**** CASE NUMBER: 502026 CA002352XXXAMB Div: AG ****
Filing # 242706787 E-Filed 02/27/2026 10:35:33 AM

IN THE CIRCUIT COURT OF THE 15%
JUDICIAL CIRCUIT IN AND FOR PALM
BEACH COUNTY, FLORIDA.

WEST BOCA MEDICAL CENTER,

INC., d/b/a WEST BOCA MEDICAL CIVIL DIVISION

CENTER,

a Florida corporation, CASE NO:
Plaintiff,

V8.

BEST ROOFING SERVICES, LLC,
a Florida limited liability company,

Defendant.

COMPLAINT FOR BENEFITS

COMES NOW, PLAINTIFF, WEST BOCA MEBICAL CENTER, INC., d/b/a WEST
BOCA MEDICAL CENTER, by and through its‘undersigned attorney files this Complaint for
Benefits against BEST ROOFING SERVICES, BLC." As grounds therefore and in support thereof
PLAINTIFF states as follows:

JURISDICTION AND VENUE

1. This is an action forbenefits due under an employee welfare benefit plan governed by the
Employee Retirement Income Security Act of 1974 (“ERISA™), 29 U.S.C. §1001 et seq.
2. This Court has'concurrent jurisdiction pursuant to 29 U.S.C. §1132(e)(1).

3. Venueis proper in Palm Beach County because the medical services at issue were

réndered in this County.

PARTIES
4. Plaintiff is a licensed hospital in the State of Florida and provided medically necessary
inpatient hospital services to a participant/beneficiary of Defendant’s employee health

benefit plan.
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5. Defendant BEST ROOFING SERVICES, LLC sponsors and maintains a self-funded
employee welfare benefit plan governed by ERISA (the “Plan”).

6. The Plan is administered by EVHC, which has confirmed in writing that it serves as
third-party administrator for Defendant’s single-employer self-funded plan (Exhibit
“D”).

7. As Plan Sponsor and/or Plan Administrator, Defendant is responsible for payment of

covered benefits due under the Plan.

FACTUAL ALLEGATIONS

8. From July 13, 2022 through July 18, 2022, Plaintiff rendered medically neégessary inpatient
hospital services for labor and delivery to a participant/beneficiary of the Plan.

9. The patient is identified herein as “C.F.” to protect patient)privacy. Defendant
administered the claim at issue and is fully aware of the identity of the
participant/beneficiary referenced herein.

10. The total billed charges for the hospitalization were $106,711.58. A true and correct copy
of the itemized bill (redacted to protect patiefit privaey) is attached as Exhibit “B”.

11. At the time of admission, C.F. executed’a writteri Consent for Treatment and Assignment
of Benefits in favor of Plaintiff. A true and'correct copy (redacted to protect patient privacy)
is attached as Exhibit “A”,

12. The Assignment expressly assigns to Plaintiff:

« All insurance and plan benefits for the hospitalization;

o All rights and imnterests in insurance benefits;

e The right to receive Plan documents and information;

» The right te appeal denials or underpayments; and

» The right to pursue legal remedies and receive all monetary or equitable relief available
under applicable law, including ERISA.

13. Plaintiff timely submitted its claim for payment under the Plan.

14, The Plan issued an Explanation of Benefits acknowledging coverage but paid only
$11,767.96, with $500.00 applied to patient responsibility (which was paid), leaving an
unpaid balance of $94.443.62. A true and correct copy of the Explanation of Benefits
(redacted to protect patient privacy) is attached as Exhibit “C”.

15. The Explanation of Benefits reflects that approximately $94,443.62 of Plaintiff’s billed
2



charges were reduced as an “adjustment.”

16. In correspondence dated March 9, 2023, EVHC confirmed that it administers Defendant’s
self-funded Plan and stated that the claim was processed pursuvant to Plan guidelines. A
true and correct copy of that correspondence is attached as Exhibit “D”,

17. Plaintiff appealed the underpayment through the Plan’s internal review procedures.

18. The Plan upheld its underpayment and failed to remit additional benefits due.

19. All administrative remedies required under the Plan have been exhausted or are deemed
exhausted.

COUNTI
Claim for Benefits Under ERISA §502(a)(1)(B)
(29 U.8.C. §1132(a)}(1XB))

20. Plaintiff realleges paragraphs 1-19.
21. Under the terms of the Plan, Defendant is obligated toypay benefits due for covered

inpatient hospital services.
22. The services rendered by Plaintiff were covered services under the Plan.
23. Defendant failed to pay the full benefits\due under the Plan and underpaid Plaintiff’s claim.
24, As a direct and proximate result of'\Defendant’s failure to pay benefits due, Plaintiff has

been damaged in the amount 6f $94;443.62, plus prejudgment interest.

WHEREFORE, Plaintiff demands,judgment against Defendant for:
a. Benefits due in the.amount of $94,443.62;
b. Prejudgment interest;
¢. Reasonableiattorney’s fees and costs pursuant to 29 U.S.C. §1132(g); and
d.~Such other and further relief as the Court deems just and proper.

COUNT 11
Equitable Relief Under ERISA §502(a)(3)
(29 U.S.C. §1132(a)(3)
(Pled in the Alternative)

25. Plaintiff realleges paragraphs 1-24.



26. To the extent that relief under ERISA §502(a)(1)}(B) is deemed unavailable or inadequate,
Plaintiff seeks appropriate equitable relief under ERISA §502(a)(3).

27. Defendant is required to administer the Plan in accordance with its written terms and
ERISA.

28. Plaintiff seeks equitable remedies, including surcharge or other appropriate equitable relief,

to redress Defendant’s failure to pay benefits due.

WHEREFORE, Plaintiff demands equitable relief as permitted under ERISA, together with

attorney’s fees and costs, and such further relief as the Court deems proper.

Respectfully submitted,

Law Offices'ofLorne S. Cabinsky, P.A.
Attorney for Plaintiff

3020 NE 32"%Avenue, Suite 201B
Fort,Lauderdale, FL 33308

(954) 563-6900

(954) 563-6901 fax

fs/Lorne S. Cabinsky

Lome 8. Cabinsky, Esquire

Florida Bar No.: 331510
lc@]cabinskylaw.com - primary
dvazquez@lcabinskylaw.com - secondary
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WEST BOCA L g,

Medical Center WBOBO1001
CONSENT FOR TREATMENT AND CONDITIONS FOR ADWMISSION

Consent to Medical and Related Health Care: | consent to the admission to the hospital and
consent to freatment and procedures that my doctor thinks are needed during this hospitalization or
while | am an outpatient or emergency department patient. These may include emergency treatment
or services, laboratory procedures, x-ray examinations, medical or surgical treatment or procedures,
anesthesia, and other hospital services provided to me under the general and special instructions of
my physician or surgeon. | understand that | will have an opportunity to separately consent to
certain medical procedures and treatments. | also understand that the delivery of health care
services is not an exact science and diagnosis, and treatment may involve risks.of injury or even
death. No guarantees are made to me regarding the result of examination or treatment in this
hospital. The hospital has my pemission fo use any human tissue and/or,cells removed during my
hospital care for future diagnostic study, teaching or research purposes.

Teaching: Students, residents, postgraduate fellows, nursing and other clinical students may
participate in my care as a part of the clinical education or research program of the hospital under
appropriate supervision. Untess | notify the hospital that | do not want to participate in these
educational programs, | agree that trainees may participatein and/or provide care to me while | am
a patient at the hospital.

Medicatl and Allied Health Care Providers: All physicians, surgeons and various other
independent practitioners caring for patients in the hospilal, Including emergency department
physicians, radiologists, pathologists, anesthesiclogists, and other attending or consulting
physicians (collectively, "Physicians”) are independent practitioners. They are not employees or
agents of the hospital. Each patient's physicians are responsible for diagnosis of the patient's
condition, establishing a plan of care, obtaining.the patient’s informed consent for medical or
surgical treatment, performing diagnostic and therapeutic procedures and for ordering hospital
services rendered for the patient by-hospital personnel. It is the responsibility of the hospital to carry
out the instructions of physicians(through'its nurses and other support staff.

Physicians may choose to hire physician assistants and nurse practitioners to assist them with
medical care. Physician assistants and nurse practitioners employed by Physicians are not
emplayees or agents of the hospital and their supervising Physicians are solely responsible for
these physician assistants and nurse practitioners,

I consent to the provisionof services by Physicians and independent practitioners and agree that
they are solely responsible for their care and direction to hospital staff. Further, | release the
Hospital from any'and all liability for the acts or omissions of these Physicians or independent
practifioners.

My initials at the end of this paragraph confirm that | have read the three paragraphs above;
understand and agree to the terms of these paragraphs; am the patient, the patient's legal
representative, or am duly authorized by the patient to accept these terms; and will receive a copy

thereof.
(M
Patient initials: L/‘ /é
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Maternity Patients: If | deliver an infant(s) while a patient of this hospital, | agree that this same
Condition of Services applies to the infant(s). | acknowledge that ) will receive a written copy
disclosing my rights as a matemity care patient (if any).

Pergonal Property: As a patient, | am encouraged to leave personal items at home. The hospital
maintains a fireproof safe for the safekeeping of money and valuables. The hospital is not liable for
the loss or damage to any money, jewelry, documents, coats and other garments, dentures,
eyeglasses, hearing alds, prosthetics, or any articles of unusual value and/or small size (unless
placed in the fireproof safe), and will not be liable for loss or damage to any other personal property
unless deposited with the hospital for safekeeping. The hospital's maximum liability for loss of any
personal property deposited with the hospital for safekeeping is limited to five hundred dollars
($500.00) unless | receive a written receipt for a greater amount from the hospital.

¢ | understand that some hospital procedures include
use of videotape or other imaging as a part of their standard care. | consent to the use of
photography during medical and surgical procedures. The hospital may use.these images for
treatment, scientific, educational or medical research purposes. | further ¢onsent to routine
photography related to patient care, including newborns. The term “photograph” includes video and
still photography, in digital or any other format, and any other means lof recording or reproducing
images.

i : If | come to the hospital emergency department in labor or for
an emergency, | understand that | have the right, to receive a medical screening examination
performed by a doctor or other qualified medical professional to determine whether | am suffering
from an emergency medical condition and, if such a conditionvexists, to receive stabilizing treatment
within the capabilities of the hospital's staff and facilities, even if | cannot pay for these setvices, do
not have medical insurance or | am not entitied to Medicare or Medicaid benefits.

Workers Compensation:

\

7
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| am seeking treatment for an injury or jliness that occurred while | was at my place of employment or

performing work for my employer: B wo ] ves
If yes, on what date did the accident oy/iliness occur: B

If yes, please provide the name and address of your employer:

If yes, please provide the name and telephone number of your supervisor:

If you know your employer's Worker's Compensation Carrier, please provide the name and/or contact

information:

== NI
|
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Payment for Medical and Related Care: | understand payment is due when services are provided. |

agree to promptly pay for all hospital services in accordance with the regular rates and terms of the
hospital, including its charity care, financial aid, discount payment, and/or altemative payment
arrangements policies, if applicable. | understand the hospital will provide an estimate of what | owe
based upon the information | provide and information from my insurance or other third party, as
applicable. The estimate may include my co-payment, co-insurance and/or deductible, all of which is
due and payable at the time of service. | understand that | may receive a bill for any amounts due that
are not collected at time of service. If | default on this agreement to pay for services and my account is
referred to a third-party for debt collection, 1 will pay actual collection-related expenses, including atiorney fees,
and any other fees permitted by law. | understand the hospital may request and use data from third-parties, such
as credit reporting agencies, to verify demographic data or evaluate financial options. | understand my
physicians and surgeons, including the radiologists, pathologists, emergency physicians, and anesthesiologists
will send me a separate bill for their services and | will receive separate bills from each of the providers who care

for me during my hospital visit. | agree that if there Is an overpayment or excess balance on this account, 3,
the overpayment or excess balance may be applied to any other outstanding account(s) for which | am
financially obligated.

Notice of Electronjc Check Conversion: if | provide a check as payment, | authorize the hospital
to use information from my check to make a one-time electronic funds transfer (EFT) from my

account or to process the payment as a chack transaction. If the hospital.uses information from a
check to make an EFT, the funds may be withdrawn from my ghecking account the same day.

Asslgnment of Beneflts: | assign and hereby authorize direct payment to the hospital of all

insurance and plan benefits for this hospitalization or for thess outpatient services. Completely and

without any limitations or reservations, | assign to the hospital, along with any attomeys or agents

acting on the hospital's behalf, all of my rights to and intergst in all insurance benefits or proceeds )

for services delivered by the hospital. Without limiting'the generality of the foregoing, this \

assignment extends to all of my rights to (1) requestiand receive documents and other information K\
\\
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from any entity or person, including those governed by the Employee Retirement Income Security
Act of 1974 (“ERISA”); (2) appeal any denial or underpayment of benefits or coverage; and (3)
pursue any legal remedies in any forum-and receive all relief (monetary or equitable) available
under applicable law, including all provisions of ERISA. If { am a Medicare beneficiary, | request that
payment of authorized benefits be made)in my behalf to the hospital for any service fumished to me
by the hospital, and | certify that the information given by me in applying for payment under the
Medicare program, Title XVill of the Social Security Act, is correct, | authotize release of any
information needed to act on this request. In the event that mycurrent Medicare inpatient days are
exhausted or become exhausted during my stay at the hospital, | authorize the hospital to bill and
receive payment forbenefits under my Lifetime Reserve days, to the extent available and
applicable. As to allinsurance and plan benefits, including Medicare, if the hospital is authorized to
bill for services rendered by physicians or other providars, | assign payment to the hospital for the
services renderediby these physicians or other providers. If | receive payment from an insurer or
health planrforthe hospital's services, | will promptly send that payment to the hospital. | agree that
the insurer’s ot health plan’s payment to the hospital pursuant to this autharization and request will
discharge the insurer’s or health plan’s obligations to the extent of that payment. | understand that |
am financially responsible for any hospital or other charges not paid according to this. | understand
that services not covered through my benefits, as well as any applicable co-payments and
deductibles, are my responsibility, | understand that payment for amounts not covered because of
an inactive insurance card, no insurance, no insurance card, or insurance the hospital is not a
participating provider for (out-of-network) are my responsiblity.
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Advanced Directives:
Patient has an advanced directive or living will: B no L[ ves
If yes, copy provided? One [ ves

Patient has Medical Durable Power of Attomey: A No [ ves
If yes, copy provided? One O Yes
Patient has designated a Health Care Surrogate: B no [ ves

If yes, copy provided? O'no O ves
Name of designated Health Care Surrogate:

Phone Number:

I would like to receive further information about Living Wills and other,
advanced directives: A no O ves

( i jces: | amaware of the notice of privacy
practices that describes how this hospital may use and disclose patient health infonmation. The
notice of privacy practice includes information on how my name may be included in the hospital
directory so that | can receive visitors and phone calls; unless’l object to being included in the

directory. | acknowledge receipt of the hospital's Notice of Privacy Practices if { have not received it N\

within the last year or if the document has changed,since | was last registered at the hospital.

Patient Rights and Rasponsibilities: | recsived Patient Rights and Responsibilities information
explaining my rights and my responsibilitiestas a patient in this hospital, including how fo file a
complaint and grievance.

Release of Information: The hospitatwill obtain my consent and authorization to release medical
information, except in those circumstances when the hospital is permitted or required by law to
release information. [ consent fo the release of my information to third-parties for education or
research activities. | consent to the release of medical information to entities that provide care in
post-acute settings. In accordance with the Safe Medical Device Act of 1990, if a permanent
medical device is implanted, | authorize the hospital to notify the manufacturer of my name, address,
telephone number and\Social Security Number, if available, as well as other information about the

implantation.

| authorize the haspital to disclose all or any part of my record o any entity which is or may be liable
to the hospital or. me for all or part of the hospltal's or hospital-based physicians’ charges for the
services provided to me, including, without limitation, hospital or insurance companies, workers’
compensation’carriers, welfare funds, my employer, or medical utilization review organization
designated by the foregoing.
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Clinical Trial or Research:
| am currently participating in a clinical trial: I No [ Yes

The services that | will be having done during this hospital visit are part of
my clinical trial: One [Jves

| have a copy of my signed information consent with me: Ono [Jves
If yes, we would like to make a copy of this consent for your file.

What is the name of the hospital or doctor's
office where this study is taking place?

Please provide the name of your study doctor:

Please provide the name of the nurse or research coordinator:

on a

1 consent and authorize the hospital, any physician or other caregiveryas.well as any of their related
entities, agents, or contractors, including but not limited to schedulers, debt collectors, and other
contracted staff (any or all of these is referred to as “Provider"}io use automated telephone dialing
systems, text messaging systems and electronic mail to (1) providé messages (including pre-
recorded messages or text messages) to me about my-account, payment due dates, missed o
payments, information for or related to medical goods andlfor services provided, exchange
i\\§
\
A

SSEUNM - PBUBIS Afjeaiucsos)g

information, changes to the health care law, health care coverage, care follow-up, and other
healthcare information or (2) provide telemarketing messages (including pre-recorded messages)
during a call or via text message that delivers'a“health care” message made by, or on behalf of, a
“covered entity” or its “business associate;as those terms are defined in the HIPAA Privacy Rule,

45 CFR 160.103. ~
Telephone messages may be played'by a machine automatically when the telephone is answered,
whether answered by me or someone else. These messages may also be recorded by my

answering machine. | give the Provider permission to call or send a text message to any telephone
number | give the Provider and to play pre-recorded messages or send text messages with

information about my transactions over the phone, and understand that such information may not be

encrypted or secure.

| promise that, unless Nndicate otherwise, | own or customarily use the telephone numbers | give
the Provider. | al$0 promiSe to notify the Provider in writing within 30 days if | change phone
number(s). | understand that Provider wiil continue to use the number | provide unless | provide
notice of a.change, and, therefore, failure to notify Provider may result in missed or delayed
communications.

I also give the Provider permission to communicate such information to me via electronic mail, and
understand that such information may not be encrypted or secure.

I agree that the Provider will not be liable to me for any calls or electronic communicatians, even if
information is communicated to an unintended recipient (including, for example, contacts to a

o |l
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previous number that § have not notified the Provider is no longer used by me).

1 understand that, when | receive such calls or elecironic communications, | may incur a charge from
the company that provides me with telecommunications, wireless and/or Internet services. | agree
that the Provider has no liability for such charges.

| understand that consent to receive calls/messages is not a condition of receiving medical services.
| also understand that | may revoke my consent to contact at any time by directly contacting Provider
or utilizing the opt-out method that will be identified in the applicable communication.

1 have read and received a copy of this form. | am the patient, the patlent's legal
representative, or am authorized by the patient as the patient’s general agent to act on his or
her behalf to accept the terms of this form. | understand and accept the terms of this
Consent for Treatment and Conditions for Admission form. If | have any questions, | have
had an opportunity to ask questions about anything | don’t understand. " also confirm that |
have received a copy of the Notice of Privacy Practice and am the patient, the patient's legal
representative, or am authorized by the patient as the patient’s general'agent to accept its
ferms.

M}fﬁ 7HOIR022 12:16 PM

Patient/Parent or Legal Guardian Signature Date / Time

self
Relationship to Patient

7
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Declaration of a Minor:

To be signed only in the instance in which a minor is seeking treatment without a parent or legal
guardian present and meets at least one of the criteria below.

. lam 18 years of age or older;

IIl. {am legally emancipated, married, or have been married;
Hl. 1am unwed, pregnant, and seeking medical or surgical care or services related to my

pregnancy;

IV. | am an unwed mother seeking medical or surgical care or services for my child; E
V. | have been adjudicated as an aduit and am in the care of the Department of Corrections; 3
V1. 1 am receiving treatment for a sexually transmitted disease; g
VIl. | am receiving treatment for substance abuse; or ‘g
VII. | am 13 years of age or older and receiving outpatient crisis intervenlion services and treatment €
that does not include medication, somatic therapy, aversive stimuli, or substantial deprivation. 4

=

g

Patient/Parent or Legal Guardian Signature Date / Time ﬁ
Relationship to Patient \

’%
.//
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Financial Responsibility Agreement by Person other than the Patient or the Patient’s Legal
Representative: | agree to accept financial responsibility for services rendered to the patient and to
accept the terms of the Payment for Medical or Related Care (Paragraph 8) and Assignment of
Benefits (Paragraph 10).

Person Accepting Financial Respansibility Date / Time
Signature

Relationship to Patient

Translator: | have accurately and completely read the document to the-patient or patient’s
representative in the language requested by the patient or patient’s representative.

Translator Date / Time

/

7
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RUN DATE: 07/27/22 WBO - WEST BOCA MEDICAL CENTER PAGE 23
REPORT: WBOFU0S535 A484 UB04 ITEMIZED STATEMENT FOR - 07/26/22
FORM: CUBI ACCOUNT: NN "N SERVICE DATES: 07/10/2022-07/18/2022

REV BILLING CHARGE SERVICE
CODE HCPCS DESCRIPTION oY AMOUNT NUMBER DATE
0122 SEMI-PRIV 01661 1 4,992.00 002500044 07/13/2022
0122 SEMI-PRIV 0le6l 1 4,992.00 002500044 07/14/2022
G122 SEMI-PRIV 01661 1 4,992.00 002500044 07/15/2022
0122 SEMI-PRIV 01081 1 4,992.00 002500044 07/16/2022
0122 SEMI-PRIV 01081 1 4,992.00 002500044 07/17/2022
0250 AS9150 APAP 500 ES TB + 2 6.00 005300014 07/14/2022
0250 J3490 DINCPROSTON1IOMG 2 §,710.00 005338320 07/14/2022
0250 J3550 ASTROGLIDG6.5TS + 2 €02.00 005330250 07/15/2022
0250 JB499% IBUPROFGOOMG TB + 2 130.00 005305919,07/17/2022
0250 JB499 IBUPROFe00MG TB + 3 195.00 005305919 07/1B/2022
0300 TOOD3 Ia SARSCOV2 AMP PRB HTT 1 §1.31 007250084 07/10/2022
¢300 Uo005 SARSCOV2 AMP HTT 48HR 1 .01 007250097 07/10/2022
0300 B5025 CBC W/AUTO DIFF 1 553.00 004105028)07/14/2022
0300 85025 CBC W/AUTO DIFF 1 553.00 004105028 07/18/2022
0300 85027 CBC AUTO 1 607.00/ 004100656 07/17/2022
0300 B6BLD RBC AB SCRN 1 552.000, 004106016 07/14/2022
(300 85900 BLD TYPE ABO i 339.00 004106080 07/14/2022
0300 B6901 BLD TYPE RH (D) 1 360.00 004106100 07/14/2022
0360 SURG LVIII INT3 1 6,695.00 003101218 07/16/2022
0360 BURG LVIII EAlS 3 6,96M00 003101219 07/16/2022
0370 ANESTH INT 30M 1 Y, 896,00 003703560 07/16/2022
0370 ANESTH EA ADD1S 3 29532.00 0403703561 07/16/2022
0636 J0690 CEFAZOLS00PMXIJ 8 248.00 005318977 07/16/2022
063 J1100 DEXAMETHASIMGIJ 4 48.00 005319864 07/16/2022
0636 J1200 DIPHENHYDR 50MG 1 19.00 005320117 07/16/2022
0636 J1885 KETOROLAC 15MG 4 76.00 005321633 07/16/2022
0636 J18BS KETOROLAC 15MG 2 38.00 005321633 07/17/2022
0636 J2274 MORPH PF 10MGIJ 1 194.00 005327712 07/16/2022
0e3s J2406 ONDANSETROIMGIJ 8 72.00 005322936 07/15/2022
0636 J25%0 OXYTOC 10U LR 3 357.00 005323038 07/15/2022
0636 J2590 OXYTOC 10U LR 3 387.00 005323038 07/16/2022
0636 J2590 OXYTOCIN 10U IJ 10 2,590.00 005323045 07/16/2022
0636 J2795 ROPIVACAIN1IMGIJ 00 800.00 005324052 07/15/2022
d636 J3010 FENTANYL . 1MG T¥ i 10.00 005327501 ©7/15/2022
0e3e J3010 FENTANYL, 1MG IJ 1 10.00 005327501 07/16/2022
0636 J7120 L RINGERS” ILIVF 2 86.00 005412550 07/15/2022
0636 50020 BUPIV.75%PF30ML 1 39.26 005318716 07/15/2022
0710 RECOVERY INT 30 1 2,824.00 003101222 07/16/2022
0710 RECOVERY ADD 15 6 7,200.00 003101223 07/16/2022
0720 LBR CPX 15T HR 1 961.00 003101208 07/14/2022
0720 LBR CPX ADD HR 17 12,206.00 003101209 07/14/2022
6720 EBR CPX ADD HR 24 17,232.00 003101209 07/15/2022
0720 LBR CPX ADD HR 12 8,616.00 003101209 07/16/2022
TOTAL 106,711.58

A FOR PROFIT HOSPITAL LICENSED BY STATE OF FLORIDA



«i{
EXHIBIT “€>



To. Page: S of & 20230905 12:31:27 EDT 16783026915 From; Advocacy Department
EVHC - f g
FO Box 2620 o ;
Clinten. 1A 52733-2920
Questions? Contact us:
Toll-Free: 60D-311-3842
Website: hilp: e . myevho.com
CI - BEST ROOFING
e .
Group Number: ECMNH
T
Consolidated Family Explanation of Benefils QI Page 1612
-
This is not a Biit
Patlont's Nemé' - Service Hitan mcam °';‘_"°‘ 7 O 179} Geason
F_. .
Clube o DAOE22.105-15 Pal, Accl, - BN Piovide . WEST BOCA MEDICAL CENTER I Nahwwi:
OIND | 26.98000]  G00[22900% 00w oo : [ anh|  73A3.49]100%)
QTR OmE2 5 B43.00 00| 5A7E 3 0,00 X0 lkw‘ 000 Q.00
oihnane: O 700 '-‘ﬂ: [ 00| £ om| B L) LY
[T 7] TIEZ00 100 $2.106,0 .00 -“w &00 T.00 o0 | 1
GH1DI0Z2 4.426.00 00| 3 FAE agu| 0807 woe [ 0,00 iy
anc2eE | s o0 AL IR [(X73) T C.00 107 |
TARE 24B.00 0.00| 21840 K‘Eﬂ .00 00U [T (1] AL TEDFEUT
[PGECTION T 4806 T RCEE DL 00| a0 000 5,30 881 100%| #PTIT
[WIECTION wnuE | 00 L00[ wET| . hO0) o .00 T.n .59 ZAK| 100% | AL AUF
RECTIN [0/ {TTBITRE] a0 10 " q T 0 a.oa .00 D00 95.10(100% | Koy
TRJECTION [ [N T | ECL U100 () 0.00 T.O0 X A L L A
MRIETTION T T il o0 T T o L) T B L A
TRIECTION PRl PR TR D3 | F2.574 15 | Fos L7 o) SR % ] A 7 ] A ] IO 1O | ARSI
TJECTION [l L] prriig N R oI a7 T LR L T L A L B B L
[TNIEGTION TN anEE T, o]y v B.00 o0 -] B.00 7
TNECTIoN BIRan2 ) 'w . &12]  Gou| ono| X
[HOSFIVALSERY [l 5 E 53 [ 7 8l N i) Y AR L TRIST
TOPITAL e TN RaE k) \FA (B0 KRR i T ooy
Totaky: 0=, .55 000 U%, 0.0 A
Tk lowed sariaunt of Plan beasfits for medicad Zlaims see fEted under the (erma Patant Bespansimiity 50800
of the PMan Docuinent (avallable v pon request) Puyrsent Levels For the
provided goodi and senvices, notwithstandlig i of the billed chasges.
Seneld determinations may be tn wgeo with the terma of the Plan.

Payea:WEST BOCAMEDICAL CENTER ouil 11,2679

KT TG A PREMIOUS CHAIM. PLEASE REFER TO THE ORIGINAL EOE FOR AN EXPLANATION OF

AMY PAYMENT TE 0 OM BEHALF OF PLAN/PARTICIPANTIPATIENT IN BATISFACTION AND FULL SETTLEMENT OF ALL CHARGES FOR
FACILITY MEDICAL BILLS/ICLAIME SUBKMITTED ON STATED ACCOUNT.

Pleate see your Summary Plan Description for o moré detalad explanation of your plan benefits, excluslons, and maximims,
The dollars displayed on this statement are as of the Print Oste and are subject to change.

09/05/2023

11:35AM (GMT-05:

00)
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&-\vHC

I 525 oM Fax Services - 8338726358

Mareh v 2023

Wesl Boca Medical Center

Alteniinn; Appeal Claims Kepresemtativi
2160 See: R 7

Boca Rutoa Bl 33251842

Employee/ Pafient Name: CHENEN F ' I
tdentification Number: [ ENNENGNGNGNE

Employer Nume: Best Roofing

Dale of Service: &7 16 2022- 07 1§ 22

Provider Name; West Boen Medicat Cenier Jac.

Claimi Charge: $11842.00

Pear Dispoted Chainas Dipt.;

This is in response 1o your comespondence received regarding the payiriing farsereices rendered on the above-

mentiteed dare of senvice,

BVHC is a Jicensed third paety sdministrator for the single £mployer sff-funded plan sponsorcd by Bast Roofing
and is ooty awtborized to process clainily In accordunee Wit heSpecific plan guidelines provided by the Plan

Adminisieatnr; EVHC,

‘The cluim in question processed in seconkce withiie contructaa) agrecaient witk the provider and Advaured
Medical Pricing Solutions {AMPS), a Cost-Riug Wodel for 1he application of Referenced Based Reimbursement
(RBR) pricing methodology. M thefewie uny discrepancies with the sllowed amounts for uny charges in question.
please contact AMPS by calling (800)423.9373. If additional pricing ix received, it will be considered 2 new claims
suhmixsicm angd will be cofisidered under ail terms ol the plan. Therefore, at this time, it must be maintained that the

original processing pf Gi0%laim I question was appropriate anel no adjostments are warragied,
I¥ you have anyggusstions, plesse contct our Costomer Service Depaniment.
Sincerely,

Claims Depurtrment
PG Box 2920 « Clinton, fowa 52733-2920



