BlueCross BlueShield of Illinois

"~ PO Box 805107
Chicago, IL 60680-0657
August 23, 2023
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240 S LA CIENEGA BL 2210 Contact us at the number on your Member ID card.

BEVERLY HILLS CA 90211-3324

KEMBERLI ANDERSON, AN IMPORTANT UPDATE ON THIS REQUEST
THIS REQUEST WAS NOT APPROVED

Health information sent by your provider for the requested care was reviewed by a Medical Director who specializes in Emergency

Medicine (EM). The services requested have not been approved.

Non-Approved Service Procedure Request ID U23233ABUB
15832 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); thigh
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
15833 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); leg
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
15836 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); arm
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
16839 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); other area
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 1
16877 | Suction assisted lipectomy; trunk
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 5
15878 / Suction assisted lipectomy; upper extremity
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
15879 / Suction assisted lipectomy; lower extremity
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 4
Onset of Service / 08/18/2023
Admission Date |
Subscriber ID 832780402 Treatment Setting Predetermination Outpatient

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

This letter is a courtesy copy for your records.
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Member Kemberli Anderson Physician JAIME SCHWARTZ
Date of Birth 10/19/1965 Facility/Provider TLC SURGICAL CENTER
Admission Date 08/18/2023

Does Not Meet Medical Policy Criteria

0 WHY THIS REQUEST WAS NOT APPROVED

e
L

From the Medical Director:

We have received and reviewed records on your lipedema (painful fat deposits).

Your request for suction-assisted lipectomy (liposuction; using a device to suck out the fat) is denied as not medically
necessary. Your doctor did not 1) send us photographs of your lipedema, AND 2) tell us that you will use compression
garments after treatment. Without this information, we cannot approve your request. We based this decision on Blue
Cross Blue Shield lllinois Medical Policies: Surgery for Lipedema and Lymphedema (SUR701.024).

Your request for excessive skin and subcutaneous excision (surgery to remove extra flesh/fat) is denied as not medically
necessary. Based on Blue Cross Blue Shield lllinois Medical Policies: Surgery for Lipedema and Lymphedema
(SURT701.024), these are not procedures that can be approved for the treatment of lipedema. Therefore, we cannot
approve your request.

In addition, your doctor has requested some procedure codes that are not specific about the area being treated AND all of
your submitted doctor's notes are from 2020. Updated notes including the areas to be treated with the non-specific
procedure codes are needed to know if these treatments are right for you. We based this decision on Blue Cross Blue
Shield lllinois Medical Policies: Surgery for Lipedema and Lymphedema (SUR701.024) and your Blue Cross Blue Shield
lllinois Certificate of Coverage/Healthcare Benefit Booklet.

To schedule a peer-to-peer review prior to an appeal submission, please call 800-981-0591.

To file a formal appeal, please call 800-538-8833 or fax your appeal request to 888-235-2936. Please call 800-828-3116
for any information regarding appeal status and/or updates.

You can get copies of the rules, codes, and guidelines we used in making this decision free of charge by calling
800-538-8833.

Note for Provider: Service codes that do not require medical review are processed as approvals unless these services
(codes) are ancillary to a primary service which has been denied or lacks contractual benefit.

QUESTIONS? WE'RE HERE FOR YOU

For more information about your benefits, log in to your Blue Access for MembersSY (BAMSM) account at bebsil.com.

Your doctor may call our Health Care Management department at 800-981-2795 to talk about your case with one of our
physician reviewers.

HOW TO APPEAL THE DECISION

You or someone you name to act for you, such as an attorney or your doctor, can appeal this decision.

Three things to note:
e You have 180 days from receipt of this letter to file an appeal.

o Ifyour health situation requires an urgent response, call 800-538-8833 to ask us to review your appeal right away.
e To learn more about our appeals process, see the Important Information enclosed.

Coverage, benefit and payment decisions are not treatment decisions. The decision to move forward with the proposed
service/procedure remains between you and your doctor.

As always, feel free to contact us with any questions.



Sincerely,

Health Care Management Department
Blue Cross and Blue Shield of lllinois

A copy of this letter has been sent to:

Kemberli Anderson

4445 Cartwright Ave Unit
108

Toluca Lake, CA 91602-2332

ENCLOSURES

v Important Information - Appeal Information and Procedures
v Appeal Request Form

v’ External Review Information

JAIME SCHWARTZ
240 S La Cienega Bl #200
Beverly Hills, CA 80211
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@ BlueCross BlueShield of Hlinois

IMPORTANT INFORMATION (Retain for your records)

If we have denied your claim for benefits, in whole or in part, for a treatment or service, rescinded (see your Benefit Booklet
for details) your coverage, or denied or limited your eligibility, this document serves as part of your notice of the denial
decision.

Your Right to Appeal

You may appeal if you think you have been denied benefits in error. For all levels of appeals and reviews described
below, you may give a written explanation of why you think we should change our decision and you may give any
documents you want to add to make your point. For appeals, you may also make a verbal statement about your case.
Send a written appeal requestto:  Blue Cross and Blue Shield of lllinois

Claim Review Section

PO Box 2401

Chicago, IL 60690

To file an appeal or if you have questions, please call 800-458-6024 (TTY/TDD: 71 12, send a fax to 888-235-2936, or send
a secure email using our Message Center by logging into Blue Access for Members>™ (BAMSY) at bebsil.com

Authorized Representative

You can name a person to act for you (including an attorney) on your appeal or external review — known as an “authorized
representative.” To use an authorized representative, you must first complete the necessary form. Call us at the number
above to request the form, or to get more information if the person this document was sent to cannot act on his or her own.
In urgent care situations, a doctor may act as your authorized representative without completing the form.

Standard Appeal

You, or an authorized representative (see above process for choosing someone to act for you), may appeal in writing or by
phone. T;) send an appeal in writing use the contact information above and include any added information you want to give
us as well as:

o Acopy of the decision letter or Explanation of Benefits (EOB)
o The reference number or claim number (often found on the decision letter or EOB)

You can get copies free of charge of your relevant claim documents, including the rules, codes and guidelines we used in
making a decision. To request the copies, use the contact information above. Unless your plan says otherwise, you have
180 calendar days from the date you received our initial decision to file your appeal.

We will send you a written decision for appeals that need medical review within 30 calendar days
What happens next? | after we receive your appeal request, or if you are appealing before getting a service. All other
appeals will be answered within 60 calendar days.

Expedited (Urgent) Appeal

You, your authorized representative, or your doctor, can ask for an expedited appeal if you or your doctor believe that your
life or health could be threatened by waiting for a standard appeal. To do so, you, your doctor, or your authorized
representative, should call us at 800-458-6024 (TTY/TDD: 711) or fax your request to 918-551-2011. You have 180
calendar days to file your expedited appeal request. You may also ask for an Expedited External (Outside) Review, as
described below, at the same time by calling 800-458-6024.

If you qualify for this type of appeal, we will give you a decision by phone within 72 hours after we
receive your appeal request.

What happens next?

IL02.G.UGF.F_220629 bebsil.com Page 5
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@@ BlueCross BlueShield of Hlinois

Your Right to a Standard External (Outside) Review

You may ask for an ekternal review with an Independent Review Organization (IRO) if your appeal was denied based on
any of the reasons below. You may also ask for external review if we failed to give you a timely decision as stated in the
Standard Appeal section above, and your claim was denied for one of these reasons:

o A decision about the medical need for or the experimental status of a recommended treatment
¢ A condition was considered pre-existing
¢ Your health care coverage was rescinded (see your Benefit Booklet for details)

If your case qualifies for external review, an IRO will review your case (including any data you'd like to add), at no.cost to

you, and make a final decision. To ask for an external review, you'll need to complete the necessary form and submit it to
BCBSIL. You may get a form by calling the number on your ID card. Unless your plan says otherwise, you have 4 months
from the date you received the decision notice to file your external review request.

If you qualify for an External Review, an IRO will review your case and mail you its decision
What happens next? | iin 45 calendar days. That decision is final and binding on BCBSIL and you,

Expedited (Urgent) External Review

You can ask for this type of review if;

o failure to get treatment in the time needed to complete an Expedited Appeal or an External Review would
seriously harm your life, health or ability to regain maximum function;

o the request is about an admission, availability of care, continued stay or health care service that you received with
emergency services, before your discharge from a facility,;

o the request for treatment is experimental or investigational and your health care provider states in writing that the
treatment would be much less effective if not promptly started; or,

o we failed to give you a decision within 72 hours of your request for an expedited appeal

The IRO that does the expedited external review will decide if the covered person needs to complete the expedited
(urgent) appeal process before the Expedited (Urgent) External Review can be started. If you think your case may qualify
for an Expedited External Review, call 800-458-6024.

What happens next? | If you qualify for this type of review, the IRO will give you a decision within 72 hours.

~Notice about Provider Appeals

If you used an in-network provider, your provider may be able to file an appeal request for benefits you've been denied.
You and your provider may file appeals separately and at the same time. Deadlines for filing appeals or external review
requests are not delayed by appeals made by your provider UNLESS you have chosen your provider to act for you as
your authorized representative. Choosing your provider to act for you must be done in writing. If your provider is acting on
your behalf, then the provider must meet the deadlines you would have to meet to file such requests.

Additional Rights

If you receive your benefits through an employer, you may also have the right to bring an action under Section 502(a) of a
law called ERISA. To learn more, call the Employee Benefits Security Administration at 866-444-EBSA (3272).

IL02.G.UGF.F_220629 bebsil.com Page 6



@ BlueCross BlueShield of linois

Department of Insurance

The llinois Department of Insurance (IDOI) offers consumer assistance. If your standard or expedited (urgent) external
review request does not qualify for review by your plan or its representatives, you may file an appeal with the IDOI at the
Springfield address below. Also, if you have questions about your rights, wish to file a complaint or wish to take up your
matter with the IDOI, you may use either address below.

IDOI IDOI, Office of Consumer Health Insurance
320 W. Washington St. 122 S. Michigan Ave .,19" Floor
Springfield, linois 62767-0001 Chicago, llinois 60603

Review Request. 877-850-4740 Complaints: 877-527-9431

Fax: 217-577-8495 Email: DOl.InfoDesk@illinois.gov

IDOI Web: https:/imc.insurance.illinois.gov

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a
grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail) .
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal:  https:/focrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms:  http://iwww.hhs.gov/ocr/officeffile/index.html

IL02.G.UGF.F_220629 bebsil.com Page 7
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@ @ BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espaitol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.

Gl | 059 0n ellindy By g el il sladll g Bam sl lo J gemal g Gall el i a2l pad ool o bl (S )
Arabic 855-710-6984 a3l e Jocall ¢(5 )58 an yia an Siaaill 4dlS5 3
BT | MRE REEERHNES, HEAEM CERHLRNEHSEBENRE.
Chinese | /AR—{L#IRE R, SRR EES SRS 855-710-6984.

Frangais Si vous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de
French I'aide et l'information dans votre langue & aucun codt. Pour parler & un interpréte, appelez 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und
German Informationen in [hrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.
%l Mol VAU i HEE §3L WL 8l el 518 el caulsAal VY ol s&AsH
2 J";;{Iu oul:gt usll 82, dl dMal éacu W sl el HEE o Hl@f'h%chuoﬂ 855 .
J geul™al A8 clict sl HIS L olelR 855-710-6984 UR SIEL 83U,
; e, TR, AT 1T TSHhT HETIAT FI L@ & 36, T2 8, aF HTYehT Y= 8779 3 1:oh
Eﬁi AR SAPIY T Y BT HTUHI & | AT et & et e 3 oI 855-710-6084
R HAF | |
Italiano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua
Italian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.
8120 orek ASE = ASHE S= AIE0I 2820 JAUS Aots RPEE IS ESA FEE
Korean 76 HUHZ HE 2= U= A2l USLICH SSAIH 2 QSHAIH 855-710-6984 2
SSIeHA Al 2.
Diné T’a4 ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’id4 bee na ah66ti’i’ t44 niik’e
Navaio niké a’doolwot d66 bina’iditkidigii bee nit h odoonih. Ata’dahalne’igii bich’]’ hodiilnih kwe’é
J 855-710-6984.

| OB sk 4 eash ) 4 aS 3l 1) O G canlly 40l Mg (S o S8 54y LadiaS S L dlad S
Persian wbal Juala (alad 855-710-6984 o lass Ly ¢ palid aa yia So L il cen aplai il pa e MYy S
Polski Jesli Ty lub osoba, ktérej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania
Pglis:e.h bezptatnej informacji i pomocy we wiasnym jezyku. Aby porozmawiaé z tumaczem, zadzwor pod

numer 855-710-6984.

P i Ecnu y Bac unu yenosexa, KOTOPOMY Bb! NOMOraeTe, BO3HUKNM BONPOCH, y BaC €CTb Npaso Ha becnnarHyio
Rycgli(:n NOMOLLb U MHEOPMALIO, NPEROCTABNEHHYIO HA BalLEM A3bIKE. YTOOb! CBA3ATLCA C NEPEBOAUMKOM,

us no3soHuTe no TenecoHy 855-710-6984.
Taaal Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tadeog | tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,

43300 | tymawag sa 855-710-6984.

V| e e ) S S ‘J?f.'uigﬁd‘wu-‘u-‘- o =S Me gl (S s Ko ) S LSl S

Urdu 1S O 5 855-710-6984 « o S 38 & o e - 35 8 558 Guala ol gl 23
Tiéng Viét | Néu quy vi, hosic ngudi mé quy vi gidp @6, c cau hdi, thi quy vi cé quyén dwoc giup 48 va nhén théng tin
Vietnamese | béng ngdn ng clia minh mién phi. D& ndi chuyén véi mét thong dich vién, goi 855-710-6984.
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223 §) BlueCross BlueShield of Ilinois
INTERNAL APPEAL REQUEST FORM

Patient Information

Patient Name:

Member Identification Number:

Group Name and Number:

Case Information

Date(s) of Service (Service from Date and Service to Date):

Place of Service (Facility Name):

Request ID (if applicable):

Date Service/Procedure(s) non-allowed (Service Actual End Date):

Physician/Facility/Provider Information

Physician Name (Attending Provider Full Name):

Facility or Provider Name:

Appellant Information

Name of person submitting appeal:

Phone Number: Today's Date:

Relationship to Patient:

Reason for Request:

An appeal may be submitted in writing, online or by phone. The return of this form is not required to request an appeal.

o Torequest an appeal by phone, call the toll-free phone number below

» Tosend a secure email using our Message Center, log into Blue Access for Members™ (BAMSM) at bebsil.com
o Torequest an appeal in writing, attach additional information, Explanation of Benefits, Nofification Letter and/or
medical records for the dates of service being appealed and submit this form to:

Appeal Coordinator
Blue Cross and Blue Shield of lllinois
PO Box 2401

Chicago, IL 60690 Phone: 800-538-8833 (TTY/TDD: 711)
888-235-2936

Fax:

bebsil.com

20230824B0A J6A1
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@ @ BlueCross BlueShield of Mlinois

EXTERNAL REVIEW REQUEST

You may request external review, at no cost to you, for the following:

a. An adverse determination or denial that involves medical judgment including a decision that the requested health

care services are experimental or investigational;

b. A determination on whether you are entitled to reasonable alternative standard for a reward under a

wellness program;

c. A determination on whether your Plan is complying with the non-quantitative treatment limitations that require

parity in the application of medical management techniques; and

d. Rescission of your coverage

Standard

. You can call 800-538-8833 to request an expedited external review at the same
Expedited time you request an expedited internal review.
Today’s Date:

Subscriber’s Information

Patient’s Information

Name: Name:

ID: ' ) - ID:

Address: Address:

Phone Number: Phone Number:

Have you already received these health services? Yes No

If yes, when were the services received? (Month / Day / Year)

What was the Claim Number?

Please state the reason you believe the decision was not correct:

20230824B0A J6A1
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Urgent Care Claims
If your health may be in serious jeopardy or, in your doctor’s opinion you may have pain that cannot be controlled while you
wait for the external review decision, you may ask for an expedited review by having your health care provider call us at
800-538-8833 or fax your request to 972-907-1868.
Rescission of Coverage Claims
A rescission is the retroactive cancellation of your coverage.

Is this request for external review of a rescission? _____ Yes No

We will notify you within 5 days of receiving your request, whether your request is eligible for external review or whether
additional information is needed to make that determination.

If your request is eligible for external review, an Independent Review Organization will be randomly assigned. You will receive
notice from the assigned IRO that will include information on where to send any additional documents. You will have 10
business days to submit additional documents to the IRO.

We will provide to the IRO, within 5 business days, all documents that were considered in our review.

The IRO will complete an expedited review within 72 hours after assignment and will complete a standard external review
within 45 days after assignment. You will receive written notice of the decision from the IRO.

The decision is binding except to the extent there are other remedies available under applicable law. If the RO overturns our
degision, we will provide coverage and or payment for the claim subject to any member share for deductible, co -insurance
and co-payments.

Please sign and date the form:

Signature: Date:

Printed Name:

| am the: Covered Parent or : Authorized Provider of
Person Legal Guardian Representative Record

Authorized representative: You can represent yourself, or you may ask another person, to act as your authorized
representative. You may revoke this authorization at any time.

l, hereby authorize

to pursue my external review appeal on my behalf.
' Date:

Signature of Covered Person or Legal Representative

NOTE: The covered person must sign this form, unless they have a legal guardian, personal representative,
are incapacitated, or have otherwise delegated authority to complete this form.

Please send any additional clinical information to support your request for external review along with this form to:

BCBSIL - External review request or Fax: 972-907-1868
PO Box 2401
Chicago, IL 60690

IL-IRO-20180417



BlueCross BlueShield of Illinois

" PO Box 805107

Chicago, IL 60680-0657 August 23, 2023

KEKKKKKKK KKK KKKKKKKKKMIXED AADC 900 This letter is a courtesy copy for your records.
244l 2 MB 0.5kl 33 @ Have questions about this letter?
JAIME SCHWARTZ Contact us at the number on your Member ID card.

240 S LA CIENEGA BL #200
BEVERLY HILLS CA 90211-3340

KEMBERLI ANDERSON, AN IMPORTANT UPDATE ON THIS REQUEST
THIS REQUEST WAS NOT APPROVED

Health information sent by your provider for the requested care was reviewed by a Medical Director who specializes in Emergency
Medicine (EM). The services requested have not been approved.

Non-Approved Service Procedure | Request ID U23233ABUB
15832 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); thigh
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
15833 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); leg
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
15836 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); arm
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
15839 / Excision, excessive skin and subcutaneous tissue (includes lipectomy); other area
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 1
15877 / Suction assisted lipectomy; trunk
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 D
15878 / Suction assisted lipectomy; upper extremity
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 2
16879 / Suction assisted lipectomy; lower extremity
Effective Date Expiration Date Days/Units Not Certified
08/18/2023 02/18/2024 4

Onset of Service / 1 08/18/2023

Admission Date

Subscriber ID 832780402 Treatment Setting Predetermination Outpatient

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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Member Kemberli Anderson Physician JAIME SCHWARTZ
Date of Birth 10/19/1965 Facility/Provider TLC SURGICAL CENTER
Admission Date 08/18/2023

i

®
i

WHY THIS REQUEST WAS NOT APPROVED

Does Not Meet Medical Policy Criteria
From the Medical Director:

We have received and reviewed records on your lipedema (painful fat deposits).

Your request for suction-assisted lipectomy (liposuction; using a device to suck out the fat) is denied as not medically
necessary. Your doctor did not 1) send us photographs of your lipedema, AND 2) tell us that you will use compression
garments after treatment. Without this information, we cannot approve your request. We based this decision on Blue
Cross Blue Shield lllinois Medical Policies: Surgery for Lipedema and Lymphedema (SUR701.024).

Your request for excessive skin and subcutaneous excision (surgery to remove extra flesh/fat) is denied as not medically
necessary. Based on Blue Cross Blue Shield lllinois Medical Policies: Surgery for Lipedema and Lymphedema
(SUR701.024), these are not procedures that can be approved for the treatment of lipedema. Therefore, we cannot
approve your request.

In addition, your doctor has requested some procedure codes that are not specific about the area being treated AND all of
your submitted doctor's notes are from 2020. Updated notes including the areas to be treated with the non-specific
procedure codes are needed to know if these treatments are right for you. We based this decision on Blue Cross Blue
Shield lllinois Medical Policies: Surgery for Lipedema and Lymphedema (SUR701.024) and your Blue Cross Blue Shield
linois Certificate of Coverage/Healthcare Benefit Booklet.

To schedule a peer-to-peer review prior to an appeal submission, please call 800-981-0591.

To file a formal appeal, please call 800-538-8833 or fax your appeal request to 888-235-2936. Please call 800-828-3116
for any information regarding appeal status and/or updates.

You can get copies of the rules, codes, and guidelines we used in making this decision free of charge by calling
800-538-8833.

Note for Provider: Service codes that do not require medical review are processed as approvals unless these services
(codes) are ancillary to a primary service which has been denied or lacks contractual benefit.

QUESTIONS? WE'RE HERE FOR YOU

For more information about your benefits, log in to your Blue Access for MembersS™ (BAMSM) account at bebsil.com.

Your doctor may call our Health Care Management department at 800-981-2795 to talk about your case with one of our
physician reviewers.

HOW TO APPEAL THE DECISION

You or someone you name to act for you, such as an attorney or your doctor, can appeal this decision.

Three things to note:
e You have 180 days from receipt of this letter to file an appeal.

e If your health situation requires an urgent response, call 800-538-8833 to ask us to review your appeal right away.
e To learn more about our appeals process, see the Important Information enclosed.

Coverage, benefit and payment decisions are not treatment decisions. The decision to move forward with the proposed
service/procedure remains between you and your doctor.

As always, feel free to contact us with any questions.



Sincerely,

Health Care Management Department
Blue Cross and Blue Shield of lllinois

A copy of this letter has been sent to:

Kemberli Anderson

4445 Cartwright Ave Unit
108

Toluca Lake, CA 91602-2332

ENCLOSURES

v Important Information - Appeal Information and Procedures
v’ Appeal Request Form

v’ External Review Information

TLC SURGICAL CENTER
240 S La Cienega Bl #210
Beverly Hills, CA 90211

20230824B0A J6A1
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@ @ BlueCross BlueShield of Hlinois

IMPORTANT INFORMATION (Retain for your records)

If we have denied your claim for benefits, in whole or in part, for a treatment or service, rescinded (see your Benefit Booklet
for details) your coverage, or denied or limited your eligibility, this document serves as part of your notice of the denial
decision.

Your Right to Appeal

You may appeal if you think you have been denied benefits in error. For all levels of appeals and reviews described
below, you may give a written explanation of why you think we should change our decision and you may give any
documents you want to add to make your point. For appeals, you may also make a verbal statement about your case.
Send a written appeal requestto:  Blue Cross and Blue Shield of lllinois

Claim Review Section

PO Box 2401

Chicago, IL 60690

To file an appeal or if you have questions, please call 800-458-6024 (TTY/TDD: 71 12, send a fax to 888-235-2936, or send
a secure email using our Message Center by logging into Blue Access for Members®™ (BAMSM) at bebsil.com

Authorized Representative

You can name a person to act for you (including an attorney) on your appeal or external review — known as an “authorized
representative.” To use an authorized representative, you must first complete the necessary form. Call us at the number
above to request the form, or to get more information if the person this document was sent to cannot act on his or her own.
In urgent care situations, a doctor may act as your authorized representative without completing the form.

Standard Appeal

You, or an authorized representative (see above process for choosing someone to act for you), may appeal in writing or by
phone. TI? send an appeal in writing use the contact information above and include any added information you want to give
us as well as:

o A copy of the decision letter or Explanation of Benefits (EOB)
¢ The reference number or claim number (often found on the decision letter or EOB)

You can get copies free of charge of your relevant claim documents, including the rules, codes and guidelines we used in
making a decision. To request the copies, use the contact information above. Unless your plan says otherwise, you have
180 calendar days from the date you received our initial decision to file your appeal.

. We will send you a written decision for appeals that need medical review within 30 calendar days
What happens next? | after we receive your appeal request, or if you are appealing before getting a service. All other
appeals will be answered within 60 calendar days.

Expedited (Urgent) Appeal

You, your authorized representative, or your doctor, can ask for an expedited appeal if you or your doctor believe that your
life or health could be threatened by waiting for a standard appeal. To do so, you, your doctor, or your authorized
representative, should call us at 800-458-6024 (TTY/TDD: 711) or fax your request to 918-551-2011. You have 180
calendar days to file your expedited appeal request. You may also ask for an Expedited External (Outside) Review, as
described below, at the same time by calling 800-458-6024.

If you qualify for this type of appeal, we will give you a decision by phone within 72 hours after we
receive your appeal request.

What happens next?

IL02.G.UGF.F_220629 bebsil.com Page 5
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@ @ BlueCross BlueShield of Illinois

o Your Right to a Standard External (Outside) Review

Y&u may ask for an external review with an Independent Review Organization (IRO) if your appeal was denied based on
any of the reasons below. You may also ask for external review if we failed to give you a timely decision as stated in the
Standard Appeal section above, and your claim was denied for one of these reasons:

o A decision about the medical need for or the experimental status of a recommended treatment
¢ A condition was considered pre-existing
o Your health care coverage was rescinded (see your Benefit Booklet for details)

If your case qualifies for external review, an IRO will review your case (including any data you'd like to add), at no cost to

you, and make a final decision. To ask for an external review, you'll need to complete the necessary form and submit it to
BCBSIL. You may get a form by calling the number on your ID card. Unless your plan says otherwise, you have 4 months
from the date you received the decision notice to file your external review request.

If you qualify for an External Review, an IRO will review your case and mail you its decision
What happens next? | ithin 45 calendar days. That decision is final and binding on BCBSIL and you.

‘Expedited (Urgent) External Review

You can ask for this type of review if:

o failure to get treatment in the time needed to complete an Expedited Appeal or an External Review would
seriously harm your life, health or ability to regain maximum function;

o the requestis about an admission, availability of care, continued stay or health care service that you received with
emergency services, before your discharge from a facility;

¢ the request for treatment is experimental or investigational and your health care provider states in writing that the
treatment would be much less effective if not promptly started; or,

o we failed to give you a decision within 72 hours of your request for an expedited appeal

The IRO that does the expedited external review will decide if the covered person needs to complete the expedited
(urgent) appeal process before the Expedited (Urgent) External Review can be started. If you think your case may qualify
for an Expedited External Review, call 800-458-6024.

What happens next? | If you qualify for this type of review, the IRO will give you a decision within 72 hours.

Notice about Provider Appeals
If you used an in-network provider, your provider may be able to file an appeal request for benefits you've been denied.
You and your provider may file appeals separately and at the same time. Deadlines for filing appeals or external review
requests are not delayed by appeals made by your provider UNLESS you have chosen your provider to act for you as
your authorized representative. Choosing your provider to act for you must be done in writing. If your provider is acting on
your behalf, then the provider must meet the deadlines you would have to meet to file such requests.

Additional Rights

If you receive your benefits through an employer, you may also have the right to bring an action under Section 502(a) of a
law called ERISA. To learn more, call the Employee Benefits Security Administration at 866-444-EBSA (3272).

IL02.G.UGF.F_220629 bcbsil.com Page 6



@ @ BlueCross BlueShield of Ilinois

Department of Insurance

review request does not qualify for review by your plan or its representatives, you may file an appeal with the IDOI at the
Springfield address below. Also, if you have questions about your rights, wish to file a complaint or wish to take up your
matter with the IDOI, you may use either address below.

IDOI IDOI, Office of Consumer Health Insurance
320 W. Washington St. 122 S. Michigan Ave .,19" Floor
Springfield, lllinois 62767-0001 Chicago, lllinois 60603

Review Request. 877-850-4740 Complaints: 877-527-9431

Fax; 217-577-8495 Email: DOL.InfoDesk@illinois.gov

IDOI Web: https://me.insurance.illinois.gov

The lliinois Department of Insurance (IDOI) offers consumer assistance. If your standard or expedited (urgent) external

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a
grievance.

- Office of Civil Rights Coordinator - Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms:  hitp://iwww.hhs.gov/ocr/officeffile/index.html
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@ BlueCross BlueShield of Tllinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacion en su idioma sin costo alguro. Para hablar con un intérprete, llame al 855-710-6984.

Bl | 099 O iy By gl i sladll s Balasal) o Jgemall 3 Gall ol el oxelas pasd a5 b S
Arabic .855-710-6984 o3l e Jadl ¢5 598 p e ae iaadll A3 40
HEERS | MRE, SIEE BB R, HIL AR, SHEH & RGN BEBESNMME.
Chinese | /ARO—UEBEA, FHIRESE SR1G 855-710-6984.

Frangais Si vous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de
French I'side et I'information dans votre langue & aucun codt. Pour parler & un interpréte, appelez 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und
German Informationen in hrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an. )
Al Mol AUl o HEE 53 WL BlA Al 5l ol callsAal vlY ol AH, s12A5H
°l§°§;{iﬂ out%\ usl g\le{, Al dda (%cu W2, ARl oUNLHL HEE ol Hl@ih Ancclell &55 B.
) gel™aL A& clict sRcl Hie L olodR 855-710-6984 UR Sl 3.
gie& AT, AT 1T TSIHhT TETAAT FIIE & 38D, T 8§, aF TR 31T o197 o fo: 96
Eﬂi ﬁtmﬁmmwma‘lWwﬂmm$m85ﬁ1o-6984
TR HIAF |
Italiano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua
Italian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.
81320 QHoF A8l £= S 5= ME0| 220 UCHH Adls 222 JHB SSU HEE
Korean OIS HUHE & E = U= A2l USLICH SHAIF B QA H 865-710-6984 2
& SIoHA Al 2.
Diné T’44 ni, éi doodago fa’da bika ananilwo’igii, na’iditkidgo, ts’id4 bee n4 ah66ti’i’ t°44 niik’e
Navaio nikd a’doolwol d66 bina’iditkidigii bee nit h odoonih. Ata’dahalne’igii bich’j’ hodiilnih kwe’é
J 855-710-6984.

b OB Db 4rcagd L) 448 3l 1) (b Ga ey 8 s i 0 SaS 5l 4y LaliaS S L el S
Persian A0 el 3 B55-710-6084 5k oAlit o sia 0t Uy K g e il o e ST 58
Polski Jesli Ty lub osoba, ktérej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania
Polish bezptatnej informacji i pomocy we wiasnym jezyku. Aby porozmawia¢ z tumaczem, zadzwon pod

numer 855-710-6984.

- Ecnu y Bac unu yenosexa, KOTOPOMY Bbl NOMOraeTe, BOHUKNYM BONPOChI, y Bac €CTb NpaBo Ha 6ecnnatHyio
Rygsian NOMOLLL ¥ WHEPOPMALKIO, NPEACCTABIEHHYIO Ha BalLEM A3bike. UTOOLI CBA3ATLCA C NEPEBOAYNKOM,

u NO3BOHMTE NO TenechoHy 855-710-6984.
Taaalo Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tagalog tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,

9309 | tymawag sa 855-710-6984.

S| e e L) i Sl o5 1 P g S san oS el (S g S0l WS LSl S

Urdu S 0 By 855-7?5'-6984 (e S S8l uaaie. 38 S daals claglra gl 22
Tieng Viét | Néu quy vi, hodc nguoi ma quy vi gilip 4@, c6 cau hdi, thi quy vi cd quyén dwoc gidp d& va nhén théng tin
Vietnamese | béng ngén ngir ciia minh mi&n phi. Dé ndi chuyén véi mét thong dich vién, goi 855-710-6984.
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1518 §) BlueCross Blueshield of Ilinois
INTERNAL APPEAL REQUEST FORM

Patient Information

Patient Name:

Member |dentification Number:

Group Name and Number:

Case Information

Date(s) of Service (Service from Date and Service fo Date): -

Place of Service (Facility Name):

Request ID (if applicable):

Date Service/Procedure(s) non-allowed (Service Actual End Date):

Physician/Facility/Provider Information

Physician Name (Attending Provider Full Name):

Facility or Provider Name:

Env[2.441] 506

Appellant Information

Name of person submitting appeal:

73 20230824B0A JBA1

Phone Number: . _ Today's Date:

11117697

Relationship to Patient:

Reason for Request:

20230824 002423 ..n%

An appeal may be submitted in writing, online or by phone. The return of this form is not required to request an appeal.
o Torequest an appeal by phone, call the toll-free phone number below
e To send a secure email using our Message Center, log into Blue Access for Members™ (BAMSM) at bebsil.com
o Torequest an appeal in writing, attach additional information, Explanation of Benefits, Notification Letter and/or
medical records for the dates of service being appealed and submit this form to:

Appeal Coordinator
Blue Cross and Blue Shield of lllinois

PO Box 2401
Chicago, IL 60630 Phone: 800-538-8833 (TTY/TDD: 711)

Fax;.  888-235-2936

hcbsil.com



@ @ BlueCross BlueShield of Ilinois

EXTERNAL REVIEW REQUEST

You may request external review, at no cost to you, for the following:

a. An adverse determination or denial that involves medical judgment including a decision that the requested health
care services are experimental or investigational;

b. A determination on whether you are entitled to reasonable alternative standard for a reward under a
wellness program;

c. A determination on whether your Plan is complying with the non-quantitative treatment limitations that require
parity in the application of medical management techniques; and

d. Rescission of your coverage

Standard
. You can call 800-538-8833 to request an expedited external review at the same
Expedited time you request an expedited internal review.
Today'’s Date:
Subscriber’s Information Patient’s Information
Name: Name:
iD: T § ID: - - -
Address: Address:
Phone Number: Phone Number:
Have you already received these health services? Yes No

If yes, when were the services received? (Month / Day / Year)

What was the Claim Number?

Please state the reason you believe the decision was not correct:

20230824B0A J6A1
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Urgent Care Claims

If your health may be in serious jeopardy or, in your doctor’s opinion you may have pain that cannot be controlled while you
wait for the external review decision, you may ask for an expedited review by having your health care provider call us at
800-538-8833 or fax your request to 972-907-1868.

Rescission of Coverage Claims
A rescission is the retroactive cancellation of your coverage.

Yes No

Is this request for external review of a rescission?

We will notify you within 5 days of receiving your request, whether your request is eligible for external review or whether
additional information is needed to make that determination.

If your request is eligible for external review, an Independent Review Organization will be randomly assigned. You will receive
notice from the assigned IRO that will include information on where to send any additional documents. You will have 10
business days to submit additional documents to the IRO.

We will provide to the IRO, within 5 business days, all documents that were considered in our review.

The IRO will complete an expedited review within 72 hours after assignment and will complete a standard external review
within 45 days after assignment. You will receive written notice of the decision from the IRO.

The decision is binding except to the extent there are other remedies available under applicable law. If the IRO overturns our
decision, we will provide coverage and or payment for the claim subject to any member share for deductible, co -insurance
and co-payments.

Please sign and date the form:

Signature: Date:

Printed Name:

| am the: Covered Parent or Authorized Provider of
Person Legal Guardian Representative Record

Authorized representative: You can represent yourself, or you may ask another person, to act as your authorized
representative. You may revoke this authorization at any time.

l, hereby authorize

to pursue my external review appeal on my behalf.
Date:

Signature of Covered Person or Legal Representative

NOTE: The covered person must sign this form, unless they have a legal guardian, personal representative,
are incapacitated, or have otherwise delegated authority to complete this form. .

Please send any additional clinical information to support your request for external review along with this form to:

BCBSIL - External review request or Fax: 972-907-1868
PO Box 2401
Chicago, IL 60690

IL-IRO-20180417



