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The Honorable Anthony Keck JUL 10 2012 AND COUNSEL
Director, S. C. Department of Health and Human Services Department of Health & Human Services
Post Office Box 8206 OFFICE OF THE DiREoT O

Columbia, SC 29202-8206

RE:  Trey Martin and Ann-Marie Beason; 656 Cedar Road; Aiken, SC 29803

Dear Director Keck,

I am writing to you on behalf of the above named constituents who have contacted me
regarding an issue involving the Mother’s Medicare Reimbursement Claims. Enclosed is
correspondence from the constituents further explaining their concerns. Your kind attention in
this matter would be greatly appreciated.

It is an honor to represent the people of the Second Congressional District, and I value
your input. Thank you for your time and concern in this and all other matters.

Please respond to the Aiken District Office at 1555 Richland Ave E, Suite 700, Aiken,
South Carolina 29801. The phone number is 803-608-9747. The e-mail address is

Ted.Felder@mail.house.gov.
Very truly yours,
k) M
JOE WILSON
Member of Congress
JW/TF
LOWCOUNTRY OFFICE:
MibLANDS OFFICE: 21ZVSANNON HOU%ECOZIE;!_I’?'I!E;ZL:)ISEING 903 PoRT REPUBLIC STREET
1700 SUNSET BLvp. (US 378}, Surre 1 ASHINGTON, P.0. Box 1538
WEST CoLuMaia, SC 29169 (202) 225-2452 BEAUFORT, SC 29901
(803) 939-0041 Fax: (202) 225-2455 (843) 521-2530
Fax: (803) 939-0078 www.ioewilson.house.gov Fax: {843) 521-2535

ToLL Free 1-888-381-1442



July 10, 2012

Congressman Joe Wilson
Second District of South Carolina

Congressman Wilson,

My name is Trey Martin of Aiken, SC. | am currently the sole caretaker of
my mother, Ann-Marie Beason. She is on disability with no other form of income
except what | can afford to give her after my bills. Back in February 2012 | had to
purchase a new pump for the mattress of her hospital bed at a cost of $450 out of
pocket. | work and have been at my current job for seven years with my own
health concerns starting to show their ugly head; it is difficult physically and
financially.

I sent in a claim for reimbursement to Medicare. Before sending | called to
make sure that | had everything in line and everything completed; | know that
Medicare can be difficult to work with. After sending in all of the appropriate
paperwork | received a letter of denial 60 days later. | called again and with the
help of a very friendly and helpful agent (not the norm) | worked through all of
the things that caused the denial and then resubmitted the paperwork on May 1,
2012. Again to wait another 60 days. | called again yesterday to check on the
status only to find out that they did not have any of the paperwork from the
resubmission on file.

I recently found an oral surgeon to pull her teeth that the bone disease had
ruined. I've been saving for over a year so that | could afford dentures in hopes
that maybe | can improve her quality of life and make the next 12-18 months of
her life left as easy as possible. Most recently our air conditioner at the house
went out and I've had to purchase a large window unit, taking over 50% of what |
had set aside for her teeth. This refund would greatly help cover the costs of the
dentures which sadly | will not be able to be reimbursed for since Medicare does
not cover them.

I honestly am tired of having to fight. | am at my wits end. Is there any help
that you or your office can offer? It would be greatly appreciated.

Since
h\\

Trey Martin

656 Cedar Rd

Aiken, SC 29803

803-645-8704 treymartin82@gmail.com
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CONGRESSMAN JOE WILSON

Second District of South Carolina
Privacy Release

Consent for Release of Personal Records by Executive Agencies
To Whom It May Concern:

thave sought assistance from the Office of Congressman Joe Wilson on a matter that may require the
release of information maintained by your agency. and which may be prohibited from dissemination under the
Privacy Act of 1974. | hereby authorize you to release all relevant portions of my records or to discuss
information involved in this case with Congressman Wilson or any authorized member of his staff until the matter
is resolved.

Name of Agency: M"A' “ﬂf e

x Ban-Marie Beasen  + Oct. 19, 92
Name (please print) Date of Birth ! _ / PD BoxgloQI
¢

\ RS
£ S Cedaxr R, A\, SC 290 3 ken, SC 292
Address - City Zip
L qu - 29 - 10837
Social Security Number E-mail Addriﬁa .
- r
oy " $03-(4s 830 Y
Telephone Nymber - Home Telephone Number - Cell
N et f F)b-i2
Signature Today's Date

Please briefly explain your concern (use the back if necessary):

Congressman Joe Wilson (SC-02)
1700 Sunset Boulevard, Suite 1 | West Columbia, SC 29169
Phone: {803) 939-0041 | Fax: (803) 939-0078
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Your Medicare Number: XXX-XX-6851A Page 3 of 3
! February 29, 2012

Appeals Information - Part B

If you disagree with any claims decisions on this notice, your appeal must be received by July 3, 2012.
Follow the instructions below: -

1) Circle the item(s) you disagree with and explain why you disagree.

2) Send this notice, or a copy, to the following address: CGS - DME MAC Jurisdiction C,
Attn: Redetermination Dept, P. O: Box 200(_)9, Nashville, TN 37202.

(You may also send any additionél informaéign you may have about your appeal.)
; : : N $02
3) ‘Signtere QrnMarie Qeaton | Phiotietumber (— ) 24 2.~ | 935
4) Medicare Number ZL/q = Zq —L¥51 A

RVAYHE: Rec L 20, 2002

Place o purchase | Spoek Aid
Obes N,:__D_:VQI{ w i W\eo?;mab-

NAAnTAS



DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0008

PATIENT’S REQUEST FOR MEDICAL PAYMENT

IMPORTANT — SEE OTHER SIDE FOR INSTRUCTIONS
PLEASE TYPE OR PRINT INFORMATION MEDICAL INSURANCE BENEFITS SOCIAL SECURITY ACT

I

NOTICE: Anyone who misrepresents or falsifies essential information requested by this form may upon conviction be subject to fine and imprisonment under
Federat law. No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422.510).

Name of Beneficiary from Health Insurance Card SEND COMPLETED FORM TO:
{Last) (First) (Middile) Your Medicare Carrier
K If you need help, call 1-800-MEDICARE
1 (1-800-633-4227)
Beason .  Ann  Mar
Claim Number from Health Insurance Card _ Patient’s Sex
2 l l , O Male
2141912/19]6181511 1 A | I Fomate
Patient's Mailing Address (City, State, Zip Code) Telephone Number
Check here if this is a'new address [ (include Area Code)
O
P.O. Box 3A] (8.03)
3 (Street or P.O. Box — Include Apartment Number) 3b
A Ken SC 29302 292-1.935
(City) (State) (Zip)
Describe the iliness or injury for which patient received treatment Condition was related to-
-P\.L{C)/\Cksl Vot : Feb. G ;2012 A. Patient's employment
Purcased From: SPork Aid 13 Boy Crenk Rd. | Oves W No
LaSCL!\\f-\\{ GA 2 o00%S2 .
- B. Accident
4 - 430-55Y-g0323, O Auto [ Other
TWNees: D Q_%Q_ne_roé(‘\\]{ DX D vea i€, Was patient being treated with
Ot <o ? ania y SCo \\ oSS dc chronic dialysis or kidney transplant?
Cos*. 3 Ywo.o0o Oves W
a. Are you employed and covered under an employee health plan? [ Yes ﬁNo
b. s your spouse employed and are you covered under your spouse’s employee
health plan? [ Yes XNO
c. If you have any medical coverage other than Medicare, such as private insurance, employment related insurance,
State Agency {(Medicaid), or the VA, complete:
S Name and Address of other insurance, State Agency (Medicaid), or VA office
Policy or Medical Assistance No,
Palicyholder’'s Name:
Note: If you DO NOT want payment information on this claim released, putan (X) here [0
I AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABOUT ME TO RELEASE TO THE SOCIAL SECURITY ADMINISTRATION
AND CENTERS FOR MEDICARE & MEDICAID SERVICES OR ITS INTERMEDIARIES OR CARRIERS ANY INFORMATION NEEDED FOR THISOR A
RELATED MEDICARE CLAIM. | PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL, AND REQUEST.PAYMENT
OF MEDICAL INSURANCE BENEFITS TO ME.
Signature of Patient (If patient is unable to sign, see Block 6 on reverse) Date signed
| Coadryianie Beoson Gb
o ue 2-18-12
IMPORTANT

ATTACH ITEMIZED BILLS FROM YOUR DOCTOR(S) OR SUPPLIER(S) TO THE BACK OF THIS FORM
Form CMS-1490S (SC] (01/05) EF 0272005




Sales Order

SPORTAID/MEDAID/DIV SRG INC Order Number: 0152790
A e OrderDate: 21112012
Loganville, GA_ 30052

Sportaid.com / MedaidMedical.com
staff@sportaid.com fax(770)554-5944

7705545033 Salesperson: KS
Customer Number: MATRE
Saold To: Ship To:
TREY MARTIN TREY MARTIN
656 CEDAR ROAD 656 CEDAR ROAD
AIKEN, SC 29803 o AIKEN, SC 29803
Confirm To:
Customer P.O. " ShipVIA F.OB. Terms
GROUND PREPAID
Item Code Unit Ordered Shipped Back Order Price Amount
SP-5800 EACH 1.00 0.00 0.00 450.0000 450.00
APM 2 PUMP DELUXE CONTROL UNIT Whse: 000
PER PHOME ORDER THANK YOU, KIM
PER CUST GAVE PART #

RAN THRU CR'S ENDING IN #8387 IN THE AMOUNT OF $460.0

CJUV\% igegil:\é 727 AP

AVE S TZESN

\ 1

Mo Gren \aes Ouer
J(\ﬂ@uﬂ\/\ NOESS

Net Order: 450.00
Less Discount: 0.00
Freight: 10.00

Sales Tax: 0.00

Order Total: 460.00
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| Address  POBOX 3691, Aiken, SC 29802

John Uoi.:n%. DO/Melanie Bowen, PA-C- Royal Pain Center

2922 Professional Parkway, Suite A,
Augusta, GA 30907
(706)855-2767
LIC #004613
DEA # FD 0323927/MB1584134

Name ANNMARIE BEASON DOB _c\_u\ﬁomm Date 1/2/2012

Misc. I .
New Motor for patients hospital bed. Dx: 724.2/724.5/729.5 =
Dispense: 1
Refill:0 -
“Mekomin Paugn §-n\ \.,\U e
_ PA-C | PA-C
Dispense as Written May Substitute

This patient has signed an agreement indicating that all of his/her pain
medications are to be prescribed from this office.

This prescription is VOID if more than one medication is listed above.,

Please contact my office if you have reason to believe that this prescription has

Oanlodes Da
Hogaon Madtress.

338 g

IINTCT 2058

HLSIT HOS Lay
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Invoice
SPORTAIDIMEDAIDIDIV SRG INC Invoice Number: 0203126-IN
78 Bay Creek Rd. Invoice Date: 2/9/2012
Loganville, GA. 30052 aiee Date
Sportaid.com / MedaidMedical.com
staff@sportaid.com fax(770)554-5944 Order Number: 0152790
(770) 554-5033 Ship Date: 2/6/2012
Salesperson: KS .
Customer Number- MATRE
Sold To: Ship To:
TREY MARTIN . TREY MARTIN
656 CEDAR ROAD 656 CEDAR ROAD
AIKEN, SC 29803 UNITED STATES AIKEN, SC 29803 UNITED STATES
Confirm To:
Zustomer P.O. Ship VIA F.0.B. Terms
GROUND PREPAID
‘em Number Loc Unit Ordered Shipped Back Ordered Price ' i Amount
P-5800 v EACH 1.00 1.00 0.00 450.0000 450.00

APM 2 PUMP DELUXE CONTROL UNIT

PER PHONE ORDER THANK YOU, Kim
PER CUST GAVE PART #
RAN THRU CR's ENDING IN #8387 N THE AMOUNT OF $460.0

@@QM\% % €397

® (& % E @@j}gim
ﬂ\/\ojmr 'S %\f )
?M/\,@“‘}C\(Q\/\\QQQS Oy
fbvﬂﬂ/\ Makvess

Net Invoice: 450.00

Less Discount- 0.00

Notice: Call 770-554-5033 for a Return Authorization number before Freight: 1000
returning any item purchased from SRG Inc. | Sportaid | Medaid. Sales Tax: 0.00

Invoice Total: 460.00



Use the following address table to ensure the correct address will be
provided on the claim.

If you live in: Return your form to:
Connecticut, Delaware, District of NHIC, Corp.
Columbia, Maine, Maryland, P.O. Box 9165

Massachusetts, New Hampshire, New Hingham, MA 02043-9165
Jersey, New York, Pennsylvania,
Rhode Island, Vermont

llinois, Indiana, Kentucky, Michigan, National Government Services, Inc.
Minnesota, Ohio, Wisconsin DMEPOS Operations

Medicare DMEPOS Claims

P.O. Box 7027

Indianapolis, IN 46207-7027

Alabama, Arkansas, Colorado, Florida, | CIGNA Government Services
Georgia, Louisiana, Mississippi, New P.O. Box 20010

Mexico, Narth Carolina, Oklahoma, Nashville, TN 37202-0010
Puerto Rico, South Carolina,
Tennessee, Texas, U.S. Virgin Islands,
Virginia, West Virginia

Alaska, American Samoa, Arizona, Noridian Administrative Services
California, Guam, Hawaii, Idaho, lowa, | P.O. Box 6727

Kansas, Missouri, Montana, Nebraska, Fargo, ND 58108-6727

Nevada, North Dakota, Northern
Mariana Islands, Oregon, South
Dakota, Utah, Washington, Wyoming
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CUSTOMER SERVICE INFORMATION
Your Medicare Number: XXX-XX-6851A

Je If you have questions, call:

Call: 1-800-MEDICARE
(1-800-633-4227) (18003)
Ask for Medical Supplies

ANNMARIE BEASON
PO BOX 3691
AIKEN SC 29802-3691

TTY (tele-typewriter) and TDD users only
BE INFORMED: Beware of telemarketers or should call: 1-877-486-2048

advertisements offering free or discounted Medicare

items and services.
o

This is a summary of claims processed from 12/01/2011 through 02/29/2012.
PART B MEDICAL INSURANCE - UNASSIGNED CLAIMS

Dates Medicare You See
of Amount Medicare Paid MayBe  Notes
Service Services Provided Charged Approved You Billed  Section
Claim number 12054150001000
SUPPLIER UNKNOWN, PO BOX 20010, a,be |
NASHVILLE, TN 37202-0010 §
02/06/12 1.0 Durable medical equipment mi (E1399) $450.00 $0.00 $0.00 $0.00 de

Notes Section:

a The amount in the "You May Be Billed" column has been reduced by the amount you paid the provider
at the time the services were rendered.

b Medicare will process your first claim only. In the fiture, you must use a Medicare
enrolled supplier and provide the supplier identification number on your claim. For a
listing of enrolled Medicare suppliers, contact your local Durable Medical Equipment Medicare
Administrative Contractor (DME MAQ).

¢ Your provider must complete and submit your claim.

d This item or service was denied because information required to make payment was missing.

e You do not have to pay this amount.

Deductible Information:

You have met the Part B deductible for 2012.

THIS IS NOT A BILL - Keep this notice for your records.

AnAN T NA



FORM APPROVED
OMB NO 0938-0008

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PATIENT’S REQUEST FOR MEDICAL PAYMENT

IMPORTANT - SEE OTHER SIDE FOR INSTRUCTIONS

PLEASE TYPE OR PRINT INFORMATION

MEDICAL INSURANCE BENEFITS SOCIAL SECURITY ACT

NOTICE: Anyone who misrepresents or falsifies essential information requested by this form may upon conviction be subject to fine and imprisonment under
Federal law. No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422.510).

Name of Beneficiary from Health Insurance Card SEND COMPLETED FORM TO:
{Las) {First) (Middle) Your Medicare Camier
If you need help, call 1-800-MEDICARE
1 (1-800-633-4227)
Beason,  Ann  NMan
Claim Number from Health Insurance Card Patient’s Sex
2 I I O Male
214191219]L181511 1A M Female
Patient's Mailing Address (City, State, Zip Code) Telephone Number
Check here if this is a new address [ {incduderAvea Eade)
P.O. Box 2bA (8 0.3)
3 (Street or P.O. Box ~ Include Apartrnent Number) 3b
AKen SC 29302 292-1.935
(City) (State) @ip)
Describe the illness or injury for which patient received treatment Condition was related to:
P&(C}\O&l Vote: Fel. Lb,2012 A. Patient's employment
Purcased From: StorkAid 3B Boy Urend R |ap| DOves W No
Laganvuille GA 2 coS2 B Ancifiar
4 ' - 930-55Y-g023 .L__IAu(:o [ other
TNreos: D eoenelaXe DisX D, reon s €,y Was patient being treated with
®) %J( eo ? Q““ a, SCo \'\ oShS dc chronic dialysis or kidney transplant?
Cos*. $YLo.oo Oves RN
a. Are you employed and covered under an employee health plan? I Yes %No
b.1s your spouse employed and are you covered under your spouse’s employee
health plan? O Yes ﬁNo

State Agency (Medicaid), or the VA, complete:

c. If you have any medical coverage other than Medicare, such as private insurance, employment related insurance,

5 Name and Address of other insurance, State Agency (Medicaid), or VA office

Policyholder's Name:

Policy or Medical Assistance No.

Note: If you DO NOT want payment information on this claim released, put an (X) here [J

OF MEDICAL INSURANCE BENEFITS TO ME.

1 AUTHORIZE ANY HOLDER OF MEDICAL OR OTHER INFORMATION ABOUT ME TO RELEASE TO THE SOCIAL SECURITY ADMINISTRATION
AND CENTERS FOR MEDICARE & MEDICAID SERVICES OR ITS INTERMEDIARIES OR CARRIERS ANY INFORMATION NEEDED FOR THIS OR A
RELATED MEDICARE CLAIM. | PERMIT A COPY OF THIS AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL, AND REQUEST PAYMENT

Signature of Patient (If patient is unable to sign, see Block 6 on reverse)

Date signed
6b

2-1%-12

IMPORTANT
ATTACH ITEMIZED BILLS FROM YOUR DOCTOR(S) OR SUPPLIER(S) TO THE BACK OF THIS FORM

Form CM5-1490S (SC) (01/05) EF 02/2005
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Invoice
SPORTAID/MEDAID/DIvV SRG INC Invoice Number- 0203126-IN
78 Bay Creek Rd. Invoice Date: 2/9/2012
Loganville, GA. 30052 st
Spontaid.com / MedaidMedical.com
staff@sportaid.com fax(770)554-5944 Order Number: 01 52790
(770) 554-5033 Ship Date: 2/8/2012
Salesperson: KS_
Customer Number: MATRE
Sold To: Ship To:
TREY MARTIN TREY MARTIN
656 CEDAR ROAD 656 CEDAR ROAD
AIKEN, S§C 29803 UNITED STATES AIKEN, SC 29803 UNITED STATES
Confirm To:
Customer P.O. Ship VIA F.0.B. Terms
GROUND PREPAID
ftem Number Loc Unit Ordered Shipped Back Ordered Price Amount
SP-5800 EACH 1.00 1.00 0.00 450.0000 450.00
APM 2 PUMP DELUXE CONTROL UNIT
PER PHONE ORDER THANK YOU, KIM
PER CUST GAVE PART #
RAN THRU CR's ENDING IN #8387 IN THE AMOUNT OF $460.0
Net Invoice: 450.00
Less Discount: 0.00
Notice: Call 770-554-5033 for a Return Authorization number before Freight: 10.00
returning any item purchased from SRG Inc. | Sportaid | Medaid. Sales Tax: 0.00
Invoice Total: 460.00



Page:

Sales Order
SPORTAID/MEDAID/DIV SRG INC Order Number: 0152780
78 Bay Creek Rd. Order Data: 2/1/2012
Laganville, GA. 30052
Sportaid.com / MedaidMedical.com
staff@sportaid.com fax(770)554-5944 :
7705545033 Salesperson:  KS
Customer Number: MATRE
Sold To: Ship Te:
TREY MARTIN TREY MARTIN
656 CEDAR ROAD 656 CEDAR ROAD
AIKEN, SC 29803 AIKEN, SC 29803
ConfimTa:
Customer P.O. Ship VIA F.0.B. Temmns
GROUND PREPAID
item Code : Unit Orderad Shipped Back Order Price Amount
SP-5800 EACH 1.00 0.00 0.00 450.0000 450.00
APM 2 PUMP DELUXE CONTROL UNIT Whse: 000
PER PHONE ORDER THANK YOU, KIM
PER CUST GAVE PART #
RAN THRU CR'S ENDING IN #8387 IN THE AMOUNT OF $460.0
Net Order: 450.00
Less Discount: 0.00
Freight: 10.00
Sales Tax: 0.00
Order Total: 460.00



Span-America Medical Systems Packing Slip Bill of Lading Num. M069335
70 Commerce Center Document Date 2/2/2012
' o Page 1
Greenville SC 29615 Who Printed Shipping02
Date/Time Printed  |2/3/2012 1:31:21 PM
INSTRUCTIONS:
PREPAID/ADD FREIGHT
Ship To: *** REPRINT *** Sold To:
TREY MARTIN SPORTAID/MEDAID
656 CEDAR ROAD
803-641-0501
AIKEN SC 29803
0
* ltem Shipped Directly from Vendor
Purchase Order No. . Customer ID ‘Salesperson 1D Trailer No. _|Payment Terms Master No.
0062104 05392 2008 808342 NET 30 360,606
Quantity [Shipped | RemailReq Ship [item Number _ | Deseription - - _Ship Wt. " [Site Ship Date | UOM
3 o - : | Shipping Method o
1 1 2/3/2012 | 5800 PG APM2 DELUXE PUMP 8.00 FG1  2/3/2012 EA
# Loose Pieces Pieces / Skids Trailer # Freight Charges
1 Check box if cha
. rges
Carrier are to be collect
Received subject to the classifications and tariffs in effect on the  date of issue of this Bill of Lading, the property
described above in apparent good arder, excapt as noted {contents ant conditions of contents of pagckage unknowr)
Total Wt consigned, and destined as indicated above which said carrier (the wordarrier being understood thréughout this contra

Driver Signature/Date

Carier acknowledges receipt of goods

8.00

as meaning any person or corporation in
of delivery at said destination, if on its r
It is mutually agreed as {o each carrier

possession of the property undetha cantract agrees to carry to its usval place
oute, otherwise to deliver to another carrier on the routs to said destinalion.
of all or any of said property over all or any portien of said route to destinatio~

and as to each party at anyt_ime inl__eres1=d in all or any said propertythat every service to be performed hereunde*
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Brenda James ,LM{ ﬁ?M
U

From: Teeshla Curtis

Sent: Wednesday, August 01, 2012 9:36 AM
To: Brenda James

Cc: Jennifer Lynch

Subject: FW: Log 0020 Email Closure
Attachments: Cong. Wilson - Ann Marie Beason.pdf

This log was also closed July 19" with an email to Congressman Wilson’s office explaining that the issue was related to
Medicare not Medicaid. Jenny also forwarded the original letter to the Office on Aging.

Teeshla

From: Jennifer Lynch

Sent: Wednesday, August 01, 2012 9:20 AM
To: Teeshla Curtis

Subject: FW: Log 0020 Email Closure

From: Jennifer Lynch

Sent: Thursday, July 19, 2012 10:31 AM
To: Brenda James

Subject: Log 0020 Email Closure

From: Jennifer Lynch

Sent: Thursday, July 19, 2012 10:30 AM

To: 'ted.felder@mail.house.gov'

Cc: 'mcdong@aging.sc.gov'

Subject: Congressman Wilson Constituent Letter - Ann-Marie Beason

Mr. Felder,

The attached letter that was referred to our office is regarding a Medicare issue rather than Medicaid. Since this
department does not handle Medicare billing, I am copying Gloria McDonald on this email to determine if the Office on
Aging can assist with this matter. Gloria: Please research and respond back to Mr. Felder regarding this matter.

Thanks,

lenny Lynch

Legislative Affairs

SC Department of Health and Human Services
Office: (803) 898-3965

Cell: (803) 351-5673

Fax: (803) 255-8235



JOE WILSON COUNTIES-

2n0 DISTRICY, SOUTH CAROLINA ABEN
ALLENDALE
ASSISTANT AEPUBLICAN WHIP BasNwEL(
. r BEAUFORT
COMMITTEES: @B ngttgﬂ ﬂf tbﬁ mnltﬁh éfatfﬁ Catioun®
. AF:MED SERSV!CES ::;:LON
ANKING, PERSONNEL SUBCOMMITTEE '
Fortian arrams Touse of Representatives T
EDUCATION AND LABOR RickL Ao -
HOUSE POLICY bl
W. ERIC DELL
July 11, 2012 oo comery

The Honorable Anthony Keck RECEIVED

Director, S. C. Department of Health and Human Services

Post Office Box 8206
Columbia, SC 29202-8206 JuL 162012
RE:  Ellis R. Reynolds, 51 Troon Way, Aiken, SC 29803 3?33?3?#4?5%%%

Dear Director Keck,

- T'am writing to you on behalf of the above named constituent who has contacted me
regarding an issue involving potential irregularities in his Medicare billing. Enclosed is
correspondence from the constituent further explaining the concerns. Your kind attention in this
matter would be greatly appreciated.

It is an honor to represent the people of the Second Congressional District, and I value
your input. Thank you for your time and concern in this and all other maiters.

Please respond to the Aiken District Office at 1555 Richiland Ave E; Suite 700, Aiken,
South Carolina 29801. The phone number is 803-608-9747. The e-mail address is

Ted. Felder@mail.house.gov.

Very truly yours,
Jos ) LoD
JOE WILSON
Member of Congress
JW/TF
212 Cannon HOUSE QFFICE BUiLDING Loweounsry Orkice:
MiteAnDS OFFiICE: 903 PeRT REPubLc STRe:
1260 Sunser Buvo, {US 378), Surme 1 WAasHINGTON, DC 20515-4002 PO, Box 1538 |
WesT CoLumaia, SC 20160 1202) 225-2452 BIaURCAT, SC 28901
(803) 939-0p25 Fax: (202) 225-2455 1843} 521-2530
Fax: {BG3) 939-0078 www. joewilson.house gov Fax: (843} 521-2535

Tou Face 1-538-361-1442



CONGRESSMAN JOE WILSON

Second District of South Caroling
Privacy Release

Consent for Release of Personal Records by Executive Agencies
To Whom It May Concern:
thave sought assistance from the Office of Congressman Joe Wilson on a matter that may require the
release of information maintdined by your agency, and which may be prohlibited from dissemination under the
Privacy Act of 1974. | hereby authorize you 1o release all relevant portions of my records or to discuss

information involved in this case with Congressman Wilson or any authorized member of his staff until the matier
is resolved.

Name of Agency: WQ&?‘ /rCo’('/Q_.
X_Etiis g, Lerdold de X_fA-19-(8yy

Name (please print) Date of Birth

X

Address City lip
A Sl 77”9”4 AL AT A LS 2583

Sacial Security Number E-mail Address

od €Y7 )65

X_RAa2-99-£83 2 503 €947 1657

Telephone Number - Home Telephone Number - Cell
W B8 Lepr £ 0, iih Tuey 9 2012

Signature d Today's Bate

Please briefly explain your concern {use the back it necessary):

Concavrs  with edicure ﬂ;)l,‘,,-\(‘ /{-‘,Le,ﬂ'?")}a/

)

rgqulae fes

Congressman Joe Wilson {SC-02}
17Q0 Sunset Boulevard, Suite i | West Columbia, SC 2914%
Phone: {803) 939-0041 | Fax: {803} 932-0078



Columbia, SC 29219 ¥1U8 LADSB ANG LILE SO ASSOLABON

EXPLANATION OF BENEFITS
THIS 1S NOT A BILL'
if you have a question abgut your
claim, please call Customer Service at
1-B00-868-2520 OR
LOGCALLY AT 736-1578
MON. - FRL 8:00 A.M. - 6:00 P.M,

BARBARA C REYNOLDS
OON WAY

51 TR
AIKEN SC 29803
3%
j=a--]
g
g@
ob
2%
o=
March 186, 2011
STATE HEALTH PLAN SUMMARY INFORMATION
Patient's Name Relationship (o Pollcyholder 10 No, Claim Na.
ELLIS REYNOLDS SPOUSE 20508393041 1C707492U-00-00

CTOTAL CHARGE 55
12

Medicare paid  78.47. We have paid  19.62. You owe your provider .00,
MEDICARE COORDINATED CLAIM

Provider ALLEN L SLOAN MD P

Network Participation YES

Dates of Service 02/17/H1

Type of Service MEDICAL SERVICES

Charge 138.00

Medicare Deductible .00

Copay/Spec Deductible .00

Medicare Coinsurance 19.62

Total Benefit Aliowed 19.62

Medicare Approved AMT 88.09

Medicare Paid 78.47

We Paid 19.62

* Please refer to the remarks section.

Suspect claims fraud? Please help by calling our hotline at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.SouthCarolinaBlues.com
Page 1of 1



Columbia, SC 29219 BiLie LTD38 2n0 DIe B ASSCORID

EXPLANATION OF BENEFITS
THISISNOT A BILL
if you have a question about your
claim, pleasa call Customer Service al

1-800-868-2520 OR
LOCALLY AT 736-1576

MON. - FRL 8:00 A.M. - 6:00 P.M.
BARBAHRA C REYNOLDS o0 8
51 TRHOON WAY
AIKEN SC 29803
o &
March 18, 2011
STATE HEALTH PLAN SUMMARY INFORMATION
Patient's Name Ralationship to Policyholder 1D No, Claim No.
ELLIS REYNOLDS SPOUSE Z2C508393041 1670749210-00-00

TOTAL CHARSE
FOR YD

il

Medicare paid 78.47. We have paid  19.62. You owe your provider .00,
MEDICARE COORDINATED CLAIM

Provider ALLEN L SLOAN MD P

Netwark Participation YES

Dates of Service 02/17H 1

Type of Service MEDICAL SERVICES

Charge 138.00

Medicare Deductible .00

Copay/Spec Deductible 00

Medicare Cainsurance 19.62

Total Benefit Allowed 19.62

Madicare Approved AMT 58.09

Medicare Paid 78.47

We Paid 19.62

* Please refer to the remarks saction.

Suspect claims fraud? Please help by calling our hotiine at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.SouthCarolinaBlues.com
Page 1ol 1



Columbia, SC 29219 BAIE LIDSS AN BIVE DAeaIT AESOGBIGN

EXPLANATION OF BENEFITS
THIS IS NOT A BILL
If you have a question about your
claim, please call Customer Service at
1-800-868-2520 OR
LOCALLY AT 736-1576

MON. - FRI. 8:00 A.M. - 6:00 P.M.
BARBARA C REYNOLDS
51 TROON WAy
AIKEN SC 29803
oo
™ (=}
22
March 16, 2011
STATE HEALTH PLAN SUMMARY INFORMATION
Patienl's Name Relationship lo Policyholder 12 No. Claim No.
ELLIS REYNOLDS SPOUSE 20508393041 1C707492U-00-00

Medicare pald  78.47. We have paid  19.62. You owe your provider 00,
MEDICARE COORDINATED CLAIM

i Provider ALLEN L SLOAN MD P

Network Parlicipation YES

Dates of Service 02/17711

Type of Service MEDICAL SERVICES

Charge 138.00

Medicare Deductible 00

Copay/Spec Daduclible 0D

Medicare Coinsurance 19.82

Tolal Benefit Alowed 19.62

Medicare Approved AMT g8.09

Medicare Paid 78.47

We Paid 19.62

* Please refer to the remarks section.

Suspect claims fraud? Please help by calling our hotline at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.SouthCarolinaBlues.com
Page 1of 1



ZOO0 30 1000

CUSTOMER SERVICE INFORMATION

e Your Medicare Number: XXX-XX-68354
e gliL%gOON wngEYNOLDS If you have questions, call 1-800
AIKEN SC  25803-56479 MEDICARE (1-800-633-4227) (£00880)

Ask for Doctor’s Services
TTY for Hearing Impaired: 1-877-486-2043

& Appeals Address: Please see the
& BE INFORMED: Always read the front and back General Information Section

of your Medicare Summary Notice.

This is a surnmary of claims processed from 12/27/2010 through 03/08/2011.

PART B MEDICAL INSURANCE - ASSIGNED CLAIMS

Dates Medicare You See
of Amount  Medicare Paid May Be Notes
Service Services Provided Charged  Approved  Provider Billed Section

Claim number 02-11055-276-650

Allen L Sloan MD PC, 1168 W Martintown Rd, b
N Augusta, SC 29841-2046

Referred by: Meredith, Randall M

Dr. Sloan, Allen L. M.D.

02/17/11 1.0 Office/outpatient visit new (99203) $138.00  $98.09  $78.47  $15.62

02717111 10.0 Drug screen multip class (G0431-QW) 280.00 D.00 0.00 0.00 a

0271711 §0.0 Drug screen multip class (G0431-QW) 280.00 0.00 0.00 0.00 a
Claim Total $698.00 $58.09 §78.47 $19.62

B A e P e Ny i S R I TR B m R SR S N T PR T S5 ARAT ST S 5 P AR TR L LR S S

Claim number 02-10349-240-780

Primary Care Of Aiken, LLC, PO Box 57 19, b
Aiken, SC 29804-5719

Dr. Kulik, Ann M. M.D.

1172310 1.0 Office/outpatient visit est (99214) $120.00 $96.56 $77.25 $19.21

OF WUNIN)

THIS 1S NOT A BILL - Keep this notice for your records.
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ELLIS R REYNOLDS
51 TROON WAY
AIKEN SC 29803-5679

BE INFORMED: Always read the front and back

of your Medicarc Summary Notice.

CUSTOMER SERYICE INFORMATION

Your Medicare Number: XXX-XX-6835A

If you have questions, call 1-800
MEDICARE (1-800-633-4227) (#00880)

Ask for Doctor’s Services
TTY for Hearing Impaired: 1-877-486-2048

Appeals Address: Please see the
General Information Section

This is a summary of claims processed from 12/27/2010 through 03/08/2011.

PART B MEDICAL INSURANCE - ASSIGNED CLAIMS

Dates Medicare You See
of Amount  Medicare Paid May Be Notes
Service Services Provided Charged  Approved  Provider Billed Sectlion
Claim number 02-11055-276-650
Allen L Sloan MD PC, 1168 W Martintown Rd, b
N Augusta, SC 29841-2046
Referred by: Meredith, Randali M
Dr. Sloan, Allen L. M.D.
0271711 1.0 Officefoutpatient visit new (99203) $138.00 $98.09 $78.47 $19,62
02/17]11 10.0 Drug screen multip class (G043[-QW) 280.00 0.00 0.00 0.00 a
02417711 10.0 Drug screen multip class (GD431-QW) 280.00 0.00 D.o00 0.00 a
Claim Total $698.00 $58.09 $78.47 $19.62
PEEAR R e P bh D A LET TR L3 1 3 SRS TR TR 1 e IR AR IR e SIS P IR AR e TR TIRR ST R e SR a B kg Tl
Claim number 02-10349-240-78D
Primary Care Of Aiken, LLC, PO Box 5719, b
Atken, SC 29814-5719
Dr. Kulik, Ann M, M.D,
11/23/10 1.0 Officz/outpatient visit est (89214) $120,00 $96.56 §77.25 $19.31

B OTUHIEY

THIS IS NOT A BILL - Keep this notice for your records.



ones .. - BlueCross BlueShield
A of South Carolina

[-20 @ Alpine Road . . Mgmé:-:nml_License!l: o (e

Columbia, SC 29219 Bl Crosa and dus Shiaid Assocation

EXPLANATION OF BENEFITS
THIS IS NOT A BILL
If you have a question about your
claim, please call Customer Service at
1-800-868-2520 OR
LOCALLY AT 736-1578
MGN. - FRI. 8:00 AM. - 6:00 P.M.

BARBARA C REYNOLDS
51 TROON WAY
AIKEN SC 29803

(=4
o m
[~X-")
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i
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o
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oo
o @™
oW
™

STATE HEALTH PLAN SUMMARY INFORMATION

March 18, 2011

Patient’s Name Belationship to Policyhaider Claim No.
SPQUSE

1C730246U-00-00

ELLIS REYNOLLS

TOTAL CHARGE™
FOR-YOUR CLAI:-

36100 ) -AT%TP@EAMQHN.T

Medicare paid  40.82. We have paid  10.21. You owe your provider .00,
MEDICARE COORDINATED CLAIM

|Provider AUGUSTA PHYSIGIANS

‘Nelwork Participation NO

Dates of Service 02/17/11

Type of Service MEDICAL SERVIGES

Charge 361.00

Medicare Deductible .00

Copay/Spec Deduciible .0G

Medicare Coinsurance 10.21

Total Benefit Allowed 10.21

Medicare Approved AMT 51.03

Medicare Paid 40.82

We Paid 10.21 j

* Piease refer to the remarks section.

Suspect claims fraud? Please kelp by calling our hotline at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.SouthCarolinaBilues.com



EXPLANATION OF BENEFITS
THISISNOT A BILL
If you have a questian about your
claim, please call Customer Service at

1-800-888—2520 OB
LOCALLY AT 736-1576
MON. - FRI. 8:00 AM. - 200 PM.
BARBARA C REYNOLDS a0 8
51 TROON WAY
AIKEN SC 29803
g
March 18, 2011
STATE HEALTH PLAN SUMMARY INFORMATION _
Patient"s Name ’ Relatianship o Policyholder iD No. Claim No.
ELLIS AEYNOLDS SPOUSE ZC$08393041 107302460-00-00

Medicare paid  40.82, We have paid 10,21, You owe your provider 00,
MEDICARE COORDINATED CLAIM

Provider AUGUSTA PHYSICIANS

Network Participation NO

Dates of Service 02117011 .

Type of Service MEDICAL SERVIGES O

Charge . 381.00

Medicare Deductibie .00

Gopay/Spec Deduclipla] - .00

Medicare Coinsurance 10.21

Total Benefit Allowed 10.21

Medijcare Approved AMT 51.03

Medicare Paid 40.82

We Paid 10.21 ]

* Please refer to the remarks section.

Suspect claims fraud? Please help by calling our hotline at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.SouthCarolinaBlues.com
Page 1gaf 1



40Dz

, BlueCross BlueShield
A\ @ of South Carolina
1-20 @ Alpine Road * ¢

An Indogendent Licensee of the
. Blue Cross ano Biue Shieidt Assccation
Columbia, SC 28219 D

EXPLANATION OF BENEFITS
THIS IS NOT A BILL
I you have a question about your
claim, please call Customer Service at

1-800-868-2520 OR
LOCALLY AT 736-1576

MON. - FRL. 8:00 AM. - 6:00 P.M.
8ARBARA C AREYNOLDS
51 TROON WAY
AIKEN 5C 29803
gm
March 16, 2011
STATE HEALTH PLAN SUMMARY INFORMATION
Patient ‘s Name Relalionship ta Pelicyholder D No. Claim No.
ELLIS REYNOLDS SPOUSE ZCS08322041 1G7974520-00-00

TOTALCHARGE WEAT YD OWE -
OR. E VIDER:
rovider tay

00}

Medicare paid  78.47. We have paid  19.62, You owe your provider 00.
MEDICARE COORDINATED CLAIM

Provider ALLEN L SLOAN MD P

Network Participation YES

Dates of Service 02/17/11

Type of Service MEDICAL SERVICES

Charge 138.60

Medicare Deductible .00

Copay/Spec Deductible .00

Medicare Coinsurance 19.62

Total Benefit Allowed 18.62

Medicars Approved AMT 88.09 !

Medicare Paid 78.47

We Paid 19.82

* Please refer to the remarks section,

Suspect claims fraud? Please help by calling our hotline at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.ScuthCarolinaBlues.com
Pags 1of 1



EXPLANATION OF BENEFITS
THIS IS NOT A BILL
If you have a question about your
claim, please call Customer Service at
1-:800-868-2520 OR
LOCALLY AT 736-1576
MON. - FRI. 8:00 A.M. - 6:00 P.M.

BARBAAA C REYNOLDS
51 TROON WAY
AIKEN SC 29803
-
ok
=8
March 16, 2011
STATE HEALTH PLAN SUMMARY INFORMATION
) Patient's Name Relationship to Policyhotder i0 No. Ciaim No.
ELLIS REYNOLDS SPOUSE 20508393041 _VJ 1C730246U-00-00

TOTAL CHARGE

FORY

Medicare paid  40.82, We have paild  10.21. You owe your provider 00,
MEDICARE COORDINATED CLAIM

Provider AUGUSTA PHYSICIANS

Network Participation NO

Dates of Service 0217111

Type of Service : MEDICAL SERVICES

Charge 361.00

Medicare Deductible 00

Copay/Spec Deduclible .00

Medicare Coinsurance 10.21

Total Benefil Allowed 10.21

Madicare Approved AMT 51.03

Medicare Paid 40.82

We Paid 10.21

* Please refer to the remarks section.

Suspect claims fraud? Please help by calling our hotline at 1-800-753-0703
THANK YOU FOR ALLOWING US TO SERVE YOU!

www.SouthCarolinaBlues.com
Page 1of 1
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ELé ELLIS R REYNOLDS
51 TROON WAY _
AIKEN SC 29803-5479

<000 9 TO00Q
£8T0SC TYyT989

of your Medicare Summary Notice.

BE INFORMED: Always read the front and hack General Information Section

CUSTOMER SERVICE INFORMATION

Your Medicare Number: XXX-XX-68354

I you have questions, call 1-800
MEDICARE (1-800-633-4227) (#00880)

Ask for Doctor’s Services
TTY for Hearing Impaired: 1-877-486-2048

Appeals Address: Please see the

This is a summary of claims processed from 12/27/2010 through 03/08/2011.

PART B MEDICAL INSURANCE - ASSIGNED CLAIMS

Dales
of
Service Services Provided

Medicare You See
Amount  Medicare Paid Vay Be Notes
Charged  Approved  Provider Biiled Section

Claim number 02-11055-276-650

N Augusta, SC 29841-2046
Referred by: Meredith, Randall M
Dr. Sloan, Allen [.. M.D. ’

Claim Total :

Claim purnber 02-10349-240-780

Aiken, 8C 29804-5719
Dr. Kulik, Ann M. M.D.

Allen L Sloan MD PC, 1168 W Martintown Rd,

TEEP AT Fad T 3 mE Y v Bl 16 e e SRS TN ER-

01711 1.0 Office/outpatient visit new (99203) $138.00  $98.09  $78.47  $19.62
02171 10.0 Drug screen multip class (G0431-QW) 280.00 0.00 . 0.00 0.00 a
02717711 10.0 Drug screen muhtip class (G0431-QW) 280.00 - 0,00 0.00 0.00 a

$698.00 $98.09 $78.47 $19.62

Primary Care Of Aiken, LLC, PO Bex 5719,

11523010 1.0 Office/ountpatient visit est (99214)

B e B E I A S SR BT e o B S R TS ER R st bt 4 Do jorn e

$120.00 $96.56 $77.25 £€19.31

EOF 2PIyc s M

THIS IS NOT A BILL - Keep this notice for your records.




JOHN M DOWNEY, D.O.
ROYAL PAIN CENTER PC
PO BOX 212959
AUGUSTA, GA 30917-2959

{706)855-2767

ELLIS R REYNOLDS
51 TROON WAY
Aiken, SC 29803

| 05/31/11 Previous Balance
i
! {
i‘
.r

s 10 4372 .
Pal 11/13/08 10.09 0.04

I
Jun 30,2011 |  12284-01

i
i
i
i

L

AMOUNT PAID

)

Next Appt:

ELLIS R REYNOLDS
51 TROON WAY
Alken, SC 29803

S

There are Charges thal have NUT been posiad
in cur database for May. Please call Kirstie at
(706 855-2767 ext. #18 if you have any questions

"PAYMENT BUE UPON KECEIPT T
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f
JOHN M DOWNEY, D.O. i May 26, 2041 | 12284-01
ROYAL PAIN CENTER PC

|
5
PO BOX 212859 ! ] v H
AUGUSTA, GA 30917-2959 { AMOUNT PAID ae——|

Next Appt:
(706)855-2767

ELLIS R REYNOLDS f ELLIS R REYNOLDS
51 TROON WAY 51 TROON WAY
Aiken, SC 29803 i Alken, SC 29803

e

ATEN WITH ¥DUS RSLrTTarn.

] ki
| s |
. t i
02/0111 } ! Pravious Balance ] 158.B1i
i i :
! |
|
i
| |
! ! [ ; ]
i | H i :
P
: i H t
5 § '
‘ H
i : ] |
' . , : i ;
! : ; {
| I
i i ! : :
;
i i :
! 5
! ._

L 1 ' ek AEECH] (IR
Ins 1;:’08;’10 143 72’ :
~Pat 111 3/08_ 10. OD, 0.00
Thare are Charges that have NOT been posted
in our database for May. Please call Sandy at
{708) 855-2767 ext, #28 if  you have any questions
FAYMENT DUE UPON‘RECEIPT o




323451
Your Medicare Number: XXX-XX-6835A Pape 2 of

February 2, 2

PART B MEDICAL INSURANCE - ASSIGNED CLAIMS (continued)

—_—

Dates Medicare You Se
of Amount  Medicare Paid May Be  Not
Service Services Provided Charged  Approved  Provider Billed  Seq
—_—

Claim number 11-10320-815-910

Royal Pain Center PC, Pob 212939, b
Augusta, GA 30917-2959

Referred by: Meredith, Randa!] M

Dr. Downsy, John M. M. D,

10714710 1.0 ofﬁce,loutpatient visit est $150.00 $97.05 $77.64 $19.41 a
(99214-23)

10/14;10 1.0 drain/inject joint{bursa 120. 00 53.65 42.92 10.73 2
(20605-591.T)

10/14/10 1.0 drain/inject joint/bursa 120.00 26.83 21.46 5.37 ac
{20605-5951RT)

10/14/10 1.0 ketorolac tromethamine inj (J1883) 10.00 0.30 .24 0.06 a

10/14/10 1.0 lidocaine injection (12001 15.00 0.00 0.00 0.00 de,

10714410 1.0 triarueinolons acet inj nos (J3301) 5.00 1.85 1.24 0.31 3

10/14710 1.0 vitamin b12 injection {13420) 1.00 0.28 0.22 .06 a

Claim Total $421.00 $179.686 $143 .72 $35.94

D B R S AR AR SR TP Y DR S R R F IR AR TS S T R TR i B L T F RGO AI IAR et RRLLALS A S 4. RN T

Claim number [1-10306-825-100

Royal Pain Center PC, Pob 212938, b,g
Augusta, GA  30917-2959

Referred by: Meredith, Randat] M

Dr. Downey, John M. M.D.

10727110 1.0 Pt evaluation {97001—(}?) $100.00 $70.48 $56.338 $14.10 3
1027110 1.0 Therapeutic exercises (87110-GP) 5g.00 28.38 22.69 5.87 a
Claim Tatal _ $150.00 $98._84 §79.07 $19.77

Notes Section:
a The approved amount is based on a special payment method,.

b This information s being sent to your private insurer(s). Send any questions regarding
your benefits to them. Your private insurer(s) is BCBS OF SOUTH CAROLINA.

¢ This surgery was reduced because it was performed with another Surgery on the same day.

(continued)
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|
JOHN M DOWNEY, D.O. ! Jan 18,2011 |
ROYAL PAIN CENTER PC
PO BOX 212959
AUGUSTA, GA 30917-2959

12284-01

AMOUNT PAID _

Next Appt:
(706)855-2767

ELLIS R REYNOLDS ;
. 51 TROON WAY | 51 TROON WAY
! Aiken, SC 28803 | Aiken, SC 29803
,- i
|

10/14/10 5 : Previous Balance ;
+ 10/27/10 97001-GP 1 PHYSICAL THERAPY EVALUATION 1o 100.00 X
f 1027110 97110-GP 1THERAPEUTIC OFFICE VISIT 11 01 50.00 i
10/18/10  M/CARE GA MEDICARE -‘ -77.54?
10/18/10  micare GA MEDICARE -52.95 |
10/14/10  89214-25 i 1 Office-Est Patient; Detailad peoo01 150.00 X
10/1410  20805-56LT 1 Voint-medium/ Bursa Injection - Tne pati itt ;01 . 120.060 :.
10114110 20605-5951RT | 1 Joint-medium/ Bursa Injection - The pai 11 01 120.00 X
101147110 U1885 1 Ketorolac  30mg oo 10.00] X
10/14/10  J2001 t Lidocaine Hel 1.5 ¢ 1 o1 15.00; P(
101147110 43301 1 Kenalog-10 0.25c¢ -.50 cc Mmoo 5.00] X
10/14/10  U3420 1 Vitamin B-12 0,25 cc o1 1.00; X
. 1122010 MICARE GA MEDICARE _ - 719.07
i 1122410 ;m/care iGA MEDICARE : 51.16
12/08110 M/CARE GA MEDICARE : -143,72 :
12/08/10 micare GA MEDICARE ? 241341 i
1 H .
i : z
e Foae ARG e 23 f?ﬁ%‘*:_
_ Ins  13/08/10; 14372 55.71!
Pal  11/13/08: 10.00! 0.00:

Thera are Charges and Payments that have NOT been posted §
14 our database for January 2011, Please call Sandy at
1708) 855-2706 ext £28 if you have zay questions
PAYMENT BUE UPON RECEIRT 7 -
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a8 % EXPLANATION OF BENEFITS
oy —~ N - ‘\ THIS IS NOT A BILL
TN e N If you have a question about your
oW - PO claim, please call Customer Service at
S S 1-800-868-2520 OR
g LS S ~ LOCALLY AT 736-1576
ZaC * 103 ” MON. - FRI. 8:00 A.M. - 6:00 P.M.
o BARBARA C REYNOLDS -~ (¢ i 2y . Mo 800 AM. -6:00
51 TROON WAY Tt , e
AIKEN SC 29803 N N S,
o WY o — W
23 —_ * T D T ¥ 51
e I
8% 0y 0
S8 '
March 18, 20114
STATE HEALTH PLAN SUMMARY INFORMATION Check No.: 0001914093
Patlent"s Name Relationship o Policyholder {D No. Claim No.
ELLIS AEYNOLDS SPOUSE 2C508393041 167303041-00-00

TOTAL GHARGE
Yo

Medicare paid 90.19. We have paid  22.55. You owe your provider .00,
MEDICARE COORDINATED CLAIM

Provider YOUA PROYIDER

Metwork Participation NG

Dates of Service 0513410

Type of Service OFFICE PSYCHIATRIC

Charge 125.00

Medicare Deductible .00

Copay/Spec Deductible .00

Medicare Coinsurance 22.55

Total Benefit Allowed 22.55

Medicare Approved AMT 112.74

Medicare Paid 90.19

We Paid 22.55

* Please refer to the remarks section.

Suspect claims fraud? Please help by cailing our hotline at 1-800-763-0703
THANK YOU FOR ALLOWING US TO SERVE YQU!

www.SouthCarolinaBlues.com
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SUMMARY EXPLANATION OF BENEFITS CLAIM(S) DETAIL

may owe your provider for services recelved.

“ 1u_m3=.m>mm>m>03m<zcrum Co L - Ip:ZCS08393041 . . . _ Palient Refationship lo Policyholder: SELF
(PROVIDER: RICHARD S CHESSER. - T Date(s) of Service: . - .| Amount Provider May Bill Yau
....‘.Emﬂew}dzommoximw Sl Cdpoosfsine. o o e ' © 0.00
" Tolal Benefit. - | - ' Medicare .- Medicare T Amount We Amount Paid to
-Allawed . - .”..>«i-n_.<a ) ., Paid Lo Paid PR . - Your Provider
968 5540 A 76.02 19.08 19.08

To date, you have satisfied | 0.00 | of the [ 2010.00 | deductible for the benefit periad that began [01/01/2070] . This claim contributed | . 0.60]

toward your owt-of-pocketl maximum. You have satisfied _HQFCO | of the | 0.00 _ out-of-pockel maximum for this bensfit periad. We paid a tolaj of “ r..wmwlmwﬂ
|for this person this benefit periad.

This Is important information abaut services ELLIS REYNOLDS received. The followi
owe your provider for services received.

[ eatient: ELLIS REYNOLDS @ ..> "0 o set T IDsZCS08393041 =" | Patient Relationship to Policyhotder: SPOUSE 1
 Claim Number:.  0D540448L-00-00 " .- | PROVIDER:KROGERGO - . . - | Datels) of Service: Amount Provider May Bill You
I S - NON-PARTICIPATING PROVIDER, © o o1 0S/0510 - T-g7tentn . 0.00

Yout Provider| . .. - T} o Medicare -0t Medicare .. | Tola Benelit . | . Medicare |- Medicare Amount We : Amount Paid to

" Charged - | " e Deductible i-Coinsurance - | - .-Allowed .| . Approved el Paid | Paid : : Your Provider
174.79 B Y 2337 116.37 93.10 2327 23.27

Ta date, you have satisfied | 0.00 ] of the 200.00 | deductible for the benefit period that began (G1/0172010] . This claim contributed 000}
toward your out-of-pocket maximum. You have satisfied |__ 0.00 ] of the 0.00 ] out-of-pocket maximum for this benefit period. We paid a total of _HHHMNHMW_
for this person this benefit period.
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Brenda James

R —
From: Jennifer Lynch
Sent: Thursday, July 19, 2012 10:31 AM
To: Brenda James
Subject: Log 0020 Email Closure
Attachments: Cong. Wilson - Ann Marie Beason.pdf

From: Jennifer Lynch

Sent: Thursday, July 19, 2012 10:30 AM

To: 'ted.felder@mail.house.gov'

Cc: 'mcdong@aging.sc.gov'

Subject: Congressman Wilson Constituent Letter - Ann-Marie Beason

Mr. Felder,

The attached letter that was referred to our office is regarding a Medicare issue rather than Medicaid. Since this
department does not handle Medicare billing, | am copying Gloria McDonald on this email to determine if the Office on
Aging can assist with this matter. Gloria: Please research and respond back to Mr. Felder regarding this matter.

Thanks,

Jenny Lynch

Legislative Affairs

SC Department of Health and Human Services
Office: (803) 898-3965

Cell: (803) 351-5673

Fax: (803) 255-8235



