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ERIE INSURANCE GROUP - AUTO 801
Process Date: 12024

medical cost containment Control Number: 1
EOR Page 1 of 1

Rev/Aud: AA/HK

Claim Number: PPO/OSR ID:
Claimant: NPI Number:
Provider Tax 1D: Vendor: 1 Business Received Date: 05/30/2024
Provider Ref: o} Geo Zip: Prescribing Physician
Date of Injury:

ERVICAL CRANIAL MANDIBULAR ICD-DX1: R51 Headache

PAIN SYNDROME ICD-DX2: G89.21 Chronic pain due to trauma
40-34 74TH STREET ICD-DX3: G89.4 Chronic pain syndrome
ELMHURST, NY 11373 ICD-DX4: M53.2X1 Spinal instabilities, occipito-atlanto-axial
Region: 04
DOS POS Code Mod Service Description Units Charge BR/Red PPO/Red  Other/Red  Allowance Reasons
05/17/24 11 72040 RADEX SPINE CEF 1.000 96.38 0.00 0.00 0.00 96.38 6493
05M17/24 11 20660 APPL CRANIAL TO 1.000 503.88 0.00 0.00 0.00 50388 6493
0517/24 11 20660 APPL CRANIAL TO 1.000 503.88 251.94 0.00 0.00 25194 78
05/17/24 11 20660 APPL CRANIAL TO 1.000 50388 251.94 0.00 0.00 25194 78
TOTALS: 1,608.02 503.88 0.00 0.00 1,104.14
TOTAL RECOMMENDED ALLOWANCE: 1,104.14

Services performed by: sof
Reason Code Reimbursement Description:

3 -THE ALLOWANCE FOR THIS PROCEDURE WAS ADJUSTED IN ACCORDANCE WITH MULTIPLE SURGICAL
PROCEDURE RULES AND/OR GUIDELINES.
6493 -PROVIDER HAS BILLED AT OR BELOW FEE SCHEDULE

Unless otherwise stated, reimbursement is made according to The New York Motor Vehicle Fee Schedule of Charges for. Professional Health Services in
accordance with Article 51 of the Insurance Law for New York, which references the New York Workers' Compensation Medical Fee Schedule and Appendix 17-
C. Any reduction is due to the billed charges exceeding the fee schedule allowance for the service provided and/or. the application of the appropriate discounts
based on the individual provider's agreement with the preferred provider organization.

Any person who knowingly and with intent o defraud any insurance company or other person files an application for commercial insurance or a statement of
claim for any commercial or personal insurance benefits containing any materially false information, or conceals for the purpose of misleading, information
conceming any fact material thereto, and any person who, in connection with such application or claim, knowingly makes or knowingly assists, abets, solicits or
conspires with another 1o make a false report of the theft, destruction, damage or. conversion of any motor vehicle ©© a law enforcement agency, the department
of motor vehicles or an insurance company, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not © exceed five
thousand dollars and the vaiue of the subject motor vehicle or stated claim for each violation.

ff you have any questions regarding these calculations, please fax the bill and EOR to: HRAMS at (717) 798-3394 or send your bill with our calculations to:
Health Resources & Auditing Management Services-1970 Technology Parkway, Suite 200 Mechanicsburg, PA 17050. Telephone 717.728.5507 Extension 1132

You can now electronically submit your bill{s) 1o ERIE at https://www.ihcfa.com/signup.aspx

Sign up today 1o receive direct deposit of your payments from Erie. Learn more at htips://www.optum.com/optumpay

CPT ©2023 American Medical Association. All rights reserved. Fee schedules, relative value urits, conversion factors and/or related components are not assigned by the AMA, are
not part of CPT, and the AMA & not recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services, The AMA assumas ro liability for
data contained or not contained herein. CPT is a registered trademark of the American Medical Association

* Automobile Medical *




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE Law
DENIAL OF CLAIM FORM

TO INSURER: Complete this form, including item 33. Send two Copies o applicant. Upon the request of the injured person, the insurer

should send 1o the injured persenacopy o al prescrived claim forms and documents submitted Ei o on behalf of the injured person.
ERIE INSURANCE COMPANY

100 Erie Insurance Place 20240610
Erie, PA 16530

NAIC#: 213-16233 For American Arbitration Association use
A POLICYHOLDER B. POLICY NUMBER C. DATE OF ACCIDEN'T D. INJURED PERSON
WRD
i ey JSHEG 1509
E. CLAIM NUMBER F. APPLICANT FOR BENEFITS (Name and address) G AS ASSIGNEE
DOV, DDS CERVICAL CRANIAL MANDIBULA
REET ) YES
I ELMHURST, N¥ 11373 NO

TO APPLICANT: SEE REVERSE SIDE F YOU WISH TO CONTEST THIS DENIAL
YOU ARE ADVISED THAT FOR REASONS NOTED BELOW:

11 Your entire dtaim s denied as tollows:
|I]2< Aportionat your claim 8 demied as follows:

| A Loss o Eamings L3 D. Imearast $
X B. Health Service Benefils 5 50388 [ ] E Atormey's Fee $
j | C. Other Necessary Expenses 3 F. Death Benefit $
REASON(S) FOR DENIAL OF CLAIM {Check reasons and expiain below in item 33)
POLICY ISSUES
I:I 3 Pokicy not 'n force on date of accident [ & njured person not an "Eligible Injured Person”
[ 4 tniured person excluded under poticy conditions 1 7 Injuries did not arise out of tse o operation of a
< exciusion motor vehicle
|:] 5. Policy conditions violated: i: 8 Claim nat wittin the scope of your elegtion under
—3] a No reasonsble justification given for late Opticnal Basic Economic Loss Coverage
nolice of clam
[ 1 b Reasonable justification mot established--You
may qualify tor special expedited arbitration—
Sea page 2 o this form for inséructions.
LOSS OF EARMINGS BENEFITS DENIEC
[ @ Pericd o disabiity comasted: pefiod n dispute [] 1 Exaggerated earnings claim
From Through ol§, per month denied
[ 10 craimea oss not proven [ 1 =2 swautory offset taken
I:] 13, Gther. explained below
OTHER REASONABLE AND NECESSARY EXPENSES DENIED
] 14. Amount of claim excesds daty limit of coverage 1 18 ncurred atter one year om date of accident
I:] 15. Unreasonable or unnecessary expenses r____l 17. Other, explained below
HEAL TH SERVICE BENEFITS DENIED
II] 18.Feesnotin accordance wih iee schedules |:[ 20. Treatment not reiaied 1o accident
[ 1 1sExcessive reatment, service o hospitaization —1 = Unnecassary treatment, service o hospitalization
From Through. From Through
I:] 2 2. Oth er , explained below
COMPLETE ITEMS 23 THROUGH 32 IF CLAM FOR HEALTH SERVICE BENEFITS IS DENIED
23, Provider of Health Service {Name, Address and 2y Code) 25. Period of bili - reaimant dates 29. Date final verification received
ALBERT DAVYDGV, DDS CERVICAL CRANIAL MANDIBULAR ORA7/2024 0 06A7/2024
40-34 74TH STREET - -
26. Dale of bid 30 Amount of Bl
ELMHURST, NY 11373 05/23/2024 ) 1,608.02
24. Type of service rendered 27. Date bil receved by nsurer 31. Amount paid by insurer
Medical Care 05/30/2024 3 1,104.14
adi 28 Date final verification requested 32 Amount n dispute
$ 50388

33. State reason for derial. fully and expiicitly {attach extra sheets if needed):

06/10/2024 3
DATE N ntative of Insurer Tetephone No. & Ext.
ERIE INSURANCE COMPANY, 100 Erie Insurance Flace 20240610 Erie, PA 16530 814-870-2000
Name and address of Insurer claim processor (Third Party Administrator), ¢ appicable Telephone N ¢ & Ext.

NYS FORM NF-10 (Rev 5/2021)
Page 1 of 3




DENIAL OF CLAIM FORM -- PAGE TWO
F YOU WISH TO CONTEST THIS DENIAL, YOU HAVE THE FOLLOWING OPTIONS:

1. Should you wish o take this matter up with the New York State Department of Financial Services, you may file with the Department either on is
website a hitp//www.dfs.nygov/consumer/fileacomplaint.htm or you may write 10 the Gonsumer Assistance Unit, New York State Department of
Financial Services, at One State Street, New York, NY 10004; One Commerce Plaza, Albany, NY 12257: 1399 Franklin Avenue, Garden City, NY 11530;
or 536 washington Strest, Suite 305, Buffala, NY 14203.

Although the Department of Financial Services will attempt o resolve disputed claims, t cannot order or require an insurer 1o pay a disputed
claim . ¥ you wish & file a written complaint, send ona copy of this Denial of Claim Form with copies of other pertinent documents with a
letter fully explaining your complaint ¥ the Department of Financial Services a& one of the above addresses.

i you choosa this option, you may af & later date stll submit this dispute 1o arbitration or bring a lawsuit; or

2. You may submit thig dispute io arbitration. If you wish ¥ submit this claim o arbitration, then mail or e-man a copy of this Denial of Claim Form
along wih a complete submission of al other pertinent documents and a table of contents iisting your submissions, in duplicate
together with a $40 fiing fee, payable by check, money order, or credit card © the American Arbitration Association (AAA) to:

AMERICAN ARBITRATION ASSQCIATION (AAA)

NEW YORK INSURANCE CASE MANAGEMENT CENTER
120 BROADWAY

NEW YORK, NEW YORK 10271

nyicme. filingsubmissions@adr.or g

Please contact the Amaerican Arbittation Association's customer service department at (917) 438-1660 with any questions about case fiing.

A complete copy of this filing, listing all bils and procts a5 well as a table of contents listing your submissions must be provided @ the AAA and the
insurer & e time of fiing for arbitration. The fiing must be complete with al necessary documentation, as any late submission may not be
admissible at arbitration. The filihg e wilt be returned o you I the arbitrator awards you any portion of your claim, However, you may be assessed
the costs of the arbitration proceeding f the arbitrator finds your claim © be frivolous, without factual or legal merit or was filed for he purpose of
harassing the respondent. The decision of an arbitrator 5 binding, except for limited grounds for review set forth in the Law and regulations
promulgated thereundar.

If you are contesting the denial of claim and wish © submit the dispute b arbitration, state on accompanying sheets the reason(s) you believe the
denied of overdue benefis should be paid. Attach proof of disability and verification of lss of earnings i dispute, sign below, and send the
completed form to the Amencan Arbifration Association a the address given In item 2 above.

Loss of earnings: Date claim made: Gross earnings per month$

Period of dispute: From Through Amount claimed: $

Health Services.- (Attach bills in disputeand st each oneseparatelv}

Name_of Provider(s) Date of Senice Amgunt of Bill Amount i Dispute Date Claim Maied

Other Necessary Expenses: (Attach bills h disputeand. st each ik separately)
Type of Expenses Claimed Amount Claimed Date Incirred Date Claim Mailed Amount I Disoute

Other: (attach additional sheet ¥ necessary)

« Upon your request, ¥ you file for arbitration within 90 days of the date of this demal or the claim becoming overdue, your case will be scheduled for
arbitration on a priority basis.

= You gualfy for special expedited arbitration if the insurer has determined that your written justification for submelting late natice of claim faded o
meet a “reasonablenass standard™ Your specific request for special expedited arbitratbtn must be filed within 30 days of the date of denial. Your

filimg must be complete and contain ak information that you are submitting at the time of filhg.

NYS FORM NF-10 (Rev 5/2021)
Page 2d 3




DEMNIAL OF CLAIM FORM - PAGE THREE

3.You may bring a lawsuit to recover the amount of benetis you claim © be sntitled to.

THE UNDERSIGNED AFFIRMS AND CERTIFIES AS TRUE UNDER THE PENALTY OF PERJURY THAT THIS FILING IS BEING MADE N GOOD
FAITH AND THAT UPON INFORMATION, BELIEF AND REASONABLE INQUIRY THE DOCUMENTS BEING SUBMITTED HEREWITH ARE NOT
FRAUDULENT AND THAT EXACT COPIES OF ALL DOCUMENTS PROVIDED: HEREWITH HAVE BEEN MAILED TO THE INSURER AGAINST
WHOM THE ARBITRATION 1S BEING REQUESTED. UNLESS DISCLOSED: WITH THIS SUBMISSION, THE DISPUTED AMOUNTS REMAIN
UNPAID TO THE APPLICANT BY ANY PAYOR AND THERE HAS BEEN NO OTHER FILING OF AN ARBITRATION REQUEST OR LAWSUIT TG
RESOLVE THE DISPUTED MATTERS CONTAINED IN THIS SUBMISSION.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO ODEFRALD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETQ, AND ANY PERSON WHO, N
CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS
OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION
OF ANY MCOTOR VEHICLE TC A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN
INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE
SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND: DOLLARS AND THE VALUE OF THE SUBJECT MOTOR

VEHICLE OR STATED CLAIM FOR EACH VIOLATION

ARBITRATION REQUESTED BY:

LAST NAME FIRST NAME NAME OF LAW FIRM, IF ANY

TELEPHONE NUMBER:

FAX NUMBER:
EMAIL ADDRESS:
ADDRESS
ARE YOU AN ATTORNEY? DATE
YeES []
SIGNATURE no [

IMPORTANT NOTICE TO APPLICANT

¥ box number 3 (“Policy nat in force on date of accident™y on the front of this form s checked as a mason for this denial, you may be entitled 1©
No-Fault benefits from the Motor Vehicle Accident: Indemnification Corporation {(M.V.ALC.} (646-205-7800) located a 100 Willlam Street, New York,
New York 10038. The Insurance Law requires that you must fle an Affidavit ol Intention fo Make Claim with M.v.AIC. Therefore, it is n

your best intefest o cortact the MV.ALLC. immedately and file such an affidavit, even f you intend %o contest this denial

NYS FORM NF.10 (Rev 5/2021)
Page 30of 3



NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
DENIAL OF CLAM FORM

TO INSURER: Complete this form, including item 33 Send two copies © applicant Upon the request of the injured person, he insurer
should send © the injured person a capy of all prescribed claim forms and documents. submitted by or on behall of the injured person.

ERIE INSURANCE COMPANY
100 Erie Insurance Place 20240610
Erie, PA 16530

NAICH: 213-16233 For American Arbitration Associ ation Lse
A POLICYHOLDER B. POLICY NUMBER C. DATE -OF ACCHIENT PERSON
P L
E. CLAIM NUMBER F. APPLICANT FOR BENEFITS {Name anhd address) G. AS ASSIGNEE
L CRANIAL MANDBULA VES
40-34 REET E
| EM Y 1373 NO

TO APPLICANT: SEE REVERSE SIDE F YOU WISH TO CONTEST THIS DENIAL
YOU ARE ADVISED THAT FOR REASONS NOTED BELOW:

|:11.Yourentire claim is denied as follows:
[I]?. Aporti.on ¢ your clam is deried as follows:

[ JaLossofEamas $ [ j D. Int erest $
[X_] ®©.Heatn Service Benefits ] soasg [ |E. Attorney' sFee $
[T ] c.Other Necessary Expenses 3 [ |F. De a th Benefit 5
REASCON(S) FOR DENIAL CF CLAIM (Check reasons and explain below i iiem 33)
POLICY ISSUES

] 3 Poicy ot n force on dawe of acciden [ & Inkred parson notan Eligitle Injured Person*
[ 4 Injwed person excluded under polcy condilions ] 7 niukes dd notarise out of Lse or operation of a

or exclysion molor vehicle
[ s. policy conditions violated: [ @ clam net within he scope of your election under
—1 a. Noreasonable justification given for lale Opilonal Basic Economic Loss Coverage

notica of claim
— b. Reasonable jstilicati.on not estabhisned--You
may qualify for special expedited arbitration—.
See page 2o this form for instructions.
LOSS OF EARANINGS BENEFITS DENIED

1:' 9. Pericd of disability contested: period in dispule |: 11. Exaggeraled sarnings claim

From Through g per month denied
[ 10.Glaimedioss not preven [ 12 Swuutory offset taken

[ 13- Other, explained below
DTHER REASONABLE AND NECESSARY EXPENSES DENIED
[ 1+ Amount o clam exceeds daiy limit of coverage 1 16 incured afier one year from daa of accident
[ 15 unreasonable o umecessary expenses T} 17. Other, explained below
HEALTH SERVICE BENERTS: DENIED

X 7] 8. Fees notn accardance wit fe scheduies [1 =20 Treament not related 1o accident
1 19. Excessive treatmen, service of hospitaization ] 21, Unnecessary treatment, service or hospitai zation

From Through, Frorn Through

l:] 22. Other, explained below
COMPLETE ITEMS 23 THROUGH 32 IF CLAIM FOR HEALTH SERVICE BENEFITS 15 DENIED

23, Provider of Health Service (Name, Address and Zip Code) 25. Peiod of bl - reatment dates 26, Dase find verfication received
AL CRANIAL MANDIBULAR 055712024 K 0517/2024
40-34. 74TH STREET 56 Daia of DIl 30, Amount o bill
ELMHURST, NY 11373 057232024 1,60802
24. Type of service rendered 27. Dae: bil received by insurer 31. Amourt paid by insurer
) 05/30/2024 3 1,104.14
Medical Care 28. Dale. final verikcalion requested 32. Amount in dispute
$ 50388

33 State reason for denial, fully and explicitly (attach extra sheets if needed).

06/10/2024

DATE Name and of insurer
ERIE INSURANCE COMPANY, t00 Erie Insurance Place 20240610 Erie, PA 16530

Telephone No. & Ext
£14-870-2000

Mame and address of Ingurer claim processor (Third Parly Administrator), if applcable
NYS FORM NF-10 (Rev 5/2021)

Page 10of 3

Telephone No. & Ext.




DENIAL OF CLAIM FORM — PAGE TWO
IF YOU WISH TO CONTEST THIS DENIAL, YOU HAVE THE FOLLOWING. OPTIONS:

1. Should you wish 1 take this matter up with the New York State Department. of Finandal Services. you may file with the Department either on its
website a hitp://www.dfs.ny.gov/consumer/fieacomplamthim or you may write 1o the Consumer Assistance Unit, New York State Department of
Financial Services, at One State Street, New York, NY 10004; One Commerce. Plaza, Albany, NY 12257; 1399 Frankiin Avenue, Garden City, NY 11530;
or 535 Washington Street, Suite 305, Buffaio, NY 14203,

Although the Department of Financial Services will atiempt to resolve disputed claims, It cannot order or require an insurer o pay a disputed
claim. If you wish 1o file a written complaint, send 0ne copy of this. Derial of Claim Form with copies of other pertinent documents with a
lettar fully explaining your complaint © the Department of Financlal Senices. at one of the above addrasses.

¥ you choose this option, you may at a later date stil submit this dispute 1o arbitration- or bring a lawsuit; or

2 You may submit this dispute to arbitration. If you wish i submit this claim © arbitration, then mall or e-mail a cogy of this Denid o Clam Form
along with a complete submission of all other pertinent documents and a tabe of contents lising: your subrnissions, n duplicate
together with a $40 fiing fee, payable by check, monay order, or cradit card - the American Arbitration Association (AAA) to!

AMERICAN ARBITRATION ASSOCIATION (AAA)

NEW YORK INSURANCE CASE MANAGEMENT CENTER
120 BROADWAY

NEW YORK, NEW YORIK 10271

nyicme. filingsubmissions@adr.org
Please contact the Amsrican Arbitration Association’s customer senice department al (917) 438-1660 with any quesions about case filing.

A complete copy of this filing, listng all bills and proofs as wel as a table of coments lighing your submissions must be provided to he AAA and he
insurer at the tme of filing for arbitration. The filing must be compiste with al necessary documentation, as any late submission may not be
admissible a arbitration. The filng fee wil be retumed b you if the arbitrator awands you any portion of your claim. However. you may be assessed
the costs of he arbitration proceeding f the arbitrator finds youwr claim 1 be frivolous, without factual- of lagal menit or was filed for the purpose of
harassing the respondent. The decision of an arbitrator & binding, except for Lmiled grounds for review se forth in the Law and regulations
promulgated thereunder.

It you are contesting the denial of claim and wish b submit the dispute © abitrakon, stale on accompanying sheets the reason(s) you believe the
denied or overdue benefits shoud be paid  Aftach proof of disability and verfication of kss of eamings f dispute, sign below, and send the
completed form  the Amencan Arbitration Association a the address given in lem 2 above.

Loss of earnings: Date claim made: Gross. earnings per month§

Period of dispute: From Through Amount- claimed: $

Health Services: (Attah bills in dispute and list each one separataly)
Name of Providet(g). Date of Service Amount of Bil Amount in Dispule Date Claim Maied

Other Necessary Expenses: (Attach bils in disputeand lis eagh one separately)
Tuoa of Evoenses Claimed AnjountCild mod Dt lncurmad, Date Cilaim Maled Amount In_Di spute

Other: (attach additional sheet & necessary)

« Upon your requast, ¥ you file for arbitration within 90 days of the dawe of tHs denial or the clam bacoming overdus, your case will be schedulad for
arbitration on a priofity basis,

= You qualify for special expadited arbitration # the insure has determined thal your writien justification for submitting late nofice of clhim failed o
mest a ‘reasonableness standard”. You specfic request for special expediled arbiration must be fisd witin 30 days of the date of denmal Your
fiing rmust be complete and contain all information that you are submitting at the time: of Tiling

NYS FORM NF-10 (Rev 5/2021)
Page 2of 3




