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Worldwide Resources, Incorporated
645 N. Michigan Avenue Suite 800 W , a
Chicago IL 60611 wmﬂg

Phone: (312) 280-1375 FAX: (312) 751-0313

E-Mail: assureresearch@sbcglobal.net APR 9 4 2007
Department of Heaith & Human Servicss
4-19-07 : OFFICE OF THE DIRECTOR

Office of Public Information

Dept. of Health & Human Services
PO Box 8206

Columbia, SC 29202-8206

Attn: Comrespondence Unit
Re: Carroll, Mary Ann
DCB: 12-13-50
ID# 7533166901
SS#: 249-35-9544
To Whom it-May Concem:

Worldwide Resources is representing United of National Western Life Insurance with regard to a
recent life insurance claim. In order to properly evaluate this claim, information from SC Medicaid is
necessary. This is to request the following:

° Detailed claim history to include dates of service, provider names and addresses,
amounts paid for all Medicaid claims in South Carolina or Georgia from 3-1-04 to 2-1-07.

Proper HIPAA authorizations, death certificate and “Affidavit of Legal Next of Kin" are attached.
This is not a coordination of benefits or subrogation or third party liability matter. Should you
have any questions pertaining to this request, please call (312) 802-6448. Please send all
correspondence directly to the undersigned, as we need independent verification of claims,
directly from the provider.

Thanking you in advance for your fine cooperation. Your timely response is most appreciated, as life
benefits are pending.

Sharon Jakush
Claims Consuitant

“Your investigative resource for superior service worldwide.”



HIPAA/ASCA Privacy Authorization Form

Authorization for Use or Disclosure of Protected Health Information

Insured/Patient Name:__ MARY ANN CARROLL Date of Birth: 12-13-50 __ SSi#t 240-35-9544
1.1, _Nora Rackard ~, the_Daughter of Mary Ann Carroll

authorize all physicians, hospitals, dentists and/or pharmacies as well as their administrative and clinical staffs, HMOs and major
medical or other insurance providers to include life and disability insurers and employers, medical examiners/coroners and other law
enforcement officials to disclose the following protected health information to: - .

ide R In

National Wesiem Life Insurance
regarding the above named insured/Patient.

on behalf of

2. The protected heatth information to be included but not limited to is: diagnosis, care or treatment of psychiatric
disorders, drug and alcohol abuse, treatment or prescriptions, testing and /or treatment of HIV (AIDS virus) and or other
saxually transmitted diseases, treatments of all past or present ilinesses. Specific records to be used or disclosured is:

between the dates of: 2000 to Present

3. This protected health information is being used or disclosed for the following purposes:

to evaluate the claim presented fo
National Westem Life Insurance Company.

4. This authorization shall be in force and effective until the conclusion of the claim process or one year from the below
ciate, which ever comes first, at which time this authorization to use or disclose this protected heatth information expires.

5. | understand that | have the right to revoke this authorization, in writing, at any time by sending such written notification
to Worldwide Resources, Incorporated's Privacy Contact at 1325 W. Sunshine # 517 Springfield, MO 65807. |

understand that a revocation is not effective to the extent that my physician, hospital, pharmacy or other health care
provider, HMO or major medical insurer, or other life or disability insurer has relied on the use or disclosure of the
protected health information or if my authorization was obtained as a condition of obtaining insurance coverage and the
insurer has a legal right to contest a claim. .

6. | understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and
may no longer be protected by federal or state law.

7. 1 understand that | may refuse to sign this authorization. 1 realize that if | refuse to sign the claim process may be

8. | further understand that | have a right to receive a copy of this authorization and agree that a copy of this authorization
is o be accepted with the same authority as the original.

_ ‘ _. U7 ~a 7

Signature of Patient or Personal Representative

Mooy A m\P.)inh N&J%»mr _MQ.F&\. Lo

Print Name of Patient or Personal Representative Description of Personal Representative's Authority

HIPAA 04/2003



Mar 19 2007 7:45AM WRI - hudeaditiadied
-* CERTIFICATE OF DEATHSTATE OF GEORGIA |5, Locst e L
\ DECEDENT'S NAME (Fiet, Miduio, Ly} F v ey DATE OF DEATH (Mo, Day, Yewr) -
onpme  n_ Ma 1 w Riley |z January 23, 2007
1”%..—. " ﬁ%gﬁ DATE OF BIRTH (Ma. Dey, Yaar) r -4 .”Mma_”s .””g_“” gﬂum.)._....
BLLESLAGK ﬂw._uvﬂim 5. Irish o Dec. H..wu 1950 7. mm 7o. 7e. . -Paﬂ—.-.—xua
K TV, TOWM or LDCATION OF DEATH HOBPITAL DR DTHER INETITUTION NAME (If a0l k» miher, give sree? s No.) 3 A BOA, OPEMER Am.,
S w__University Hospital »{ Inpatient
gﬁzbﬂg.—-._.ggg %ﬂgy mﬂgm:kgﬂiﬂi‘ig < ¥ nile, . ‘:M.m»ﬂ%ﬂl%ﬁ‘gm_v:
o w U.S.A. | Widowed < Peter Garard Carroll - |&™“*No
as.....l.r - goﬂeu&ﬁc?!&lg!ﬂgaliﬁ?i wiwd) | IOND OF WNOUSTRY OR BUSMESS
kot Al . Domestic ,
B s, couNTY CITY, TOWN or LOCATICH STREET AND NUNBER AND 3P COOE WE0E Y LIMITSe

uflorth Augusta 1306 Clay Court 29860

Kn._.zul.u WAIDEN NAME Fist

.« Bormy Thresa Sherlock

NAME AND ADDRESS OF giﬂﬂbis.ﬂgia EST. UCENSE NO.

m 2397 Rowland Funeral Home : 583
| EVBALUER LICENGE NO. 637 W. Martintown Rd. e
Josw 1854 ne _North Augusta, SC 29841

{Enier vnly ons cose par fiow lor A, B andt G} dgl..allv!q-!i and it

0 n.@hs\oxmb.sgwgv. ARRELT !

DISPOSITISH

gl L "
mrmdinie Calsse
ialmrﬁsrﬂ.! Bus ©, 0 o8 & poTmaquenoe o J@in!-lill.:l.nua.ﬂl!
| ﬁ o CORDIVBRY FARTERY DILEHLE _
T 10, O 05 & conEerIence of: | Appraximets Interal betwean onset and death
|
C.
ﬁ oy !.“ﬂ!ﬂgﬂu:ou.aﬂwﬂ. g!sf:é“!ﬂsoilnlﬂ.ls!s Pt 1A [RACPSY (Yar or Mo :hﬂimﬂ.ﬁznnoo::ﬂum.am!&iung
i n..mm D, HYP wm\_%%{ VP ERCY 0LEr TER W B NO [
.:...!_Wu.. . “«lﬁnze .ﬂa_ﬂ.!_ﬂ DATE OF OPERATICN (. Dey, Yeas) CONDITIONS FOR WHICH DPERATION WAS PERFORMED fSpecty)
Comncats .
ol Meinil 20 ZO .- e =
ACCIDEWT, BUICIDE, HOMICICE. UNDETERMINED | DATE DF RUURY (Wo., Dy, Year) | DEBCREE HOW FUURY OCGURRED  [HCUR OF LIURY
7. 2 Z8b. 20e.
INJLFIY AT WORKY {¥as or o) F INIURY fHome, Fanm, Sievel, Faciory, Offce, LOCATION (Svwat, RLF.D. Mo, Ciy or Toan, Stats, Zp, County)
macsﬂ-n.s
V! e _ 280,
¥Fﬂvﬂn!§§nl-. iiiiiiiiiii ﬂ“ﬁﬁ%’ééri&&;gn!;.
(Sygaxm E . {Sonatu sng T0e) Gh s
W_mu ] ey, Yeur) [rous oF bea™ Wm DATE SIBNED /Mo, Gay, Year) . [ROUR OF DEATM
T Y
1. | 0005 0w | 858 m e
® IF OTHER THAN CERTIFIER mm DATE PRONOUNCED DERD fo, Day, Tew

rv NAME, TITLE, AND LICENS® NO, OF CBTWFER

. hiig mN.. D

22 )
GEDAGIA DEP, [* TAL RECORDS SERVICE

THIS IS AN EXACT COPY OF THE DEATH CERTIFICATE RECEIVED FOR FILING IN RICHMOND COUNTY, GA.

mzmo

balgier "
) LOCA] EB_n %wﬂﬂﬂoﬂ!




AFFIDAVIT OF LEGAL NEXT OF KIN

1A era. b % eirol { b aclel VL being duly sworn, depose and say:

1. .H.rm:m.BEounm&umﬁomEuow\gp?\ Y WA QO_ fro Ll >
who died on or about the M 5 day of . Jcn LNOQU.

2. That no personal representative has been appointed for the decedent’s estate in this state or
elsewhere and no application for such an appointment is pending in this state or elsewhere.

3. That this affidavit is made in support of the undersigned’s request for the release of record
information.

Further, this affiant sayeth naught.

Dated the 7 _dayof %Rum 200_7 .
KL

- a@ké e xp\i\\

Witness: _ \%

P4 T~

Notary Public: -

The aforenamed Affiant V\ @\\l\ﬂ - Rw\im\ has been sworn and subscribed before me this
, 7 dayof ke 20087

S
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Lt My commission expires on

“%Signature of Notary Public

Affix Zog Seal Here:
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State of Bouth aroling
Bepartment of Health ard Humman Serfrices

Mark Sanford Robert M. Kerr
Governor Director

May 1, 2007

Ms. Sharon.Jakush
Claims Consultant
Worldwide Resources, Incorporated
645 N. Michigan Avenue, Suite 800
Chicago, IL 60611

Re:  Mary Ann Carroll
Dear Ms. Jakush:;

Thank you for your courtesy in providing the HIPAA/ASCA Privacy Authorization Form. Enclosed is a’
Detailed Claims Report (DCR) for Ms. Mary Ann Carroll, as requested. The Department does not:
normally have clinical records; only information abstracted from provider claim forms. The DCR lists:
services billed to Medicaid as well as the amount Medicaid paid for services rendered between March 1,
2004 and February 1, 2007. This document is a true and accurate printout directly from ooEﬁEaENm&

information kept in the normal course of Department business. Providers have one (1) year from the nmﬁom
of service to bill. _

Our expense for reproducing this information is twenty-five and 55/100 dollars ($25.55), which includes:
the minimum charge of twenty-five dollars for computer time. Please make the check payable to the:
Department of Health and Human Services and send it to:

Department of Health and Human Services
Department of Receivables

Post Office Box 8297

Columbia, SC 29202

I hope this information is helpful to you. Please contact me if there are any questions.

Sin Ho_..uu

Richard G. Hepfer
Deputy General Counsel

RGH/h
Enclosures
cc: Lynette D. Wilson, Receivables (w/o enclosures)
Office of General Counsel

P. O. Box 8206 Columbia South Carolina 29202-8206
(803) 898-2795 Fax (803) 255-8210



