# | -15

SOCIETY
INSURANCE.

Small details. Big difference.”
VIA CERTIFIED MAIL & REGULAR MAIL

April 25, 2025

FULL NAME

CLERK’S OFFICE

CITY OF SHEBOYGAN

828 CENTER AVE

STE 100

SHEBOYGAN WI 53081-4442

Claim Number: WP2041358
Injured Worker: Therese M Weaver
Date of Loss: 03/12/2025
Employer: Reach Forward Inc

RE: NOTICE OF INJURY

FIRST REQUEST

Dear Clerk’s Office,

Society Insurance is the Worker's Compensation carrier for the above Named Insured. We are paying
WC benefits for Therese M Weaver and payments are not yet finalized.

This correspondence will serve as notice of our intent to seek recovery of our lien pursuant to section
102.29 of the Worker's Compensation Act. It is asked that you protect our interests and contact us prior
to settlement with the Injured party, if applicable. We will provide you with our final lien amount, when
available.

Enclosed is a completed Notice of Injury form along with supporting documents.

Please confirm receipt of this notice.

150 Camelot Drive

P.0. Box 1029

Fond du Lac, WI 54936-1029
888-576-2438

FL_5000 Page 1 of 2 societyinsurance.com




April 25, 2025
WP2041358
FULL NAME

If you have any questions or concerns, please contact me at the information listed below.
%&‘Wl #-ML—V\

Kristy Huber

Workers Compensation Claims Department

Phone: 1-888-576-2438, ext. 5744

Department Fax: 920-922-1071
Email: khuber@societyinsurance.com

Enclosure(s)

FL_5000 Page 2 of 2
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CITY OF SHEBOYGAN NOTICE OF DAMAGE OR INJURY

It

INSTRUCTIONS: TYPE OR PRINT IN BLACK INK

1. Notice of death, injury to persons or to property must be filed not later than 120 days
‘after the occurrencs. .

2. Attach and sign additional supportive sheets, if necessazy.

3. This notice form must be signed and filed with the Office of the City Clerk.

L4. TWO ESTIMATES MUST BE ATTACHED IF YOU ARE CLAIMING DAMAGE TO A VERICLE, |

“ﬂ Soclety \nsurqnce as
1. Name of Claimant: €vrece M \/\)CQVCr / \NM&“‘"S QW\D\.OS&\'5 WC Camm"

2. Home address of Claimant: 38lk S ’\7‘\'\4 P\aCﬁ Sh l
3. Home phone number: q Z-O L02.—7 4097 :

4. Business address and phone nunber of Claimant: OiZO "L‘lg)’! 2‘ Z ):S e¥t?o£\c‘jc i
Emvplover: Readh Forward \nc, 1901 S. 8+ St Shebsougaa, L1 5308

5. VWhen did damage or injury occur? (date, time of day) OQ IZZ 2025 I :z QP]!\

6. Where did damage or injury occur? {give full description) OV\

legdm% mﬁ; Nm \t’or\cﬂvaP]d:im Lot Y behind —H/\e_
ry

\

7. How did damage oxr injury ocour? (g:.ve full description)

NM_@_@QM__DW Staft lhen Sle Stepped ia Ecx
| N Ou@mo« \/\@r‘\'DAFE\:Q -\'WLS-k- e CU\H

/\?V\‘\‘ﬁo b

8. 1If the basis of liability is alleged to be an act or omission of a City officer oz
employee, complete the following:

{a) Name of such officer or employes, if known:

{b) Claimant’s statement of the basis of such liability:

§. If the basis of liability is alleged to be a dangerous condition of public property,

completa the followin
> ¥ 0N \e \Qorl:. Ave .
(a) Public property alleged to be dangerous:

o News York M Pamﬂq o+ Y mm f\dwe Lihm
(b) Claimant’s statement of basis fo: such liability: LS 1S O \/D\f’ %Cﬁ’ 5“(1!1&
have eenFilled in eavs dao 0s 1+ a +p hazad The l/\ole
Nas bean in e Sidewod Since ot least 20(01 and. L+ |
o be Wreated Vs. Simply danoged Over-+Hoe.




] .
-~ 10. Give a description of the injury, property damage or loss, so far as is known at this
! time. (If there were no injuries, state “NO INJURIES”).

Spratiastrain el ankle

11, Name and address of any other person injured:

12. Damage estimate: (Y¥ou are not bound by the amounts provided here.)

Auto: $
Property: $
Personal injury: $

Other: (Specify below $ ‘ qqq L‘FE)
TOTAL s | qqq 43 Dd’\'oda\—ﬁ 10 M&CJUCOJ.

Damaged vehicle (if applicable)

Make: Model; Year: Mileaga:

Names and addrssses of witnesses, doctors and hospitals:

FOR ALL ACCIDENT NOTICES, COMPLETE THE FOLLOWING DIAGRAM IN DETAIL. BE SURE TO0 INCLUDE
NAMES OF ALL STREETS, HOUSE NUMBERS, LOCATION OF VEHICLES, INDICATING WHICH IS CITY VEHICLE
(IF APPLICABLE), WHICH IS CLAIMANT VEHICLE, LOCATION OF INDIVIDUALS, ETC.

NOTE: 1If diagrams below do not £it the situation, attach proper diagram and sign.

] S/
AN 7/

FOR OTHER ACCIDENTS

— ) (Y U
_7 /{/ R Iﬂ ﬁ?

SIGNATURE OF CLAIMANT DATE




N
¢

. DATE RECEIVED RECEIVED BY

CLAIM NO.
CLAIM
Claimant’s Nama: SOC\E:\'V) \nsumm Auto $
Claimant’s Address: |20 Comelot Drive Property $

FDL, \/\)l 6"[@6(0 Personal Injury $
Claimant’s Phone No. QZO"a?)?) 'E_j—_ﬂ-—{“} Other (Specify below) § \)ﬂt.{Ql__iS
Kty Fruloer rorar, s |, A4A.HAD
PLEASE INCLUDE COPIES OF ALL BILLS, INVOICES, ESTIMATES, ETC.

WARNING: IT IS A CRIMINAL OFFENSE TO FILE A FALSE CLAIM.
(WISCONSIN STATUTES 943.385)

The undersigned hereby makes a claim against the City of She.boirgan
arising out of the circumstances daescribed in the Notice of Damage ozr
Injury. The claim is for relief in the form of money damages in the total

amount of ${0 be ; : '
acterminect

v Ao ALt 04/25/2005

sooszss:l /5 ﬂ,dmé/p% Drive, ford cu lac W/ 54936

MAIL TO: CLERK'S OFFICE
828 CENTER AVE #100
SHEBOYGAN WI 53081
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’ Received
SOCIETY
INSURANCE.
Small details. Big difference.” MAR 2 8 2[]25
P.O. Bax 1029, Fand du tac, Wi 54936-1029 ] 2
Phone (8881 576-2438 » Fax (920) 922-1071 _ Employee’s Report of Injury
Society-Insurance

Claim Number

WpP2041358

Claimant Information |

Name (first, middle, last, suffix) Date of birth
Thecese Marie \Weoyer” 2-1W-T3
Maiden name/ Alias/ or Other married names Phone .
(:TEQ\\ Some
Address Celi phone
N Q \ %

12\ S TP Sheboygan 't 53063 420-1s27-40Q7
E-mail address Height , Weight
Hoeaer 53105 gmonl. Lo 50 230
Marital status &Smgle (7 Married Sex [] Male Number of dependent children and ages Are you a student? [ Yes

[ Divorced ] Separated %Female :’) ( 871&5; 387 M No
Are you lefl or right-handed? [ Left Are you on Medicare? [ Yes |!f yes.whatis your Medicare number? (HICN)
B Right X No

If a minor, give name and address of legal guardian

i,

Hobbies! Sports/ Qutside of work activities

3pend Hme W)
MOV CS

o family, Qarnend Q&\f\*' waten

T
|

Injury Information -

Date of injuryfiliness

>\2-a5

Time of incident (include a.m. or p.m.)

1S pm

Date employer notified

3-12-35

Time emplayer notified (include a.m. or p.m.)

20 pm

Name of the person you reported your injury to Title Phone

vracy Wolf P(qurn Dicecto r
Address where i mjury occurred

G00™ bloch of Wework Aye shebegaon WO 52081

Work being done when injury occurred
ook Clhients to \\bmru aPecwe weqj For o Lok aound
What body paris did you injure?

Whase payroll were you on when injured?
Peach fnruoad left anKle.

I:{gegi;\%plam how the lujgcurres;\mse bacés?(e\egn;s Qi l 4’“{ \‘b(w m\{ ‘C‘H {"CO* i’w]bh (\9 \(\
e oN

Some. Sort The Sideworh Ths Cauae e Yo fal) W YN
’ OO _roy CigNY al

1o

u,_QX\CULﬁ\‘
The SIOe ol

What was the cause of your m;uKJ

Was anyone’else at fault?
LIS NY tomPp

iPlease provide names and/or model numbers of machme or tool.)

c&\»\ level ard vonen \

L m \{Poo\'ro\fﬁi

Cansing ¥recresk- o éme Yo followd.
(] Yes |!fso. please give dates 2\1-a s

o | Tust hme Mhal | wentlody
J

If so, please give expected date of return

~

Did this injury cause you to

lose any time from work? ——

Form FL_6001 Page 1 of 2
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§ SOCIETY

INSURANLCE.

Small details, Big difference.”
P.0O. Box 1020, Fond du Lau, Wi 34856-102y
Phone (888) 576-2438 « Fax {920) 922-1071

Witnhess Statement Form

 Iojured worker's inforination

Injured worker's namé Claim number
| Therese M Weaver WP2041358
. Yourinformation =
Name . . ] Address
, i
Doy Eqlecson 13007 Zaskern g, Do, wol 53013
Home phone Cell phone
A0 3\ 723720
f_ Employer . Job title
& 3 . -
1 eenchn ¥ v e e ol ( eve 1 Al
* Incident information . - TR
Date df inci‘d.ent : P Time of incident What is your relationship to the injured worker? Did you see '[3 Yes
. o o ”
_ ]Z’ZS i (_.]O [SIN C o O\ the incident? I No

- | What work was being performed when the incident oceurred?

Qiexy Q)\f{w\% RCSEA NS oYy o Siale el oot Sidke of tnzed
Relone \l\ovuvuj

) _' Please expiain what you saw. ) . : . ‘

1 FrefE ool wadking walta QWERES ol ot ol (
G T o \r\QDLQ o ’\&Qw eV Y can\e\e ‘\ﬂ/\)\'ﬁ\{cﬁ (XeVe!
Co\\s%{%i Lo o He ) Fovwoowd \x‘&‘m\cb vetr S cnd v\%\* S\die of

[

‘| Where were you in relation ta the injured employee when the incident occurred? Did you have a clear view of the incident? : \
. ~ \ ~ L ~ ~ N 3 0y 5 1 — Y 5 . ~ ‘: .
Welane On Oy Side of ety cond aev €56 (S louSide )
G eS WZd e ey N VAT
J

Farm FL_B017

.4

Page 1 of2
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£ oNabed ' hOSOEGHOZET WO1J /€ :€G ST G202 UOW /T 1BW PBATIY
 Incident information continued

Howvdid the injured efﬁployee a& after 1he incident? Did they say anything to you?

T Refosed W\\\ 0SS Shentg %Svc\ﬁdir\m; Sl Un on cuon end -
Droshied e sl o She 2D tuloimd Aing Shg woes © =Y
oY Sove . R creded Ao U el Lo e k\{\m({@ncﬁ%\c)u\»&«/?c-u~

id the inj loyee sh where th ere hurt? . R
Dld‘ii;gurziiioye\ S'Sozf;\ w rz,x\‘é\q oot ool \en Y e X §
O v‘-,a'm ke of ‘ooc\u) O S\ guoed ke

.| Did you see anyone else whe may have seen what happened? If yes, please include names and phone numbers.
oo

Was anything said to you by anyone other than the injured empioyee? If yes, who said something? When did they say it? What did they say?
Y

Did you discuss anything regarding the injury with anyone? If yes,

who did you discuss it with? When did you discuss it? What did you discuss?
(Qvo ~aoes YN ey &%52,\/ ’M’\TYO‘L

\J\) CJ\{‘E‘ U\)‘\% T\/ C._(_\:BCX\ ?)’ \1’1{‘
D H ' ot Thivf s TN ot ?\foobvo\m~ VEwed oot e
» ‘\Y{tan&QM\ \ff_ieo«% VoI LOVa Y RYURVN)

Did the injured employee ever mention any pricr problems with the injured area to you? If yes, when did they mention it?
hele;

Witness signaturef Cate
4

oty 3 oz

-’/'

Form FL_6017 Page 2 of 2
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SOCIETY INSURANCE PAGE 10f 1

SOCIETY Diagnostic Paid Detail RUN DATE 4125125
INSURANCE. for Therese M Weaver - 746
RUN TIME 2:02 PM
REPORT CRITERIA
Claim Number: WP2041358 Loss Date:  03/12/2025 Status: Open
Claimant: Therese M Weaver Insured: Reach Forward Inc Adjuster: Renae Seth
Date Payee Service Facility Draft Reason Draft # Payment Status Billed Amount  Check Amount
4/8/2025 Aurora Medical Group Inc 03/12/2025 SVCS For T. Weaver 0000601100 Complete $90.00 $76.50
Aurora Health Care ACCT G1501859050 Per Bill Review
TOTALS
: ; Expense Expense
Loss Reserve Loss Paid Loss Recoverable Loss Recovery Loss Incurred Expense Reserve Expense Paid Ricsverable Recovery Expense Incurred
$173.50 $76.50 $0.00 $0.00 $250.00 $0.00 $0.00 $0.00 $0.00 $0.00

HP_037
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WCSOCIETY INSURANCE

EiE
3
[=] %

100209160615
WP2041358
391678306

Claim Nbr:
Vendor Nbr:

HEALTH INSURANCE CLAIM FORM Pay Code: MED
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 Recv Date: 20250327
PICA Image was generated electronically by Jopari Page 1 of 1 PICA

1. MEDICARE MEDIGAID TRICARE CHAMPYA OTHER | 1a. INSURED'S 1.D. NUMBER

D (Medicare#) D (Medicaid) D (ID#/DoD)

HEALTH PLAN — BLKLUNG
[ wemoerion [ 0% [ (10%)

(For Program in ftem 1)

392845333

WEAVER, THERESE, M

2. PATIENT'S NAME (Last Name, First Name, Middie Initial)

3. PATIENT'%SIRTH Q{@TE SEX
I |
03 111 12973 [ |  F[X]

4. INSURED'S NAME (Last Name, First Name, Middie initial)
REACH FORWARD

5. PATIENT’S ADDRESS (No., Street)
3811 S 17TH PLACE

6. PATIENT RELATIONSHIP TO INSURED

Seif[] Spouse[:] ChildD Other

7. INSURED’S ADDRESS (No., Street)

cITY STATE | 8. RESERVED FOR NUCC USE CiTY STATE
SHEBOYGAN 1

ZiP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE {Inciude Area Code)
53081 ( ) ()

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

10. 18 PATIENT'S CONDITION RELATED TO:

a, OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

YES D NO

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENT? PLAGE (State)

D YES NO WI

¢. RESERVED FOR NUCC USE

¢. OTHER ACCIDENT?
Rvo

DYES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM LYY

I I

| I

SEX

ML [

b. OTIHER CLAIM ID {Designated by NUCC)
Y4 WP2041358

¢. INSURANCE PLAN NAME OR PROGRAM NAME
WC221

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 THIS 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 myself or to the parly who accepls assignment

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

—

o

PATIENT AND INSURED INFORMATION ———— > |<—CARRIE

FROM 1 |
| I 1

|
DNALEX ZABEL

17. NAME OF REFERRING PROVIDER OR OTHER SQURCE

1659029510

|
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | LY MM | i Yy
FROMD3 112 125

! 1

19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

TO ! |
20. OUTSIDE LAB? $ CHARGES

0D YY MM DD YY _|SERVICE

CPT/HCPGCS | MODIFIER POINTER

PWKM1ELAC10254047101 [Jves [Ino |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service fine below (24E) o\ 1o | 22 RESUBMISSION

CDInd. ¥ | CODE ORIGINAL REF. NO.
A M25572 8 C. I D. |
23. PRIOR AUTHORIZATION NUMBER

2 — F el H. -

L J. K. L

24_A. _ DATE(S) OF SERVICE B. | C. |D.PROCEDURES, SERVICES, OR SUPPLIES E. F. G | H] L J.

From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS pave T RENDERING

$ CHARGES

1770014847

I —

i i |

NP}

PHYSICIAN OR SUPPLIER INFORMATION

1 i
25. FEDERAL TAX 1.D. NUMBER SSN EIN

391678306 LIX]

26. PATIENT'S ACCOUNT NO. 27. ACCEPT, ASS]GNM%NT?
{For govt, claims, see back!

G1501859050 [X]ves

NO

| |
28. TOTAL CHARGE 28. AMOUNT PAID

$ 9000 | s

30. Rsvd for NUCC Use

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(! certify that the statements on the reverse
apply to this bil and are made a part thereof.)
SYED HUSSAINI

2085R0202X
DATE

sianen 03/27/2025

32. SERVICE FACILITY LOCATION INFORMATION

AURORA MEDICAIL CENTER SHEBOYGAN COU
3400 UNION AVE

SHEBOYGAN, WI 530818426

I
1
33, BILLING PROVIDER INFO & PH # 809 326-2250

AURORA MEDICAL GROUP INC
PO BOX 735044

CHICAGO, IL 606735044

41922053107

21427271378

below.
sicnep Signature on File DATE sienep Signature on File Y
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DD i | | MM | DD oYY MM DD YY MM | DD  YY
03 12 12025 qua. 431 QuAL1439 | 03! 121 2025 TO | I

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)



Society 3030
Process Date: 04/07/2025
Control Number: 381511
EOR Page 1 of 2
Rev/Aud: AA/RS

Claim Number: WP2041358 PPOJ/OSR 1D: ExternalReview Procura
Claimant: Weaver, Therese M NPI Number: 1770014847
Provider Tax 1D: 391678306 Vendor: 391678306-5029 Payment Code: diagnostic
Provider Ref: G1501859050 Geo Zip: 53081 DOl: 03/12/2025
Jurisdiction State: WI
Adjuster Name: Renae Seth
Claim Received: 03/27/2025
BR Received: 03/27/2025
AURORA MEDICAL GROUP INC ICD-DX1: M25.572 Pain in left ankle and joints of left foot

PO BOX 735044
CHICAGO, IL 60673

Region: G4

; 0 fo Bl hal d ed :
0312/25 23 73610 26LT  RADEXANKLE CO 1.000 90.00 3.10 10.40 0.00 76.50 298,4101
TOTALS: 90.00 3.10 10.40 0.00 76.50
TOTAL RECOMMENDED ALLOWANCE: 76.50

Services performed by: HUSSAINI, SYED
Reason Code Reimbursement Description:

298 -THE RECOMMENDED ALLOWANCE IS BASED ON THE VALUE FOR THE PROFESSIONAL COMPONENT OF THE SER
VICE PERFORMED.
4101 -THE REIMBURSEMENT RATE FOR THE TREATMENT PROVIDED IS BASED ON AN OPTUM CPT, HCPCS DATABASE AMO

UNT CERTIFIED BY THE DEPARTMENT OF WORKFORCE DEVELOPMENT.

Procura/Trilogy Work Comp:QUESTIONS REGARDING PPO/NETWORK REDUCTIONS CONTACT PROCURA: (877) 461-3750 OR EMAIL
OptumWC.ProPPO@optum.com

Carrier/Insurer: Society Insurance, PO Box 1029, Fond Du Lac, WI 54936

1.) The Equian DRG, ASC, HOSF, CPT/HCPCS, Anesthesia, ER, and Hospital Radiology databases are certified by the State of Wisconsin (DWD). Equian may
use other databases certified by DWD, and these will be identified as such. 2.) This EOR should be received 30 days after the insurance carrier or self-insured
employer (collectively payor) has received a completed bill which clearly identifies your name; address and phone number; the patient-employee; the date of
service; the health service procedure; and the amount charged for each procedure, along with supporting documentation. 3.) The provider's obligation under
par. (c), if the fee is beyond the formula amount, to provide the insurer or self-insurer with a written justification for the higher fee, at least 20 days prior to
submitting the dispute to the department. The notice must clearly explain that the only justification for a fee more than the formula amount is that the service
provided in this particular case is more difficult or more complicated than in the usual case; and 4.) The insurer's or self-insurer's obligation under par. (d) to
respond within 15 days of receiving the provider's written justification for charging a fee beyond the formula amount. 5.) That pursuant to s. 102.16 (2) (b),
Stats., once the notice required by this subsection is received by a provider, a health service provider may not collect the disputed fee from, or bring an action
for collection of the disputed fee against, the employee who received the services for which the fee was charged. 6.) If you believe a factual error has been
made (e.g., coding error) you must notify the payor of this error at least 20 days prior to submitting a dispute to the department. If it is accepted that an error has
been made, payment (or partial payment) will be issued in 30 days. 7.) DWD certified databases do not provide certified data (more than 25 occurrences of a
code in a region) on every code. If the recommended payment is based on less than 25 occurrences, or other calculation, it will be so described in the
explanation. Equian has determined that the alternative reimbursement amount(s) is reasonable and reliable based on prevailing industry practices in the
absence of a fee schedule or certified database amount (e.g., usual and customary).

If you have any questions regarding the contents of this review, please call Optum at 866-271-6317 *toll free*. For reconsideration of denied or reduced

payment, please respond either by e-mail at reconappeals@optum.com or by fax at 1-800-218-6580. Please include 1) A narrative explanation of why each
item should be paid, 2) A copy of this Review Analysis, and 3) Supporting documentation.

*EFFECTIVE IMMEDIATELY,** all medical bills submitted for Society Insurance claims must be submitted with associated claimant medical records and are to
be forwarded to the following address or sent electronically:

Society, PO Box 14832, Lexington, KY 40512, Attn: Mailroom
E-bill payer ID for electronic billing:

WCEDI - Primary ID LS253, Secondary ID CB038 via WorkComp EDI
Jopari - J2139



Society 3030
Process Date: 04/07/2025

Control Number: 381511
EOR Page 2 of 2
Rev/Aud: AA/RS

Claim Number: WP2041358 PPO/OSR ID: ExternalReview Procura
Claimant: Weaver, Therese M NPI Number: 1770014847
Provider Tax 1D: 391678306 Vendor: 391678306-5029 Payment Code: diagnostic
Provider Ref: G1501859050 Geo Zip: 53081 DOl 03/12/2025
Jurisdiction State: WI
Adjuster Name: Renae Seth
Claim Received: 03/27/2025
BR Received: 03/27/2025
AURORA MEDICAL GROUP INC ICD-DX1: M25.572 Pain in left ankle and joints of left foot
PO BOX 735044

CHICAGO, IL 60673

Region: G4

CPT © 2024 American Medical Association. All rights reserved. Fee schedules, relative value units, conversion factors and/or related components are not assigned by the AMA, are
not part of CPT, and the AMA is not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services. The AMA assumes no liability for
data contained or not contained herein. CPT is a registered trademark of the American Medical Association

* Workers' Compensation *



SOCIETY INSURANCE PAGE 1of 1
RUN DATE 4/25/2’5>

HP_037

SOCIETY Clinic/Doctor Paid Detail
INSURANCE. for Therese M Weaver - 743
RUN TIME 2:02 PM
REPORT CRITERIA
Claim Number: WP2041358 Loss Date:  03/12/2025 Status: Open
Claimant: Therese M Weaver Insured: Reach Forward Inc Adjuster: Renae Seth
Date Payee Service Facility Draft Reason Draft # Payment Status Billed Amount  Check Amount
4/8/2025 Aurora Medical Group Inc 03/17/2025 SVCS For T. Weaver 0000601108 Complete $370.00 $300.43
ACCT G1501859040 Per Bill Review
TOTALS
5 i Expense Expense
Loss Reserve Loss Paid Loss Recoverable Loss Recovery Loss Incurred Expense Reserve Expense Paid Recoverable Recovery Expense Incurred
$499.57 $300.43 $0.00 $0.00 $800.00 $0.00 $0.00 $0.00 $0.00 $0.00



WCSOCIETY INSURANCE

HEALTH INSURANCE CLAIM FORM

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

PICA

Image was generated electronically by Jopari

100209159851
WP2041358
391678306 n:

Claim Nbr:
Vendor Nbr:

Pay Code: MED &

Recv Date: 20250327
Page 1 of 1 PICA

MEDICARE MEDICAID TRICARE

D (Medicare#) D (Medicaid#) D (1D#/DoD#)

CHAMPVA OTHER
H EALTH PLAN

D(MemberlD#)D(D)

1a. INSURED'S 1.D. NUMBER
392845333

(For Program in ftem 1)

WEAVER, THERESE, M

2. PATIENT'S NAME (Last Name, First Name, Middie Initial)

BLK LU
. (10#)
3. P'\I}TIENTS BIRTH DATE

03 111 .1973 MD F.

4. INSURED'S NAME (Last Name, First Name, Middle initial)
REACH FORWARD

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

3811 S 17TH PLACE Se!fD spouse[ | chia ] O!her

CITY STATE | 8. RESERVED FOR NUCC USE CITY STATE
SHEBOYGAN I

ZIP CODE TELEPHONE (include Area Code) ZiP CODE TELEPHONE {Include Area Code)
53081 ( ) ( )

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)

YES D NO

b. RESERVED FOR NUCC USE

2
b. AUTO ACCIDENT? PLACE (State)

D YES NO WI

¢. RESERVED FOR NUCC USE

¢. OTHER ACCIDENT?
o

DYES

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD

1 I

| i

MD FD

b. OTHEH CLAIM ID (Designated by NUCC)
¥4 WP2041358

c. INSURANCE PLAN NAME OR PROGRAM NAME
WC221

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES NO

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS 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 myseif or to the parly who accepts assignment

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

T.

PATIENT AND INSURED INFORMATION ——— > |<—CARRIE

[lves [ o |

22. RESUBMISSION
CODE | ORIGINAL REF. NO.

SPEC84
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) ICD Ind. :0 {
1 1
A [S93402A 5 [S96912A c. WO10XXA o, [¥990
el £ el |
[ JL____ S L. L__
24. A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS

CPT/HCPCS MODIFIER POINTER

23. PRIOR AUTHORIZATION NUMBER

F. G |LH] I J.
DA Tomar] 1D, RENDERING
$ CHARGES UNITS | Plan | QUAL. PROVIDER ID. #

NP

PHYSICIAN OR SUPPLIER INFORMATION

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

391678306 I3

26. PATIENT'S ACCOUNT NO. 27 ACCEPT ASSIGNMENT?
or govt, claims, see back}

@1501859040 [Xjves [ Jno

28. TOTAL CHARGE 29. AMOUNT PAID

$ 370100 $ | .

30. Rsvd for NUCC Uss

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.)
DAVID OSTERWIND

363A00000X
DATE

sianen 03/27/2025

32. SERVICE FACILITY LOCATION INFORMATION

AURORA MEDICAL GROUP PLYMOUTH CLINI
2600 KILEY WAY

PLYMOUTH, WI 530735020

326-2250

1
33. BILLING PROVIDER INFO & PH # 809

AURORA MEDICAL GROUP INC
PO BOX 735044

CHICAGO, IL 606735044

a.

121427271378

below.
signep Signature on File DATE sianep Signature on File Y -
14. DATE O CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD | | | MM T DD, YY MM | DD  YY
03 I12 12025 QUAL. '431 GUALI439 | FROM | : 7O ! :
17, NAME OF REFERRING PROVIDER OR OTHER SOURGE 8. HOSPITALIZATION DATES SELATED TO CURRENT SERVICES,
| | | | |
DNPAUL KNAPP FROM ! ! TO ! I
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? § CHARGES

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)



Society 3030
Process Date: 04/07/2025
Control Number: 381516
EOR Page 1 of 1
Rev/Aud: AA/RS

Claim Number: WP2041358 PPO/OSR ID: ExternalReview Procura
Claimant: Weaver, Therese M NPI Number: 1518924497
Provider Tax ID: 391678306 Vendor: 391678306-5029 Payment Code: Clinic/doctor
Provider Ref: G1501859040 Geo Zip: 53073 DOl: 03/12/2025
Jurisdiction State: W
Adjuster Name: Renae Seth
Claim Received: 03/27/2025
BR Received: 03/27/2025
AURORA MEDICAL GROUP INC ICD-DX1: S93.402A Sprain of unspecified ligament of left
PO BOX 735044 ICD-DX2: S96.912A Strain of unsp mslftnd at ank/ft level, left
CHICAGO, IL 60673 ICD-DX3: WO1.0XXA Fall same lev from slip/trip w/o strike

ICD-DX4: Y99.0 Civilian activity done for income or pay

Region: G4

Deso &
03M17/25 11 99202 OFFICE/OUTPATIE 1.000 370.00 69.57 0.00 0.00 300.43 4101
TOTALS: 370.00 69.57 0.00 0.00 300.43
TOTAL RECOMMENDED ALLOWANCE: 300.43
Services performed by: OSTERWIND, DAVID
Reason Code Reimbursement Description:
4101 -THE REIMBURSEMENT RATE FOR THE TREATMENT PROVIDED IS BASED ON AN OPTUM CPT, HCPCS DATABASE AMO

UNT CERTIFIED BY THE DEPARTMENT OF WORKFORCE DEVELOPMENT.

Carrier/Insurer: Society Insurance, PO Box 1029, Fond Du Lac, WI 54936

1.) The Equian DRG, ASC, HOSF, CPT/HCPCS, Anesthesia, ER, and Hospital Radiology databases are certified by the State of Wisconsin (DWD). Equian may
use other databases certified by DWD, and these will be identified as such. 2.) This EOR should be received 30 days after the insurance carrier or self-insured
employer (collectively payor) has received a completed bill which clearly identifies your name; address and phone number; the patient-employee; the date of
service; the health service procedure; and the amount charged for each procedure, along with supporting documentation. 3.) The provider's obligation under
par. (c), if the fee is beyond the formula amount, to provide the insurer or self-insurer with a written justification for the higher fee, at least 20 days prior to
submitting the dispute to the department. The notice must clearly explain that the only justification for a fee more than the formula amount is that the service
provided in this particular case is more difficult or more complicated than in the usual case; and 4.) The insurer's or self-insurer's obligation under par. (d) to
respond within 15 days of receiving the provider's written justification for charging a fee beyond the formula amount. 5.) That pursuant to s. 102.16 (2) (b),
Stats., once the notice required by this subsection is received by a provider, a health service provider may not collect the disputed fee from, or bring an action
for collection of the disputed fee against, the employee who received the services for which the fee was charged. 6.) If you believe a factual error has been
made (e.g., coding error) you must notify the payor of this error at least 20 days prior to submitting a dispute to the department. If it is accepted that an error has
been made, payment (or partial payment) will be issued in 30 days. 7.) DWD certified databases do not provide certified data (more than 25 occurrences of a
code in a region) on every code. If the recommended payment is based on less than 25 occurrences, or other calculation, it will be so described in the
explanation. Equian has determined that the alternative reimbursement amount(s) is reasonable and reliable based on prevailing industry practices in the
absence of a fee schedule or certified database amount (e.g., usual and customary).

If you have any questions regarding the contents of this review, please call Optum at 866-271-6317 *toll free*. For reconsideration of denied or reduced

payment, please respond either by e-mail at reconappeals@optum.com or by fax at 1-800-218-6580. Please include 1) A narrative explanation of why each
item should be paid, 2) A copy of this Review Analysis, and 3) Supporting documentation.

*EFFECTIVE IMMEDIATELY,** all medical bills submitted for Society Insurance claims must be submitted with associated claimant medical records and are to
be forwarded to the following address or sent electronically:

Society, PO Box 14832, Lexington, KY 40512, Attn: Mailroom
E-bill payer ID for electronic billing:

WCEDI - Primary ID LS253, Secondary ID CB039 via WorkComp EDI
Jopari - J2139

CPT © 2024 American Medical Association. All rights reserved. Fee schedules, relative value units, conversion factors and/or related components are not assigned by the AMA, are
not part of CPT, and the AMA is not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services. The AMA assumes no liability for
data contained or not contained herein. CPT is a registered trademark of the American Medical Association

* Workers' Compensation *



SOCIETY INSURANCE PAGE 1 of 1

SOCIETY Hospital/Surgery Paid Detail RUN DATE 4/25/25
INSURANCE. for Therese M Weaver - 742
RUN TIME 2:01 PM
REPORT CRITERIA
Claim Number: WP2041358 Loss Date: 03/12/2025 Status: Open
Claimant: Therese M Weaver Insured: Reach Forward Inc Adjuster: Renae Seth
Date Payee Service Facility Draft Reason Draft # Payment Status Billed Amount  Check Amount
4/10/2025 Aurora Med Ctr Sheboygan Coun 03/12/2025 SVCS For T. Weaver 0000601147 Complete $1,850.00 $1,572.50
Aurora Health Care ACCT H65888777801 Per Bill Review
TOTALS
: - Expense Expense
Loss Reserve Loss Paid Loss Recoverable Loss Recovery Loss Incurred Expense Reserve Expense Paid ReNAUSrabIe Recovery Expense Incurred
$1,077.50 $1,572.50 $0.00 $0.00 $2,650.00 $0.00 $0.00 $0.00 $0.00 $0.00

HP_037



. Image -was generated electronically by Jopari

~N

Claim Number: WP2041358 100209050912
Vendor Number: 350930748 Recv Date: 20250326
' AURORA MED CTR SHEBOYGAN COUN | AURORA MED CTR SHEBOYGAN COUN' |%ff[H65888777801 4 e
3400 UNION AVENUE PO BOX 735041 bhen. 376302 0131
SHEBOYGAN, WI 530818426 CHICAGO, IL 606735041 5 FED. TAX NO. 8 ?:E"SEAMENT CO"E?%:SB’S: 7
(800)326-2250 3909830748 031225 | 031225 MED
8 PATIENT NAME 2| 392845333 9 PATIENT ADDRESS |a| 3811 S 17TH PLACE
°|WEAVER, THERESE M o] SHEBOYGAN [-[wr [¢]53081 []
10BIHTHDATE VX | oae PGB MTYPE 1ssAG|ODHR[TSTAT 4 g gy CRPTONIONES, sz w | el
03111973 F 1 01 [T ] WI
31 OGCURRENCE 32 OGCURRENGE 3 OGCURRENGE 3 QCCURRENGE 3 OCCURRENGE SPAN £ GCCURRENGE SPAN a7
CODE DATE cobE DATE COvE DATE cone DATE CODE FROM THROUGH | CODE FROM THROUGH
« 04 031225 11 |031225
b
B " B, Yoo . vaeme
WCSOCIETY INSURANCE a
b
c
d : ;
42 REV.CD. 43 DESCRIPTION 44 MCPCS / RATE / RIPPS CODE 45 SERV, DATE 48 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
0320 | X-RAY EXAM OF ANKLE 73610-LT 031225 1.00 630.00
0450 | EMERGENCY DEPT VISIT LOW MDM 99283 031225 1.00 1220:.00
PAGE 10F 1 CREATION DATE | 032625 OTA 1850.00 :
50 PAYER NAME 51 HEALTH PLAN ID F2RE | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sswpl | 1822053107
Al WCSOCIETY INSURANCE Y| |Y 57
B OTHER
< . PRV D
58 INSURED'S NAME 59 PREL| 60 INSURED'S UNIQUE 1D 61 GROUP HAME 62 INSURANCE GROUP NO.
A REACH FORWARD 20 | 392845333 WC221
8|
c
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
A REACH FORWARD
B
¢
7 E
¢ s93402a
&5 ADMIT e | 5999122 e |z [woloxxa | | E
7i_ PAINGIPAL PROCEDURE @ OTFERPROCEDURE o TER PROCEDURE 7 76 ATTENDIG INPI 1447563200 [ ]
wast KNAPP lmsr PAUL
& copTHER PROCEDURE. copZT R PROCEDURE. corlTER PROCEDURE 77 OPERATING lNP‘ ]QUALl J
LAST Inasr
80 REMARKS °1°I B3 207P00000X moven | el loun] |
»| B3 282N000D00X LAST [FinsT
° morier | | Joun] ]
d LAST FIRST
UB-04 CMS-1450 APPROVED OMB NO. 0938-0887 THE CERTIFICATIONS ON THE REVERSE APPLY TQ THIS BILL AND ARE MADE A PART HEREOR

@ Printed on Recycled Paper TFPR4394689




Recv'd Date: 20250326 Bill DCN: 100209050912

Aurora Medical Center Sheboygan County

Aurora Health Care Detailed Bill Date: 03/25/25
PO BOX 343918

Milwaukee, WI 53234-3918

Ph: (800) 326-2250

Account ID Guarantor Name & Address
400391718 Tw031220250ther

Reach Forward

1901 8 8th St

Sheboygan, WI 53081

Visit ID
658887778

Detailed Bill For

Patient Name: Weaver, Therese M Total Charges: 1,850.00
Account Class: Emergency Service Date:
Attending Physician: Knapp, Paul A ‘ 03/12/2025

Hospital Charges

03412725 10002637 |[ED Level 3

03/12/25 10000437 |XR Ankle Complete .
Total hospital charges: 1,850.00
Total hospital payments and adjustments:

Total Balance: 1,850.00

Printed by: HBBCKGRND
Page 1 of 1



Society 3030
Process Date: 04/09/2025
Control Number: 381469
EOR Page 1 of 2
Rev/Aud: AA/RS

Claim Number: WP2041358 PPO/OSR ID: ExternalReview Procura
Claimant: Weaver, Therese M NPl Number: 1922053107
Provider Tax ID: 390930748 Vendor: 390930748-0026 Payment Code: Hospital/surgery
Provider Ref: H65888777801 Geo Zip: 53081 DOI: 03/12/2025
Jurisdiction State: WI
Adjuster Name: Renae Seth
Claim Received: 03/26/2025
BR Received: 03/27/2025
AURORA MED CTR SHEBOYGAN COUN |ICD-DX1: S93.402A Sprain of unspecified ligament of left
PO BOX 735041

CHICAGO, IL 60673

Admitted: 03/12/2025 Discharged: 03/12/2025
Region: G4 Medicare: 520035

] : \ Tvic ription nifs RiRed JRed & lowance Reasons
03/12/25 23 73610 LT,TC RADEXANKLE CO 1.000 630.00 66.10 66.82 0.00 497.08 4104
0312725 23 99283 EMERGENCY DEP 1.000 1,220.00 0.00 144.58 0.00 1,075.42 5141
TOTALS: 1,850.00 66.10 211.40 0.00 1,572.50
TOTAL RECOMMENDED ALLOWANCE: 1,572.50
Services performed by: AURORA MED CTR SHEBOYGAN COUNTY
Reason Code Reimbursement Description:
4104 -THE REIMBURSEMENT RATE FOR THE TREATMENT PROVIDED IS BASED ON THE DEPARTMENT OF WORKFORCE D
EVELOPMENT AMOUNTS SHOWN IN THE RADIOLOGY DATABASE WHICH ONLY REFLECT THE TECHNICAL COMPONE
NT OF THE SERVICE.
5141 -REVIEWED BY TRUE COURSE. NO REDUCTIONS.

Procura/Trilogy Work Comp:QUESTIONS REGARDING PPO/NETWORK REDUCTIONS CONTACT PROCURA: (877) 461-3750 OR EMAIL
OptumWC.ProPPO@optum.com

Carrier/Insurer: Society Insurance, PO Box 1029, Fond Du Lac, Wl 54936

1.) The Equian DRG, ASC, HOSF, CPT/HCPCS, Anesthesia, ER, and Hospital Radiology databases are certified by the State of Wisconsin (DWD). Equian may
use other databases certified by DWD, and these will be identified as such. 2.) This EOR should be received 30 days after the insurance carrier or self-insured
employer (collectively payor) has received a completed bill which clearly identifies your name; address and phone number; the patient-employee; the date of
service; the health service procedure; and the amount charged for each procedure, along with supporting documentation. 3.) The provider's obligation under
par. (c), if the fee is beyond the formula amount, to provide the insurer or self-insurer with a written justification for the higher fee, at least 20 days prior to
submitting the dispute to the department. The notice must clearly explain that the only justification for a fee more than the formula amount is that the service
provided in this particular case is more difficult or more complicated than in the usual case; and 4.) The insurer's or self-insurer's obligation under par. (d) to
respond within 15 days of receiving the provider's written justification for charging a fee beyond the formula amount. 5.) That pursuant to s. 102.16 (2) (b),
Stats., once the notice required by this subsection is received by a provider, a health service provider may not collect the disputed fee from, or bring an action
for collection of the disputed fee against, the employee who received the services for which the fee was charged. 6.) If you believe a factual error has been
made (e.g., coding error) you must notify the payor of this error at least 20 days prior to submitting a dispute to the department. If it is accepted that an error has
been made, payment (or partial payment) will be issued in 30 days. 7.) DWD certified databases do not provide certified data (more than 25 occurrences of a
code in a region) on every code. If the recommended payment is based on less than 25 occurrences, or other calculation, it will be so described in the
explanation. Equian has determined that the alternative reimbursement amount(s) is reasonable and reliable based on prevailing industry practices in the
absence of a fee schedule or certified database amount (e.g., usual and customary).

If you have any questions regarding the contents of this review, please call Optum at 866-271-6317 *toll free*. For reconsideration of denied or reduced
payment, please respond either by e-mail at reconappeals@optum.com or by fax at 1-800-218-6580. Please include 1) A narrative explanation of why each
item should be paid, 2) A copy of this Review Analysis, and 3) Supporting documentation.

*EFFECTIVE IMMEDIATELY,** all medical bills submitted for Society Insurance claims must be submitted with associated claimant medical records and are to
be forwarded to the following address or sent electronically:

Society, PO Box 14832, Lexington, KY 40512, Attn: Mailroom
E-bill payer ID for electronic billing:

WCEDI - Primary ID LS253, Secondary ID CB039 via WorkComp EDI
Jopari - J2139



Society 3030 s
Process Date: 04/09/2025
Control Number: 381469
EOR Page 2 of 2
Rev/Aud: AA/RS

Claim Number: WP2041358 PPO/OSR ID: ExternalReview Procura
Claimant: Weaver, Therese M NPl Number: 1922053107
Provider Tax ID: 390930748 Vendor: 390930748-0026 Payment Code: Hospital/surgery
Provider Ref: H65888777801 Geo Zip: 53081 DOl 03/12/2025
Jurisdiction State: WI
Adjuster Name: Renae Seth
Claim Received: 03/26/2025
BR Received: 03/27/2025
AURORA MED CTR SHEBOYGAN COUN ICD-DX1: S93.402A Sprain of unspecified ligament of left
PO BOX 735041

CHICAGO, IL 60673

Admitted: 03/12/2025 Discharged: 03/12/2025
Region: G4 Medicare: 520035

CPT © 2024 American Medical Association. All rights reserved. Fee schedules, relative value units, conversion factors and/or related components are not assigned by the AMA, are
not part of CPT, and the AMA is not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services. The AMA assumes no liability for
data contained or not contained herein. CPT is a registered trademark of the American Medical Association

* Workers' Compensation *



