PO BOX 138832
OKLAHOMA CITY, OK 73113 e e
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¢ MSPRC . awam aboutyc%ur le:tter at wwa ,._n.:- .;-cinfo ey

i

PaymentSminm#r:y Form

1

Report Number: RMUAM, 83 L £

Contmactor: . MEDICARE SECONDAR ¥ PAYER RECOVERY cq’}rrmcmk

TROSTLY, PAVID A Case ID;

; S e
ot Diwefladident | 07082011

YO8 ICN Liney Frocoving . Dingaais » I'm-i)au "fol)a{u

| Codes

Total  Helmbursenicnt Conditioal
Charges | Amount Payment

T 512600 3

2500 3150
S50 ST R
$1200 $32.9
$12500 | $31 W
$12500 53050
$125.00 §33 %8
$i2s 531 @

ol o088

$39 3R

$32.59
$32.%9
s
328y
X238
205
335 s

. Exhibk3
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® .. D Leam about your tetter at www.mspre. info __,,f___,’/
MSPRC | me——

7 o $125.00 g $3p%
| oot $339.00 . Mofe $0h.56
7 o0z TL00 $I5H 81 P
. sum of "qu! { 'l'nrgca - 51 2360[1 :
! Total Condiionsl Chamges: $725. 17
o
Page Sof S
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cms COBR

May 22, 2014

)

|

1949 1 MB 0.435
e ALTOMMINED AADC 720 R-1949 T:13 P:21 PC:3 F 387101

DAVID ATROSTLE

lyefyFpasl I"Mh'"'mI'li’"lll"'"'mll""'l!'hl""hl

Beneficiary Name: TROSTLE, DAVID A
Medicare Number:

Case Identification Number:
Date of Incident: July 08, 2011

THIS IS NOT A BILL. DO NOT SEND PAYMENT AT THIS TIME.

<P SLEZ00009TLYLOTYY.

HARERHIH

Dear DAVID A TROSTLE:

If we know you have an attorney or other individual representing you in this matter, we are
sending himher a copy of this letter. If you have an attorney or other representative and
his/her name is not shown as a "cc” al the end of this letter (indicating that he/she is
receiving a copy), please conlact us immediately.

This letter follows a previous letter notifying you and vour attomney or representative of
Medicare s prionity right to recovery as defined under the Medicare Sccondary Payer provision.
This means that you may be required to reimburse Medicare for medical expenses related to your
automobile. slip and fall, medical malpractice, or other type of liability claim.

As of the date of this letter, Medicare has identified $1,212.32 in conditional paymenis that we
believe are associated with your claim. As an attachment to this letter, vou will find a Payment
Summary Form, which lists claims that add up to this fotal. Please notify us in writing if you
believe that the claims listed are incorrect or inaccurate. Please also provide a description of vour
injury. It helps us correct our records.

Please note: If the underlying claim involves ingestion, exposure, implantation, or other

NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SGLLCPNGHP
Page 1 of §
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non-trauma based Injury, this conditional psyment amount will need to be revised. Please
contact the Benefits Coordination & Recovery Center (BCRC) immediately with a description
of the injury so that we may associate the appropriate claims with your case.

We have posted this conditional payment information under the "MyMSP" tab on the
www. mymedicare.gov website. The information at www.mymedicare gov will be updated
regularly with any changes or newly processed claims,

Please be advised that the conditional payment amount listed above is an interim amount. We are
still reviewing medical claims related to your case. The conditional payment amount (includinga
zero amount) is not a final amount. It will be updated once we receive seftlement information
from vou.

Option to Self-Calculate Your Final Conditional Payment Amount Prior to Settiement

.

= If you have experienced a physicaltrauma based injury, can demonstrate that you have completed
e (reatment, and expect to receive a settlement of $25,000 or less, you may be able to participate in
a new process that allows you to calculate your own FINAL conditional payment amount prior to

instructions on how and when to elect this option, and a special mailing address.

«¥5LBZ00009C3 LOZEY,

Your ' 2
If your case has settled, please provide us with a copy of:

1) The settlement agreement from the third party payer showing the total anoum of
the settlement, signed and dated, AND

2) Your closing stalement reflecting the actual amount of the atlorney 's fees and cost
(excluding medical bills)

Questions or Concerns?

If you have questions abouwt this letter, you may call the BCRC at 1-855-798-2627 (TTY/TDD:
1-855-797-2627 for the hearing and speech impaired) or you may contact us in writing at the
address below. If you contact us in writing, please be sure to include the beneficiary ‘sname and
Medicare health insurance claim number. ' '

If you have an attomey or other representative, you may wish to contact him or her first,

NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SGLLCPNGHP
Page 2of 5
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Sincerely,

BCRC

CC: RICHARD SADLOCK

Enclosure: Payment Summary Form

+¥ELST00009CL Y1 0Z8Y,

HERR

NGIHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SCGLLOPNGHP
Page 3 of 5
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(cMmSs, €oBR

Payment Summary Form

Report Number: RMUAN . 3.5
Contracior: NGHP Dmte::  G5/2220H4
Time 6 1424
Page 40f §
leneficiary Name TROSTLE. DAVID A Case 1) [ ] ]
Benelicrary HIUN — Case Type: L Lisbibly
Dae of Incidert LR Jntl B
- Processing Dingaonds Totsl Reimbursement Conditional
TOS ICN Line 8 Centrast Provider Name Codes From Date  ToDate Charges Amoont P ot

i

Locs ocen? - - S126.00 530 38 $30 38

n 804 aons2 512500 m e 332 %
! 08 GoRN2 $125.00 s $32.50
B 0o opsR $125.00 3.5 331 ss
] - 0082 $125.00 $a1 % $32
" ox oofte? $125.00 §32.5¢ $8
“t oy 0oRKY 512500 AW 32259
~1 "o OBRRY $125.00 R 12 %%

it4

tPage 4 of 1)
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CMS

CHNT IS PR LRI § ISR AN Sucwfiny pud Revovery
ol s s128 00 s8¢
oo} 00882 FX $86.58
%62 [Li 2 e $1,771 0 $358.5)
804 GOBRY .00 3 oo
066 (ODRS2 069 506
00l GoR82 SR 60 1.4
w1 [ 863 00 31209
) DORE S6TR.00 28,77
00 s ) $441.00 $i83.42
062 OOREY $97.00 $0.00
05 i 36.01 S8 0¢
wo oo N soon 0.3

Sem of Totd Charges:
Totaf Conditicnnl Changes:

$4,703.01
$1,212.32

$32.59
366 .56
$158.81
30.00

3000

$31.42
1208

$249.77
$163.41
3000
.00

Exhibit 4
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May 22, 2014

1985 1 MBB w435

SEEALUTOMMIXED AADC 720 R:1955 T-15 P21 PC-3 F-387104 * *
RICHARD SADLOCK ‘ OPY

4303 N FRONT ST
HARRISBURG, PA 17110-1708 For Informatien Only

(TILTE {1 YRS T LA VTS B T L TR

May 22. 2014

1955 1 MB 0 435
s AUTO*MIXED AADC 720 R:1955 T:15 P:21 PC:3 F:387101
DAVID ATROSTLE

«SSL6Z00009E L¥10ZS Y.

IR

Beneficiary Name: TROSTLE, DAVID A
Medicare Number:
Case [dentification Number: -
Date of Incident: July 08, 2011

THIS IS NOT A BILL. DO NOT SEND PAYMENT AT THIS TIME.
Dear DAVID A TROSTLE:
{f we know you have an attorney or other individual representing you in this matter, we are
sending him/her a copy of this letter. If you have an atiorney or other representative and
his/her name Is not shown as a "cc” at the end of this letter (indicating that he/she is
receiving a copy), please contact us immediately.

This letter follows a previous letter notifying you and your attorney or representative of

NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SGLLCPNGHP
Page [ of 5
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Medicare's priority right to recovery as defined under the Medicare Secondary Payer provision.
‘This means that you may be required to reimburse Medicare for medical expenses related to your
automobile. slip and fall, medical malpractice, or other type of liability claim.

As of the date of this letter, Medicare has identified $1,212.32 in conditional payments that we
believe are associated with your claim. As an attachment to this letter, you will find a Payment
Summary Form. which lists claims that add up to this total. Please notify us in writing if you
belicve that the claims listed are incorrect or inaccurate. Please also provide a description of your
injury. It helps us correct our records.

Please note: If the underlying claim involves ingestion, exposure, implantation, or other
non-trauma based injury. this conditional payment amount will need to be revised. Please
contact the Benefits Coordination & Recovery Center (BCRC) immediately with a description
of the injury so that we may associaie the appropriate claims with your case.

We have posted this conditional payment information under the "MyMSP" tab on the

regularly with any changes or newly processed claims.

=SS L6200008C1#10Z10.

1
i
H
P
'

Please be advised that the conditional payment amount listed above is an interim amount. We are
still reviewing medical claims related to your case. The conditional payment amount (including a
zero amount) is not a final amount. It will be updated once we receive settlement information
from vou,

If you have experienced a physicaltrauma based injury, can demonstrate that you have completed
treatment, and expect to receive a setilement of $25,000 or less, you may be able 1o pasticipate in
a new process that allows you 10 calculate your own FINAL conditional payment amount prior to
settlement. Please visit www.CMS.gov for additional details, including eligibility criteria,

instructions on how and when to elect this option, and a special mailing address.

Has Your Case Settled?

If vour case has settled, please provide us with a copy of:

1) The sctilement agreement from the third party payer showing the total amount of
the settlement, signed and dated, AND

2) Your closing statement reflecting the actual amount of the attorney’s fees and cost
(cxcluding medical bills)

NGHF PO BOX 138832 OKLAHOMA CITY, OK 73113 SGLLCPNGHP
Page 20f 35
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Qnuestions or Concerns?

If you have questions about this letter, you may call the BCRC at 1-855-798-2627 (TTY 'TDD:
1-855-797-2627 for the hearing and speech impaired) or you may comact us in writing at the
address below. If you contact us in writing, please be sure to include the beneficiary’saame and
Medicare health insurance claim number.

If vou have an attomey or other representative, you may wish to contact him or her first.

Sincerely,
BCRC
g CC: RICHARD SADLOCK
3 SN
é = Enclosure: Payment Summary Form
]
3 AU
-
]
]
S
—
) -
NGHP PO BOX 138832 OKLAHOMA CITY, OK 73113 SGLLCPNGHP

Page 3of 3
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Payment Summary Form

RMUAN « 53

Repont Numbar:

Comractor: NGHP Date: 93230014
Tirme, 06:14:24
Page 30f &
Bereiiciary Name TROSTLE, DAVID A Case JIr 1 [ ]
Rencliciary HICN - Case Type: 1, - Lisbisity
e of Incident’ LR W
TOS ICN Line m: Provider Name ”::::’ FromDate  ToDute (‘:xu R‘“m'l""' C;’m”
7 L o0ERY $126.00 530 M $39 38
n 004 00882 S120.08 $31 58 $32.9
ki1 oS Q08K $125.00 31250 $3z.%0
" 0 00882 $135.00 $31.99 250
n 007 DoERY $125.00 2% $32 %0
K| oo e H s1s0 e $32%9
7 808 GOBR2 $125.00 $1w 2240
] 0l 00887 $113.00 2w 13250

'

i [
~AV20141 60000297 55
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mﬂl-u:'

s 3T sN 5o

$330.00 1656 Sob. 36

$1.771 00 P XA & 1] At 8}

800 3000 $0 00

st 00 50.00 000

$198 00 M2 $3 A2

63 00 $1209 31200

$428 00 $250.77 197

$441.00 LIER: SEs142

$v7 o 30 00 1% 00

$0.01 $0.00 $0.00

$40.00 20.45 326 35
Sum of Totsl Charges: $4,700.01
Toal Conditsonal Charges. $1,21232

Page S of §

3120141 38000029755°
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~ OklahomaTity, OK 73113

-

20540918 LEGSL06KL 002 0054 1
o 15082514-0003 58,

RiCHARD C. ANGING
" REABANGINOLUTZ.COM

CMS .
. Centers for Medicare & Medtcand
~ NGHP

- HIC Nox —
- Dateof Injury' 07/08/11

Dcar Sir ot Madam-

I &y attorriey for David A- Tmstic and t arm respondmgm your- commumcanon 0!‘ August 14 2914 e

" demanding $53,295.14.

We notlﬁed you of our r;presei;;;iion df’ Mr. Trostle by [atcr‘.da’tcdﬂMarcﬁwéS, Zd'ttﬁ;'ct)p)}'of iéii&,

Couscm o Release and Proof of chresemmon forms cnclosed

_'OaMay 10, 2013, you acknowledged our office as répresentation, copy ofletter cncloscd

On May 13, 2013, you sens out a form letter notmg “if we know that you have a lawyer or olhcr person
representing you, we have sent him or her a courtesy capy of this letter and you will see him or her hstcd asa

o™ it the enid of this letter.” Angino & Rovrer waylisted and receivedacopy perce. — S

On August 1 1, 2013, you confinned original documentation previously sent on May 20, 2013, “as of this

letter, Medicare has adermﬁed $725.17 in conditional payments that we believe are associated with your claim.

As an attachment to this letter you will find 2 Payment Summary Form which: list elaims-that add up to this
total, Please notify us in writing if you believe that the claims listed are incorrect or inaccurate. Please also
provide a description of your injury ;f it hc!ps us correct our rccords » Lopy of lctter and enclosure supponmg

* Medicare payments of 10/21/2011,

W\HW ANGI‘!OLUTZ-CGM

oS ..
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- August 26, 2014~
" Page 2

- - - Asof Ma} l-‘.2, 2014, you verified a sum of total charges of $4,703.01, and conditional charges of
~$1,212.32. copyenclosed. - - - - - - T o ‘ -

~ Relying upon your May 22, 2014, confirmation of fotal billings from the date of the incident July 8,
. 2011, through February 25, 2014, we settled this case for $225,000.00. S D

We settled the case for $225,000.00 based upon your assurance of May 22, 2014, and the assurance of
- the Tricare lien claim of $40,586:37, but agreed to accept $26,809.54 as full-payment. -On July 15, 2014, we -
" faxed to you Final Settlement Detail Documient indicafing the tofal settlement of $225,000.00, Med-Pay or PIP -
. of $1,571.50, Attorney Fee of $78,750.00, Procurement Expenses Paid by the Beneficiary of $4,092.40 and the
Date the Case Was Settled of 7/9/2014. Copy of documents enclosed.- Following the settiement, your August .
- 14, 201 4; notice to Mr. Trostle demands $33,295.14, - . .. . s )

" " Mr. Trosile does ot have a legal obligation to pay $53,295.14. His obligation is lo'pay anly $1,572.50. = = -
. After receiving your August 14, 2014, demand we called your.office and there was no_explanation for the o
- change from May 22, 2014, of $1,212:32 t0 $53,295.14. We relied upon the May 2}_,__20i4, confirmation to
- gettle the case. We will rely upen that letter 1o refuse to pay any additional amourit.

RCA/mam . T -
. enclosures -
4303 Nowm FrowT STRiET Harmissuic, PA 17510-1799 PHONE. (717) 238-6791 Fax. (717)258-3610 . :

" Exhibits. .
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October 15, 2014

322 1 MB 0435

s AUTOYMIXED AADC 720 R:322 T:3 P PCS FL 433301
ANGINO & LUTZ, PC.

4503 N FRONT ST

HARRISBURG, PA 17110-1708

I e LR T AT LR T T T LT

Beneficiary Name: DAVID TROSTLE
Medicare Number: T
Entitlement Date:

Date of Incident: July 08, 2011

Case ldentification Number:
Document Control Number: 15082914-0003693

Dear ANGING & LUTZ. P.C.:

This letter is in response to your August 28, 2014 request to appeal our initial determination of
the amountexistence of Medicare’s recovery claim. In your appeal request you stated that there
are claims on the payment summary form unrelated to your case.

Individuals not involved in the original decision have reviewed vour case. They have determined

the claims listed on your payment summary form are related to your liability insurance (including
self-insurance) settlement, judgment, award, or other payment, so we are upholding Medicare’s
recovery claim stated in our demand letter dated August 14, 2014.

The amount due through October 13, 2014 is $53,295.14. (The principal amount is $53,295.14
and the interest amount is $0.00.) Please pay this amount by October 12, 2014,

Please make your check payable to Medicare, include a copy of this letter, and mail both to the
Benefits Coordination & Recovery Center (BCRC) address on the bottom of this page. If
payment in full is not received by October 12, 2014, the amount due, including interest, will be
$54.150.08. Please be advised that interest will continue accruing, and will be assessed every 30
days thereafter until the balance is paid in full.

It you disagree with this decision, you can request “reconsideration™, the next level of appeal.

NGHP

P.O. Box 138832  Oklahoma City, OK 73113 MLOSENGHP
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f

Reconsideration is a new and impartial review performed by a Qualitied Independent Contractor.
To exercise your right to reconsideration, you must file a request in writing within 180 days of
getting this letter. Fill out the enclosed Reconsideration Request Information Sheet, or a similarly
formatted letter, and explain why vou disagrec with this determination. Also enclose both a copy
of this letter and any additional evidence you wish 1o submit. Under special circumstances, vou
may ask for more time to request reconsideration.

Send your request for reconsideration or a request for additional time to:

Maximus Federal Services Part A East
3750 Monroe Avenue, Suite 701
Pittsford, NY 14534-1362

Please note that only evidence you submit in your recousideration request can be considered for
any further appeal, unless you can show good cause why any other evidence was not submitted
previously.

If we know that you have an attorney or other individualrepresenting you in this matter, then we
are sending himyher a copy of this letter. If you have an attomey or other representative for this
matter and his‘her name is not shown as a “cc™ at the end of this letter (indicating that haishe is
receiving a copy), please call the Benefits Coordination & Recovery Center (BCRC) immediately
at 1.833-798-2627 (TTY/TD1): 1-855-797-2627 for the hearing and speech impaired). You may
wish to talk to your representative before contacting us, iff you have any questions about this
letter.

If you do not already have an attomey or other representative, You or someone you name 1o act
for you may file the reconsideration request. You can name a relative, friend, advocate, attorney,
doctor or someone else. To do this, you and the person you are naming to act for you must sign,
date and send us a statement authorizing that person as your represemtative, along with your
reconsideration request.

You can contact your State Health Insurance Assistance Program (SHIP) for questions about
payment denials and appeals. For information on how to contact vour local SHIP, call
1-800-MEDICARE (1-800-633-4227),

NGHP P.O Box 138832  Okiahoma City, OK 73113 MLOSSNGHP

Page 20f 7
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If you want copies of statutes, regulations, policies. and/or manual instructions we used 10 arnive
at this decision, or if' you have other questions, please call the BCRC at 1-855-798-2627
(TTY TDD: 1-855-797-2627 for the hearing and speech impaired).

!

Sincerely.
BCRC Case Analyst

CC: DAVID TROSTLE

JAX
S  Enclosure: Reconsideration Request information Sheet
] Payment Suromary Form
S
I
2 .
+ I
2 I
£
. ]
—
L]
—
I
I
]
;'
i
NGHP P.O.Box 138832  Oklahoma City, OK 73113 MLOSBNGHP
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Reconsideration Request Form

Directions: [f you wish to appeal this decision, please fill out the information below. Ara minimum.
fiems nuarked with an asterisk {*) must be compieted.  To help us serve you better, please
include a copy of our cover leter with your Reconsideration Request Information Sheet,
and any other supporting material, and matil to:

Maximus Federal Services Part A Fast
3750 Monroe Avenue, Suite 701
Pittsford, NY 145341302
* 1. Name of Beneficiary:
Medicare Number:

Case Identification Namber:

[tem or service you wish to appeal;

Date of the service: From /7 / To ¢ /

Does this appeal involve an overpayment? Yes No il

R 3
S

Why do you disagree? Or what are your reason for your appeal?

«OPSOY RS LOO0DNONCE P,

(Auach additional pages, if necessary.)

——— 8. You may also include any supporting material fo assist your appeal. Examples of
E supporting materials include: ’

N ¢ Medical Records e Office Reconds/Progress Notes

= »  Copy of the Claim « Treatment Plan

«  Certificate of Medical Necessity

9. Person Appealing:  Beneficiary [J Representative {7
* 10. Address of the Person Appealing:

* 11, Printed Namc of the Person Appealing:

* 12, Signature of the Person Appealing:
Conltastor Nambee Redetermingion Namber.
NGHP  P.O. Box 138832  Oklahoma City, OK 73113 MLOSENGHP
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October 15, 2014

3191 MB 0435

*EOAUTOMMIXED AADC T20 R:319 T:5 P:S PC:S F 435301

ANGING & LUTZ, P.C.
4503 N FRONT 5T
HARRISBURG, PA 17110-1708

Beneficiary Name:
Medicare Number:
Entitlement Date:
Date of Incident: ;
Case Identification Number}

Dear ANGINO & LUTZ, P.C.

5082914-0003693

*COPY*

For Information Only

This letter is in response to your August 28, 2014 request 1o appeal our initial determination of
the amount/existence of Medicare’s recovery claim. In your appeal request you stated that there

are claims on the payment summary form unrelated to your case.

Individuals not involved in the original decision have reviewed your case. They have determined
the claims listed on your payment summary form are related to vour liability insurance (including

NGHP  P.O. Box 138832  Oklahoma City, OK 73113
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self-insurance) settiement, judgment, award, or other payment, so we are upholding Medicare™s
recovery ¢laim stated in our demand letter dated August 14,2014,

The ameunt due through October 13, 2014 is $53,295.14. (The principal amount is $53,295.14
and the interest amount is $0.00.) Please pay this amount by October 12, 2014,

Please make your ¢heck payable 1o Medicare, include a copy of this letter, and mail both to the
Benefits Coordination & Recovery Center (BCRC) address on the bottom of this page. If
pavment in full is not received by October 12, 2014, the amount due, including interest, will be
$54,150.08. Please be advised that interest will continue accruing, and will be assessed every 30
days thereafter until the balance is paid in full.

If you disagree with this decision, you can request “reconsideration”, the next level of appeal.
Reconsideration is a new and impartial review performed by a Qualified Independent Contractor.
To exercise your right to reconsideration, you must file a request in writing within 180 days of
getting this letter. Fill out the enclosed Reconsideration Request Information Sheet, or a similarly
formatted letter, and explain why vou disagree with this determination. Also enclose both a copy
of this letter and any additional evidence you wish to submit. Under special circumstances, you
may ask for more time 1o request reconsideration.

Send vour request for reconsideration or a request for additional time to:

Mazximus Federal Services Part A East
3750 Monroe Avenue, Suite 701
Phttsford, NY 14534-1302

Please note that only evidence you submit in your reconsideration request can be considered for
any further appeal, unless you.can show good cause why any other evidence was not submitted
previously.

If' we know that you have an attorney or other individualrepresenting you in this matter, then we
are sending him/her a copy of this letter. If you have an attomey or other representative for this
matter and his/her name is not shown as a “cc” at the end of this letter (indicating that he/she is
receiving a copy), please call the Benefits Coordination & Recovery Center (BCRC) immediately
at 1-855-798-2627 (TTY TDD: 1-835-797-2627 for the hearing and speech impaired). You may

wish to talk to your representative before contacting us, if you have any questions about this
letter.

If you do not already have an attomey or other representative, YOUu or someone you name to act

NGHP

P.0O. Box 138832  Okishoma City, OK 73113 MLOSENGHP
Page2of7

Exhibit




Case 3:17-cv-01193-JMM Document 1-1 Filed 07/10/17 Page 33 of 34

(Page 13 of 2

(M::s 3 Ciord)
CHSTHR 508 sRUCAE § NGB D HEROCLS Sonelite sevl Rovwvary

for you may file the rcconsideration request.  You can name a relative, friend, advocate, attorney,
doctor or someone ¢else. To do this, vou and the person you are naniing to act for you must sign,
date and send us a statement amthorizing that person as vour representative, along with your
reconsideration request.

You can contact your State Health Insurance Assistance Program (SHIP) for questions about
payment denials and appeals. For information on how to contact your local SHIP, call
1-800-MEDICARE (1-800-633-4227).

IF vou want copies of statutes, regulations, policies, and/or manual instructions we used to amive
at this decision, or if you have other questions, please call the BCRC at 1-855-798-2627
(TTY/TDD: 1-855-797-2627 {or the hearing and speech impaired).

; -
T X
g PENEE  Sincerely,
2 N
WM BCRC Case Analyst
3 I
e  CC: DAVID TROSTLE
——_—
B
] i
B Enclosure: Reconsideration Request Information Sheet
= Payment Summary Form
S

NGHF PO, Box 138832  Oklahoma City, OK 73113 MLOSANGHP
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Reconstderation Request Form

Directions: If you wish to appeal this decizion, please fill out the mfoemation below.  Af 2 aintmum:
Hens markeid with an asterisk {*) must be completed.  To help us serve you better, please
include a copy of our cover letter with your Reconsiderstion Request Information Sheet,
and any other supporting material, and mail to:

Maximus Federal Services Part A East
3750 Monroe Avenue, Suite 701
Pittsford, NY 14534-1302
* 1. Name of Beneficiary:

{Attach additional pages, if necessary.)

* 2. Medicare Number:
3. Case ldemtification Number:
Sl * 4 [!temorservice you wish to appeal:
§= * 5. Dateofthe service: From_ /7 / To i i
=t = 6. Does this appeal involve an overpayment? Yes No o1
gE * 7. Why do you disagree? Or what are your reason for your appeal?

8. You may also include any supporting material to assist your appeal. Examples of
supporting materials include:
*  Medkal Records »  Office Records/Progress Notes

s Copy of the Claim o Treatment Plan
s Certificale of Medical Necessity

9. Person Appealing:  Beneficiary © Representative )
* 10. Address of the Person Appealing:

* 11 Printed Name of the Person Appealing:

* 12, Signature of the Person Appealing:

Condtacior Number Redesenninstion Nomber:

NGHP  P.O.Box 138832 Oklahoms City, OK 73113 MLOSENGHP
Page 4 of 7
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