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TO: TOTAL LIPEDEMA CARE

Tawves 210 747 HANR

FROM

BCES TX
Fax:

Phone:

Notes: Request ID: U23278CYYG
Tr- TOTAT, T.TPRNEMA CARF
From: UM NOTIFICATION TEAM
Fax #:866-5890-8252

oo Folleowing page (9)- regarding Notificatien of PM Exempt —Gtatusy

The information contained in this communication is confidential, private,

preprictaimyer stheirwise privileged amd is-irtcndad orly farthew

o
40l
qQ

addressee. Unauthorized use, disclosure, distribution or copying is strictly

prohibited and mav be unlawful, If vou have received this communication in
error, please notify the sender immediately at (312)653-6000 in lllinois;

(800)447-7828 in Montana; (800)835-8699 in New Mexico; {318}56C-3500 im Cklakoring;
or (972)766-6900 in Texas.
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%\\\ Havo quostions about thie lattor?
\ oF  Call 3 Personsl Health Guide at 1-866-355-5899.
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\ WY YOUR REGUEST WAS NOT AFFROGVED

m
\\é\\\ \\\\?\%\\ Not a Covered Benefit

'\'h

///

Frw o Uhe Mynligal Boreeteorc---

We received a request for in-network level of payment to a provider who is out of our network. After review, in-network level of
coverage is denied for this cut of ne‘:.-.'em prevdﬂoeaaee thisis exeluded by ye- ir-bonofit contract. We .ha"o providors whe
manage your condition in yoi : i
adequate, and the requested coverage can only be provuded at out-of-network rates This decnsnon is based on "Schedule of
Coverage" section found in the Benefits Booklet for TRS-ActiveCare HD and TRS-ActiveCare 2, effective September 1, 2023
August 31, 2024.

You can gel copies of the rules, codes, and gunuehnes we used in making Lhis decision lree of charge by valiing a Persomal - - -

I lvath Suhdu wl 1-0088-085-888— - - — -

Note for Provider: Service codes that do not require medical review are processed as approvals unless these services (codes)

arg anciliary to a primary service whichhas beendenied ur facks vontractoat-benefit

Blue Cross and Blue Ehicld of Texas, a Division of Health Care Eervise Corporation, 2 Mutual Legal Reacrve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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Your dootor may oall sur Hzalth Care Monogoment departmont ot 1 868 386 E000 to fallc abeut your sass with sns of sur

physician reviewers.

Three things to note:

You have 180 days from receipt of this letter to file an appeal.

review your appeal right away.

You, yourduciur ur surmeune aciing un your beiiil Gan appeai inis decision,

s Tnlram mare ahnnt anr appeaals pracess. see the Impnrtant Infarmation aneinserd

Goouni ai

Coverage, benefit and payment decisions are not freatment decisions. The decision to move forward with the proposed

service/procedure remains between vou and vour doctor,
As always, feel free to call a Personal Health Guide at 1-866-355-5899.

Sincerely,

Blus Cross and Blua Shiald of Taxae
Health Caara Managament Nepartmant

A copy of this letter has been sent to:
TOTAL LIPEDEMA CARE

240G La-CisnegaDivd Gts 200 -
Beverly Hills, CA 90211

TOTAL LIPEDEMA CARE
240G La Cienega Divd Ots 20
Beverly Hills, CA 90211
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BiocCross MucShicid uf Teaas

IMPORTANT INFORMATION {Retain for your records)

If we have denied your claim for bengfits, in.whole or.in part, for a reatment or senvice, rescinded (g6 your Benafit Rooldat
fdor details) your coverage, or denied or limited your eligibility, this document serves as part of your notice of the denial
acision.

You may appeal lfyou Ihlnk you have been denled beneﬁts in amor For aII lavals nf appeals and raviews describad
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 maka your point. For appaals, you may also make-a vsibal sialsineint about your cass.
You will be nofified if your plan requires any additional levels of appeal. You may also refer to your Benefit Booklet for
more information on appeals.

Sond a written appeal requestto:  Appsal Coordinator
Blue Cross and Blue Shield of Texas
PO Box 660044
Dallas, TX 75266-0044

To file an appeal_gr_;f_ygu_have nlla:\hnnn nlnqon call 200-£21-2227 !'l—I'V!Tnn 711\ cond afax tn 888 230 'JO'JR or
send a secure email using our Message Center by logging into Blue Access for Members™ (BAMEY) at bebstx.com.

Authorized Representative

You canname a person to act for you (including an attomey) on your appeal or external re\riew known asan
authuuzed IGPIGSG“WLIW IU 3G an dquUI ILGU IGPIUQUIII.GLIVG, yvu IIIUOI. Illal. WIIIPIUI.U l.IIG ||=waaaly IUIIII WII ud dl.
the number above lo reques! the form, or to gel more information if the person this document was sent lo cannol act on
his or her own. In urgent care situations, a doctor may act as your autharized representative without comnleting the fom.

Standard Appeal

Yau, or an authorized repesentative (see ahove process for choosing someaone to act for you), may appeal in wrifing or by
chone. Te send an appeal in writing use the contact information above and include any added information vou want to
give us as well as:

s A copy 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 ruies, coges and guidelings we used In
makling a declslon. To request the coples, use the contact Informatlon above. Unless your plan says otherwlse, you have
180 calendar days from the date you received our inifial decision te file your initial anngal,

We will send you a wiitten decision for appeals that need medical review within 30 calendar
What happens next? days aflerweTereive your appeal Tequest, if youare appealing before geiiing @ service. All
omer appeals will be answered within 60 calendar days.

Expoditod (Urgont) Appoal

You, your authorized representative, or your doctor, can ask for an expedited appeal if you or your doctor believe that

R -yowk"' cr-hocith-ceuld-be threatonod by waiting for & gtondard appoal. To do sorysy, yourdssier, erycur authorizoo -

representative, should call us at 800- 521-2227 (TTY/TDD: 711) or fax vour request to 918-551-2011. You have 180

Iendt?r ddgevF fofi I oure dlte an reeuol.be_gE ngav also ask for an Expedited Extemal (Quiside) Review. as
ow

escribe esam ime yca ing

If you qualify for this typc of appcal, we will give you a deoision by phone within 72 hours after

What happens next? :
we receive your appeal request.

TX01.G.UGF.F_230425 bcbstx.com Page 3
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BluaeCross BlueShield of Texas

Your Right to an External (Outside) Review

You iy ask fur an exlenal ieview willi an hidepeidenl Review Oiganizalion (IRO) il yow appeal was denied based un
any nf the teasnns halow_Yni1 may alsn ask for axtarnal aview if wafailad tn giva vnin a timaly darisinn as etatad in tha
Standard Appeal section above, and your claim was denied for one of these reasons:

« A decision about the medical need for or the experimental or investigational status of a recommended treatment
» A condition was considered pre-existing

° _anlr hnnli‘h paro r\mmmgn wag mer\indnrl lenn ynllr F!nnnﬁi' F!nnl(lnl' 'Fnr rlni'aile\ or

* Your claim was deried and involves servises protected,-or you belisve-fo bo protocted,under the Ne-Surpriccs
Act

If vour case qualifies for e)demalrew% . an IRO will review vour case (including anv data vou'd like to add). at no cost to
you, and make a final decision. 10 ask for an extemal review, you'll need 10 complete the necessary form and submit it to

BCBSTX. \Cou may-get a form by calling the number on your 1D card. Unlese-yourplansaye othenvies, you hove 4 months
from the date you received the decision notice to file your extemal review request.

If you quaiify for amDxiernalH-Reviev, an 1RO will review your case and mailyou its decision—
What happens next? | within 45 calendar days. That decision is final and binding on BCBSTX and you, unless there

ars viieT Slateur fedei al tlytisavatidioie:

Expedited (Urgent) External Review

You can ask for this type of review ift

o failure o get reatment in the time needed to complete an Expedited Appeal or an Extemal Review would
seriously harm vour lifa, health or ahilihl tn rnnain maximum function:

» therequest is about an admission, availability of care, continued stay or haalth care sarvice that you raceived with
emergency services, before your dlscharge froma facmty

» the request for treatment is oxperimental 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 fo give youl a decision wimin 77 nours of Yallr TEUIRST T0r an @XPearan appaal
The IRQ1 that does the axpedited axtemal raview will dacide if the coverad parson neads tn complete the axpedited
(urgent) appeal process before the Expedlted (Urgent) External Review can be started. If you think your case may qualify

1 ail I:AIJGUII.UU I:AI.GIIIOI F\UVIUW WII UUU'\)L I'LLL!

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

E E E E E E E E E E E E E E IIIIIIIIIIIIIIIIII Additianal Rights IIIIIIIIIIIIIIIIIIII E E E E E E E E E E E E E .

You may also have the nght to bnng an actlon under Section 502(a) of a Iaw uIIed ERISA To Ieam more about your

ngnts, MiS NOUCE, Or TOr assIstance call ne tmpioyee senents Setumy AUMAISTaton atl so0444-EB3A (IZ7Z).

TAO1.O.UAF.F 250423 Lebata.wuin Pogo4
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BlueCross BlueShield of Texas

Health care coverage is important for everyone.
Weprovide frae communication aids and servicss for-anyone with a disability of who needs languags
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 earvics, or think we have diecriminated in another way, contact ue to file a

grievance.
Offies-of Civil Rights Csordinator Phono: 8EE £24 7270 (veieomail) -
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file acivil rights complaint-with theU.3. Separunent ol Reaith aid RuniamSer vives, Offive forCivil Rights,at—

U.S. Dept. of Health & Human Services Phone: 800-368-1019

200 Independence Avenug SW TTY/TDD: 800-337-7097

Room 509F, HHH Building 1019 Complaint Portal:  https://ocrportal.hhs.govioct/portal/lobby.jsf
——Waghkingten DC 20001 . .o o Complaint Lenwo: - - Ritpy/vanehbe.gevieenleffice filafimday hinel

TX01.G.UGF.F_230425 bcbhstx.com rage o
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weCross BlueShield of Texas

If yaus, ar someone you are helping, have questions, you have the right to.gef halp and infnrmatino
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espaficl——. Si ustad o-alguien-a guien usted ectiayudando tiens praguntac, tiene derecheo 2 obtenar ayuda e
Spanish informacion en su idicine sin costo alguno. Mara-hablar con-unintérprete, lame-al 855-#15-6984.

a‘:l.'ljﬁ_h 333 L}n \ﬁjﬁi} 3_1_})‘)._'.:.]\ I'_\LA)LI.A.“} ‘D_‘LL«...AM \5.[&» 'Jj...aa.“ \:A. é;.h ti‘.]_‘.}é S‘i_tl..._l sae bl ui.ai.li __;_‘J _3‘ tik.\i‘l CJ'S L_]i
Arabic 855-710-6984 51 to Joail c(g )38 an sio pe Sianill AUy
by  oRE LEEERNES HLERE B8 #@Jﬁzﬁuuﬁﬂﬂn EEEHPMARE.
Ciflnese JER—IERRE B, SRS ST 5957 10-09040 - e
Frangaig Si vous, ou quelgu'un que vous étas en train d’aider, avez des qusestions, vous avez le droit d'obtenir de
French I'aide et linformation dans votre langue a aucun colt. Pour parler & un interpréte, appelez 855-710-6964.
Deutsch | FAlIS DI caer jemand, Dem Sie nenen, rrag'en‘nanén riangén Sl das Kecn, KUSIemoSe Hime und |
e Informationen in |hrEf Spraﬂhe ZU erhaitan. Um mit cinem Soimetscher zu aplcuncn fufen Oie hitle dis

erman Murnmer 055 740 8004 an.
aorzt el %l Hol 2Ll dJJL HeE gl 2all slal Adl 18 ol callsda Wy ol .M. 52sH
Giu'uéréti ©oollel YA L el (det Hif, AEL el 1o e R ol Aetcktl 655 B,
) gauMal A Ald s 112 2 =0l2 8567106081 U2 SlH 3L
&4 T HTT mmﬁmﬁmwﬁr?m Q9T & A AT 39T TS # Tal
Nt HETIAT 3R SRR U1 el i HTURR ¢ | el HeTdleh & STl el a:ﬁtr855°7106984
AT B |.
Itallanc Sew O gualcuno ¢TIESTE aii@andy aveté apmanae; nal if ging 01 Ienere gl  INgrmazign nend wa
ITaian IINQUA gratuitamente. Fer panare con un INerprete, pucl cniamare Il NUMere sba-1 1U-0yu4.
ob = DrOt JAk b= Arb il 5= Aa0 =201 O'I'FQI ?Iﬂ§ == JH EF W HES
%gah ot 2] IR BH2 = Ql= 2| JF ASLILEL SSAL & Q5HAlH 855-710-6984 =
Hatola Al 2.
D ..................... Faan1aducuae—1wél~1& ......................... - “d”huf&ahwmud o s o
N?\;iq nikd a’doolwot ddo bina’iditkidigi bee nit h odoonih, Ata’dahalne’ igii bich’y’ hodiilnih kwe'é
- —eeC w2004,

g OB Dsl e A A a et o Ga el il e adS s SlS aladal LKL ded 8
Persian b Jobe LS 856-710-8084 5 Lt L oAl o T Kol Ul e apld il s il DAY, S8
Polski Jesli Ty lub osoba, ktorej pomagasz, macie jakiekolwigk pytania, macie prawo do uzyskania
Polish bezptatnejinformagji | pomocy we wiasnym jezyku. Aby porozmawia¢ z tumaczem, zadzwormpod ~

numer 855-710-6984.
p ‘CEW_EWWY‘BBC‘WWHCWDPUMy Bbi IOMOTAETE, BOIHNITH BONPOGH, ¥ BAC &CTh NPaBO Ha DECNNaTHYI
R{lssidll NOMOLLL M MHBOPMAELKIO, NPEAOCTABNEHHYH) HA BALLEM A3blKe. YTOOb! CBASATECA C NEPEBOAYHKOM,

no3soHuTe No TenedoHy 855-710-6884.
Taaalo Kung ikaw, 0 ang isang lavng iyong linululungan ay may rmyga lanony, may karapalan kang makakuha ng
'I'agalug tulnng at imparmasynn sa iynng wika nang walang hayad | Ipang makipAg-1sap sa isAang tagasalin-wika,

999U | tumawag sa 855-710-6984.
_g..‘!_,ﬂ x.:.ﬁ.ﬁ:a..md;]_u‘&i_\‘sqg l ._\qs. r_ﬂﬁﬂ!%sa&nu1,5mqsﬁ)3,¢,l[ﬁusu gS»_.ﬂ 1S]
Urdu u—’_)SJ‘S_PBSSTIOG CJ SRl e 8 8 58 s aglea Y S0
Tiéng Vil Neu quy MlUdL thHUI e gjw vi giip diy, oo céorhorth nﬂ}CWCWL{U}‘Deu e g drva e bongdin -
Vietnamese | bang ngén ngir ctia minh mién phi. D& ndi chuyén voi mét théng dich vién, goi 855 710 5984
TX01.G.UGF.F_230425 bchstx.com Page 6



EFaox Sovwvory 2 14/20/202%2 10,0021 AM ODT DACE 2./0040 EFax Soyruvor

{Y BlueCross BlueShield of Texas

INTFRNAI APPFAI RFQIIFST FNORM

Patient information

Fatient Name:
Member |dentification Number:
Orege Mameand Humoer

Case Information

Date{s} of Service (Service from Date and Service fg Date): -
Flace of Service {Facility Name):
Remusst 1D {if applicable):
Q~te SeodceiProcedireis) ann-allawed {(Senire Achial End Date):

Physician/Facility/Provider Information

Physician Name {Afiending Provider Full Mame)-

Faciity or Provider Name:

Appellant Information
[NEme gl pRisGIT SUmiirg appeat:
Fhone Number: Todav's Date:
Relgtionship to Patient”
Reason for Request:

An appeal may be submitted in writing, online or by phone. The retum of this form ie not requirad to raquest an appeal.
» To request an appeal by phone, call the toll-free phone number below
= To send a securs email using our Message Center, log into Blue Access for MembersS™ (BAMSM) at bebstx.com
o To request an appeal in writing, attach additional information, Explanation of Benefits, Nofification Letter andfor
medical records for the dates of service being appeeled and submit this form fo:

Appoal Suuidinalur
Blue Cross and Blue Shield of Texas

PO Box 660044 Phone: 888-697-0683 (TTY/TDD: 711)
Nallas. TX 752AR-NN44 FEX. | OOD-Z3D-2YaD '

bcbstx.com
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BlueCross BlueShield of Texas

EXTERNAL REVIEW REQUEST

You may requeet extemal reviow, at ne oget to yeou, for tho follewing:

a. An adverse determination or denial that involves medical judgment including a decision that the requested health care
servives arg gapoiinonlal vl nvesliyalivial,

b. Adetermination on whether you are entitled to reasonable altemative standard for a reward under a wellness
program;

¢—A detenvinationr on wiether your Piairis complying with the non-qguaniitaiive treatient imilationstiat iequie
parity in the application of medical management techniques; and

d. Rescission of vour coveraas

Standard
Expedited You can call 888-697-0683 to request an expedited external review at the same time
Expediied __1 voui renest an a¥nedited internal raview

Today’s Date: (Month / Day / Year)

Subscriber’s Information Patient’s Information
Name: Name:
ID: ID:
Ardress- Aririrags:
Phone Number: Phone Number:
Have you already received these health services? Yes No

If yas, when were the sarvines renrivad?  (Month/ Nay / Year)
What was the Claim Number?
Please slatetheTeasumyou believe the detlslun was nulcorresl.

TXIRO-FED_20180417



