
ALBERT DAVYDOV DDS 
G + j  

91439767 

Insurer: 

Policy Number: 

Claim Number: 

Date of Loss: 

Check Number: 

Transaction Number: 

Check Amount: 

For: 

Erie Insurance Company 

$1,104.14 

Enclosures: Yes 

Personal Injury Protection, Service Period:05/17/2024 TO 05/17/2024,lnvoice:0001 00, 
000123440700 

C-486 09/15 

Erie Insurance offers home, auto, business and life insurance. 
Call your local ERIE Agent to learn what is available in your area. 

Ee 
2le.ranee 

CLAIM NO.: DATE OF LOSS: 

TRANSACTION NO.: 0

PNC Bank, NA. 001 60- 162/433 CHECK NO.: DATE ISSUED: 06-11-2024 
0or Coro.r 

Erie insurance Company 
100 Erie insurance Pace ·  Erie, PA 165930 

PAY ONE THOUSAND ONE HUNDRED FOUR AND 14/100 

PAY TO ALBERT DAVYDOV DDS 
$$$$$$$1,104.14 

FOR Personal Injury Protection, Service Period:05/17/2024 TO 05/17/2024,ln.oice:00012b�;:700 ,-J 7..,SS.) J '-[ 

r0007 2a i 5 B r  1 : 0 + 3 3 0 1 G ?2 7 1 :  10 ? 0 0 7 £  7r 

Erie Insurance Company 
AUTHORIZED SIGNATURE 
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I 
medical cost containment 

ERIE INSURANCE GROUP - AUTO 801 
Process Date: /2024 

Control Number: 1  

EOR Page 1 of 1 

Rev/Aud: AA/HK 

Claim Number: 

Claimant: 

Provider Tax 10: 

Provider Ref: 0 

Vendor: 1

Geo Zip: 

PPO/OSR ID: 
NPI Number: 

Business Received Date: 05/30/2024 

Prescribing Physician 

Date of Injury: 

ERVICAL CRANIAL MANDIBULAR 
PAIN SYNDROME 
40-34 74TH STREET 
ELMHURST, NY 11373 

Region: 04 

ICD-DX1: R51 Headache 

ICD-0X2: G89.21 Chronic pain due to trauma 

ICD-DX3: G89.4 Chronic pain syndrome 

ICD-DX4: M53.2X1 Spinal instabilities, occipito-atlanto-axial 

DOS POS Code Mod Service Description Units 

05/17/24 1 1  72040 RADEX SPINE CEF 1.000 

05/17/24 1 1  20660 APPL CRANIAL TO 1.000 

05/17/24 1 1  20660 APPL CRANIAL TO 1.000 

05/17/24 11 20660 APPL CRANIAL TO 1.000 

TOTALS: 

TOTAL RECOMMENDED ALLOWANCE: 

Services performed by: sot 

Reason Code Reimbursement Description: 

Charge BR/Red PPO/Red Other/Red Allowance Reasons 

96.38 0.00 0.00 0.00 96.38 6493 

503.88 0.00 0.00 0.00 503.88 6493 

503.88 251.94 0.00 0.00 251.94 78 

503.88 251.94 0.00 0.00 251.94 78 

1,608.02 503.88 0.00 0.00 1,104.14 

1,104.14 

78 

6493 

-THE ALLOWANCE FOR THIS PROCEDURE WAS ADJUSTED IN ACCORDANCE WITH MULTIPLE SURGICAL 
PROCEDURE RULES AND/OR GUIDELINES. 

-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 to 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 
concerning 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 to make a false report of the theft, destruction, damage or conversion of any motor vehicle to 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. 

If 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) to ERIE at https://www.ihcfa.com/signup.aspx 

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

CPT @2023 American Medical Association. All rights reserved. Fee schedules, relative value units, conversion factors an/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 

Automobile Medical 
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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW 
DENIAL OF CLAIM FORM 

TO INSURER: Complete this form, including item 33. Send two copios to applicant. Upon the request of the injured person, the insurer 
should send to the injured person_a_copv ot all prescribed claim forms and documents submitted by or 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 

I 
C. DATE OF ACCIDENT D. INJURED PERSON 

gp_ 
E. CLAIM NUMBER F. APPLICANT FOR BENEFITS (Name and address) G. AS ASSIGNEE 

DOV, DDS CERVICAL CRANIAL MANOIBULA 
=g REET 

ELMHURST, NY 11373 NO 

TO APPLICANT: SEE REVERSE SIDE IF YOU WISH TO CONTEST THIS DENIAL 

YOU ARE ADVISED THAT FO REASONS NOTED BELOW: 

[vour ente cam +s enie as toilows: 
[¥]2 Aporonot your ctaim is cemied as follows 

A. Loss of Earnings 
B. Heath Service Benefits 
C. Other Necessary Expenses 

s 

$ 
503.8 

c=i 

T 
D Interest 
E Attornev'gs Fee 
, Death Benefit 

$ 

$ 
$ 

REASON(S) FOR DENIAL OF CLAIM (Chock reasons and explain below in item 33) 
POLICY ISSUES 

6. Injured person not an Eible Injured Person 

7. injuries did not arise out of use or operation of a 
motor vehicle 

[ 8 cam not wthin the scope ot your election under 
Optional Basic Economic Loss Coverago 

5. Policy conditions violated. 

a. No reasonable justification given tor +ate 
notice of clairn 

b. Reasonable justification not established..You 
0nary quaify for special expedited arbitration­ 

See page 2 of this form tor instructions. 

LOSS OF EARNINGS BENEFITS DENIED 

3. Policy not in force on date of accident 

4. jured person excluded under poticy conditions 
or exclusion 

9. Period of disability contested: period in dispute 

From_Through 
Exaggerate earnings clairn 

0tS par month denied 

10. Claimed loss not proven 

c:::::::::J " 

E r z  saooy otter aen 
[_] 13 omer exouine below 

OTHER REASONABLE AND NECESSARY EXPENSES DENIED 
16. Incurred after ore year from date of accident [] 1 Amount ot chain excooods any mm of covaraoe E_] 

[] is ureasonable or unnecessary exconses [] mz oer. exoaied below 
HEAL TH SERVICE BENEFITS DENIED 

20. Treatment not related to accident 
21. Unnecessary treatment, service or hospitalization 

From Through 
[_] 2 2 om e .  oxoie below 

COMPLETE ITEMS 23 THROUGH 32 IF CLAIM FOR HEALTH SERVICE BENEFITS IS DENIED 

[X] 18feesnoti accordance win tee schedules 
[] 19excessive treatment, service or hospitanzanon 

From Through 

23. Provider ot Health Service (Name, Address and Zip Code) 25. Period of pi - treatment dates 29. Date final verification received 
ALBERT DAVYDOV, DDS CERVICAL CRANIAL MANDIBULAR 06/17/2024 to 05/17/2024 
40-34 74TH STREET 26. Date of bit 30. Amount of bi ELMHURST, NY 11373 

05/23/2024 $ 1,608.02 
24, Type of service rendered 27. Date bill received by insurer 31. Amount paid by insurer 

Medical Care 
05/30/2024 $ 1,104.14 

28. Date final verification requested 32. Amount in dispute 

$ 503.88 

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

06/10/2024 

DATE N ntative of Insurer 
ERIE INSURANCE COMPANY, 1OO Erie Insurance Place 20240610 Erie, PA 16530 

Name and address of Insurer claim processor (Third Party Administrator), if applicable 
NYS FORM NF-10 (Rev 5/2021) 
Page 1 of 3 

3 
Telephone No. & Ext. 

814-870-2000 
Telephone N o. &  Ext. 



DENIAL OF CLAIM FORM -- PAGE TWO 

IF YOU WISH TO CONTEST THIS DENIAL, YOU HAVE THE FOLLOWING OPTIONS, 

1. Should you wish to take this matter up with the New York State Department of Financial Services, you may file with the Department either on its 
website at http://www.dts.ny.gov/consumer/filoacomplaint.htmn or you may write to the Consumer Assistance Unit, New York State Department of 
Financial Sarvicos, at: One State Street, New York, NY 10004; One Commerce Plaza, Albany, NY 12257, 1399 Franklin Avenue, Garden City, NY 11530; 
or 535 Washington Street, Suite 305, Buffalo, NY 14203. 

Athough the Department of Financial Services will attempt to resolve disputed claims, it cannot order or require an insurer to pay a disputed 
claim If you wish to file a written complaint, send one copy of this Denial of Claim Form with copies of other pertinent documents with a 
letter fully explaining your complaint to the Department of Financial Services at one of the above addresses. 

It you choose this option, you may at a later date still submit this dispute to arbitration or bring a lawsuit; Or 

2. You may submit this dispute tq arbitration, If you wish to submit this claim to arbitration, then mail or e-mail a copy of this Denial of Claim Form 
along with a complete submission of all other pertinent docurnents and a table of contents listing your submissions, in duplicate 
together with a $40 filing tee, payable by check, money order, or credit card to the American Arbitration Association (AAA) to: 

AMERICAN ARBITRATION ASSOCIATION (AAA) 
NEW YORK INSURANCE CASE MANAGEMENT CENTER 
120 BROADWAY 
NEW YORK, NEW YORK 10271 

nyicmc filingsubmissions@adrorg 

lease contact the American Arbitration Association's customer service department at (917) 438-1660 with any questions about case filing 

A complete copy of this filing, listing all bills and proots as well as a table of contents listing your submissions must be provided to the AAA and the 

osurer at the time of filing for arbitration. The filing must be complete with all necessary documentation, as any late submission may not be 

admissible at arbitration. The fifing fee wilt be returned to you if the arbitrator awards you any portion of your claim. However, you may be asses$0 
the costs of the arbitration proceeding if the arbitrator finds your claim to be frivolous, without factual or legal mort or was filed for the purpose of 

harassing the respondent. The decision of an arbitrator is binding, except tor lirnited grounds for review set fonth in the Law and regulations 

promulgated thereunder. 

f you are contesting the denial of claim and wish to submit the dispute to arbitration, state on accornpanying sheets the reason(s) you believe the 
deniod or overdue benefits should be paid. Attach proof of disability and verification of loss of eamings in dispute, sign below, and send the 
completed form to tho American Arbitration Association at the address given in item 2 above. 

Loss of earnings: ate claim mnade Gross earnings per month$ -- 

Period of dispute: From _Through _ Arnount claimed; 

Health Services. (Attach bills in dispute_and list each ong_separately) 
Name of Provider(s Date of Service Amgunt of 8ill Amount in Dispute Date Claim Mailed 

Other Necessary Expenses: (Attach bills in dispute_aned list ec ... 

I 
ae ot Expenses Claimed Amount Claimed Date Incurred Date claim Mailed Amount in Dispute 

Other: (attach additional sheet if necessary) 

• Upon your request, if you file for arbitration within 90 days of the date ot this denial or the claim becoming overdue, your case will be scheduled for 
arbitration on a priority basis 

You qualify for special expedited arbitration if the insurer has determined that your written justification tor submitting late notice of claim failed to 
meet a reasonableness standard. Your specific request for special expedited arbitration must be filed within 30 days of the date of denial. Your 

filing must be complete and contain all information that you are submitting at the time of filing 

NYS FORM NF-10 (Rev 5/2021) 

Page 2 of 3 



DENIAL OF CLAIM FORM -- PAGE THREE 

3.You may bring a lawsuit to recover the amqunt of benefits you claim to be entitled to, 

THE UNDESIGNED AFFIRMS AND CERTIFIES AS TRUE UNDER THE PENALTY OF PERJUHY THAT THIS FILING IS BEING MADE IN 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 IS BEING REQUESTED. UNLESS DISCLOSED WITH THIS SUBMISSION, THE DISPUTED AMOUNTS EMAIN 
UNPAID TO THE APPLICANT BY ANY PAYOR AND THEE HAS BEEN NO OTHER FILING OF AN ARBITRATION REQUEST OR LAWSUIT TO 
RESOLVE THE DISPUTED MATTERS CONTAINED IN THIS SUBMISSION. 

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO 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 CONCERNING 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 TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION 
OF ANY MOTOR VEHICLE TO 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 AVE 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 A TTOANEY? DATE 

YES D 

SIGNATURE NO D 

IMPORTANT NOTICE TO APPLICANT 

If box number 3 (Policy not in force on date of accident") on the front of this form is checked as a reason for this denial, you may be entitled to 
No-Fault benefits from the Motor Vehicle Accident Indemnification Corporation (M.V.A.L.C.) (646-205-7800) located at 10O wiliam Street, New York, 
New York 10038. The Insurance Law requires that you must file an Affidavit of Intention to Make Claim with M.V.A.IC. Therefore, t is in 
your best interest to contact the M.V.A.I.C. immediately and fide such an affidavit, even if you intend to contest this denial. 

NYS FORM NF-10 (Rev 5/2021) 

Page 3 of 3 



NEW YORK MOTOR VEHICLE NO-F AULT INSURANCE LAW 
DENIAL OF CLAIM FORM 

TO INSURER: Cornplete this form, including item 33. Send two copies to applicant. Upon the request of the injured person, the insurer 
should sen to the injured arson a coo of alt prescribed claim forms and documents submitted b or on_ behalf of the injured orson. 

ERIE INSURANCE COMPANY 
100 Erie Insurance Place 20240610 
Erie, PA 16530 
NAICN 213-16233 For American Arbitration Association use 

A. POLICYHOLDER B. POLICY NUMBER 

I 
C. DATE OF ACCIDENT  PERSON 

L 
--· ·--. --·· - . 

E. CLAIM NUMBER F. APPLICANT FOR BENEFITS (Name and address) G. AS ASSIGNEE 
L CRANIAL MANDI8ULA 

P 4034 REET 
ELM Y 11373 

TO APPLICANT: SEE REVERSE SIDE IF YOU WISH TO CONTEST THIS DENIAL 

YOU ARE ADVISED THAT FOR REASONS NOTED BELOW 

[.vourentre claim is enie as to/lows 

Ly ]2 Aportion ot your cairn is denied as toows 

f] A t o s e e o s  
[_x_l  seam service Bonet@ts 
[ come Necessary £xoeoses 

s Ll 0 m es  
5  Sw [] e om ev s r e  
s  []rooamn see 

$  

$  

$  

T. Injuries did not arise out o use or operation of a 
motor venicle 

REASONNS) FOR DENIAL OF CLAIM (Check reasons and explain below in item 33) 
POLICY ISSUES 

[ 6 injured person not an 'Evie loju«ea Person° 

c::::J 

[ s cam not wmi the scope of your electon oner 
Optional Basic Economic Loss Coverage 

b. +Reasonable justification not established--You 
may qualify for special expedited arbitration-­ 

See page ?2 of this form for instructions. 

a. Nreasonable justification given for late 
notice of cigen 

5. Policy conditions violated 

4. Injured person excluded under policy conditions 
or exclusion 

3. Policy not in force on date of accident 

12. Statutory offset taken 
13. Other, explained below 

11. Exaggerated earnings claim 
0tS_per month denied 

, 

c 

LOSS OF EARNINGS BENEFITS DENIED 

c::::J 
peen Through 

9. Period ot disability contested: period in dispute 

[_] 1ocamedloss not proven 

c::::J 

OTHER REASONABLE AND NECESSARY EXPENSES DENIED 

2t. Unnecessary treatment, service or hospitalization 
20. Treatment not related to accident 

16. incurred after one year fror date of accident 

£torn Though 

[_] 22 ome. exvained below 

COMPLETE ITEMS 23 THROUGH I2 IF CLAIM FOR HEALTH SERVICE BENEFITS IS DENIED 

19. Excessive treatment, service or hospitalization 

Fromn_--Though_. 

18. Fees not in accordance wth fee schedules 

14. Amount of claim exceeds daily limit of coverage , 

15. unreasonable or unnecessary expenses f] 1r. oer, explained below 
HEALTH SERVICE BENEFITS DENIED 

, 
, 

3 

23. Provider of Health Service (Name, Address and Zip Code) 25. Period ot bit treatment ates 29. Date final verification receive 

AL CRANIAL MANDIBULAR 05/17/2024 to 05/17/2024 
40-34 74TH ST£ET 26. Date ot bi 30. Amount ot bill 
ELMHURST, NY 11373 05/23/2024 $ 1,608.02 

24. Type of service rendered 27. Date bill received by insurer 31. Amount paid by insurer 

Medical Care 
05/30/2024 $ 1,104.14 

28. Date final verification requested 32. Amount in dispute 

$ 503. 88  

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

06/10/2024  

DATE Name and of Insurer 
ERIE INSURANCE COMPANY, 10O Erie Insurance Place 20240610 Erie, PA 16530 

Telephone No. & Ext. 

814-870-2000 

Name and address of Insurer claim processor (Third Party Administrator), if applicable 
NYS FORM NF-10 (ev 5/2021) 

Page 1 of 3 

Telephone No. & Ext. 
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DENIAL OF CLAIM FORM -- PAGE TWO 

IF YOU WISH TO CONTEST THIS DENIAL, YOU HAVE THE FOLLOWING OPTIONS: 

1. Should you wish to take this matter up with the New York State Department ot Financial Services, you may file with the Department either on ite 
website at http://www.ts.ny.gov/consumer/fileacomplaint.htmn or you may write to the Consumer Assistance Unt, New York State Department of 
Financial Services, at: One State Street, New York, NY 10004; One Commerce Plaza, Albany, NY 12257; 1399 Frankin Avenue, Garden City, NY 11530 
or 535 Washington Street, Suite 305, Buffalo, NY 14203. 

Atthough the Department oft Financial Services wilt attempt to resolve disputed claims, it cannot order or require an insurer to pay a disputed 
claim. If you wish to file a written complaint, send one copy of this Denial of Claimn Form with copies oft other pertinent documents with a 
letter fully explaining your complaint to the Department of Financial Services at one of the above addresses. 

If you choose this option, you may at a later date still submit this dispute to arbitration or bring a lawsut; or 

2. You may submit this dispute to arbitration, f you wish to submit this claim to arbitration, then mail or e-mail a copy of this Denial of Claim Form 
along with a complete submission of all other pertinent documents and a table of contents listing your submissions, in duplicate 
together with a $40 filing fee, payable by check, money order, or credit card to the American Arbitration Association (AAA) to: 

AMERICAN ARBITRATION ASSOCIATION (AAA) 
NEW YORK INSURANCE CASE MANAGEMENT CENTER 
120 BOADWAY 
NEW YORK, NEW YORK 10271 
nvicmc filingsubmissions@adrorq 

lease contact the American Arbitration Association's customer service department at (917) 438-1660 with any questions about case filing. 

A complete copy of this filing, listing all bills and proots as well as a table of contents listing your submissions must be provided to the AAA and the 
insurer at the time of filing tor arbitration. The fiting must be complete with all necessary documentation, as any late submission may not be 
admissible at arbitration. The filing fee will be returned to you if the arbitrator awards you any portion ot your claim. However, you may be assessed 
the costs of the arbitration proceeding if the arbitrator finds your claim to be frivolous, without factual or legal merit or was filed for the purpose of 
harassing the respondent. The decision of an arbitrator is binding, except for limnited grounds for review set forth in the Law and regulations 
promulgated thereunder 

f you are contesting the denial of claimn and wish to submit the dispute to arbitration, state on accompanying sheets the reason(s) you believe the 
denied or overdue benefits should be paid. Attach proof of disability and verification of loss of earnings in dispute, sign below, and send the 
completed form to the American Arbitration Association at the address given in item 2 above. 

Loss of earnings: 

Period of dispute: 

Date claim made _ 

From Through _ 

Gross earnings per month$_ 

Amount Clair9d 

separately) Health Services: (Attach bills in dispute ind list each C 
' ' 

ea 

'  
0ne  

Name of Provider(s) Date g Service Amount of Bl Amount in Dispute Date Claim Mailed 

Other Necessary Expenses: (Attach bitis in dispute_ant er ) 
Ta of Fyoenses Claimed A m ou nt 4 » ,  I  reef Date (yam Maileef Amount In Di te 

Other; (attach additional sheet if necessary) 

Upon your request, if you file for arbitration within 90 days of the date of this denial or the claim becoming overdue, your case wilt be scheduled for 
arbitration on a priority basis 

You qualify tor special expedited arbitration if the insurer has determined that your written justification for submitting late notice of claim failed to 
meet a "reasonableness standard. Your specific request for special expedited arbitration must be filed within 30 days of the date of denial. Your 
filing must be complete and contain all information that you are submitting at the time of filing. 

NYS FORM NF-1O (Rev 5/2021) 

Page 2 of 3 


