Everett Fire Pension Board Meeting Agenda

May 20, 2026, 9:30 a.m. via Microsoft Teams

1.) Approval of minutes for April 15, 2026

2.) Bills and Pension Rolls:

PENSION ROLL

Budgeted Amount $704,000.00
March 2026 $52,239.18
Remaining budget $544,482.92 77.34%

MEDICAL CLAIMS

Budgeted amount $2,240,000.00
March 2026 $83,757.82
March 2026 HMA fees $14,006.79
Remaining budget $1,839,765.57 82.13%

3.) Action Items:

Member # 101 Request for reimbursement of $348.27 for Eliquis for AFib while out of
the country (HMA only covered 60% since foreign claim).

Member #35 Request for reimbursement of $13,123.37 for three-night stay in hospital
while out of the country for diverticulitis.


https://teams.microsoft.com/l/meetup-join/19%3ameeting_MzliMjUwNmUtYzhiNC00MzI4LWE2NDYtY2Q0ZDMzY2RhNTUw%40thread.v2/0?context=%7b%22Tid%22%3a%227ac422a9-fc2d-41b8-9bff-064aaf2eb0c4%22%2c%22Oid%22%3a%228dd0c052-96ae-4eb9-82af-af8e2665f0d0%22%7d

Fire Pension Board Minutes D RA FT

City Of Everett
April 15, 2026

The regular meeting of the Fire Pension Board was called to order at 9:30 a.m. on April 15, 2026.
Board Members Schwab, Vitalich, Jorve, Neyens, and alternate Oas were present. Board Member
Franklin was excused. Ana Mechler, Human Resources; David Hall, Board Attorney; and Rick Gray,
Finance were also present.

APPROVAL OF MINUTES

The minutes of the meeting of March 18, 2025, were approved.

BILLS AND PENSION ROLLS

PENSION ROLL

Budgeted Amount $704,000.00
February 2026 $53,789.23
Remaining budget $596,722.10 84.76%

MEDICAL CLAIMS

Budgeted amount $2,240,000.00
February 2026 $96,171.05
February 2026 HMA fees $14,006.79
Remaining budget $1,937,530.18 86.50%

Moved by Vitalich, seconded by Neyens, to approve the pension rolls as presented.

Roll was called with all members voting yes, except Board Member Franklin who was excused.
Motion carried.

Moved by Vitalich, seconded by Neyens, to approve the medical claims as presented.

Roll was called with all members voting yes, except Board Member Franklin who was excused.

Motion carried.
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ACTION ITEMS

Member #3 Reimbursement request in the amount of $249.99 for a portable oxygen
concentrator.

Moved by Neyens, seconded by Vitalich, to approve the request for Member #3.

Roll was called with all members voting yes, except Board Member Franklin who was excused.

Motion carried.

Member # 144 Reimbursement request in the amount of $S60 for ointment for rosacea.
Request includes approval for up to one year of treatment (which is not
covered by HMA).

Moved by Neyens, seconded by Vitalich, to approve the request for Member #144.

Roll was called with all members voting yes, except Board Member Franklin who was excused.

Motion carried.

Member #22 Reimbursement request for $2254.80 for 2024 Medicare.

Moved by Neyens, seconded by Vitalich, to approve the request for Member #22.

Roll was called with all members voting yes, except Board Member Franklin who was excused.

Motion carried.
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OTHER

Member Jack Scherueble passed away.

Discussion ensued regarding member payment timing.

The Board meeting adjourned at 9:43 a.m.

Marista Jorve, Board Secretary



E EVERETT

WASHINGTON

City of Everett
Police and Fire Pension Boards

Request to the Board

To be completed by LEOFF 1 member (or family) for submittal to the board.

Member Name _

(please print)

1. Diagnosis: AFib

2. Prognosis:

3. Type of Treatment(s) or Procedure: Eliquis

4. Cost of treatments/service; $ $323.91 + $24.36 conversion bank fees

5. Request to the board for this specific treatment or procedure:

Fire member #101 is requesting reimbursement for $323.91 + bank fees. HMA only covered

60% since it is a foreign claim.

(Examples can be found at everettwa.gov/pensionboards)

Return to:

City of Everett

Police and Fire Pension Boards
2930 Wetmore Ave, Ste 1-A
Everett, WA 98201

Leoffl @everettwa.gov




H M A Member Reimbursement Claim Fonm

Instructlons

Please uss this Torm il reguedating reimbursemant far daimi related 1o &ll reedical, dental, ard vision sensoes covensd by Heathcare
Management Administrators [HRA), your third-party Health Plan Administrator. For prescription claims, contact your pharmacy
benafity manager (PR, You wil need to complate and submit this form onby if your keahth care profecsional et fling the claim for
youl Your hialth cane professional car il file the claim far yau o they ane oul-of-nebwork with your policy; howssear, thay are nat

regruied bo dio so.

Mease include & copy of your Bemized recelpt, Bill, andfar Involce with your completed claim farm, Your submisien madl coetaln
all necessary informaticon based on the bppe of service for which you'ne reguesting relmbursement. The minimumn recessarny
information for each type of serdce i describad below in the "Attschments® section.

Mmm that my claim for reimbuorsemeant might be delayved or ewen denbed If | haven't prosdded all the information neaded
e my claim

Mobe: Providers who are contracted with a PPO Network that i accessibhe ard utiliped by your Health Plan ane cortractually regquined
o bill your Flan and be paid directly by the Plan for sendces they provide 1o you. H you have recelsed serdces from a provider who ks
in your Plans FPO Nabeork, wis will remit paymist 0 the providirn, even T you indicale oy wart reimbunisment 19 ge 15 o, Ty
have: already pald the provider for your care, you will need to contact thems to arrange for a refund, if applicable. Mosing forsard, be
furs lo provide your providacs with your irdurance card 46 they can Bill your Man directly.

Arry questiors ! We are here to help! Contact Customer Care at 500-B53-7093.

Submission Infarmation

Please choose one of the following methods below for submégting your clabm relmbursement reguest (plck any option that warks
for you):

Electronie Submizsion Optinns
" Dption 1: DocuSign:
1. Goto httos'Feeww accesshma . comimews-and '-:5-:!.-'-:\::."_'151'.'--3 fooms
I Soroll to Mambar Belmbursament Olaie Feem and oick Complets Online
% Complete and submit the form and a copy of your Remized receipt, bill, and/or inveics through DeolSign

« Oipthen 2: HWA Mambar Panal:

1. Loginto the member portal at hitps:/memporial eccesshmacomdcgin
2. In'the member poctal, click cr Managpe Claims & Deduactibles, dick on Subenit a Clabm, ard follow the promeds - be sure ta
upload a copy of your Remized receipt, Bil, andiar imeios

1. Gaboh R A Ct s hia, COFTy' WS- il -re dsiaseek ime mbar-farm
T, Sermll to Member Beimburrement Osém Foem and dick Download pdf
3. Fill east this Baren in eompatible POF ioftwane like Adobe Reader or Acrobat (it s not recommended to try filling out the form in

aweh browser or on & moblle devioe, as the form may not woerk oomecty) or print out the form ard 5l it out by hand
4. Usis o of itk submisddon optiorm below:

+ Option 1; Fax the completed form and a copy of your ibemized recedpt, bill, and/for irvolce to; BEG-458-58E8

+ COption 2; Masll the completed form and a copy of your Remized recsipt, bil, ardor invaics Bo:
HRAR

Attn: Claima: Department
P Bazog BS003
Bz, WA 980155008

[RLED CONFIDEMTIAL Pags 1ol
Thin documean confaing sesdthe rfvemation that boanalideatid b the sdderiee and should sof be taghed, Shiributed, or reprouced in whels o b ped,




H MA Member Reimbursement Claim Form

Patient Information

First Name

Diate of Birt wimbsar |0 Numibe

Group/Emplayer Narme j| Iy Q.F

Service Typa

Mlease select the type of senvice far which you're requesting reimbursement. i more than one service typa apaiias, V0L it submil &
ieparate claim form for each. if you're completing this farm slectranically, your selection here drives which information will be
miarked as required in the “Attachmenta”™ and “Claim information™ sections below.

Service Type [5plect.

Attachments

Please include all relavant documentation (such as an itemized receipt, bE, and/or ivwolce) with your submission, The checkboxes
below indicate which information your doacumentstion must contain for each service type. Fallure 1o provide the regusited
mlermaticn may cause your clalm to be delayed or denied.

/CT’ Regrired for all service types: Date|s) of senvice and tatal amcunt you were billed for each service rendered L P g
purchased

Required for all service fypes excepd durable medical sguipment |{DME) purchased through a stome [not purchased theough a
certifind DME vender): Patient name, provider full name and mailing address, including eity, vtate, and 2% code, procedure codes
sach s CPTs or MOPCs, and one or both of tha follnwing: Provides's national prowider Identiier |NF1) ramber, provider's tax 1D

bar (TM)
J")ﬂ::*-dhﬂllka-mnuwDMEwa-ﬂmwmtmmwsm&:l, In 1 formnat

Claim Informatiod

Flease entier all receiiary information below ar ensure it's listed on the docurmsrtation yau'ne stteching with your submission such as

an Remized receps, bil, andfar invaice. Failure to supply all the required Information may causs your claim to be delayed or denled,
4 Checksach apghcable Bax below F yo're incleding an atiachment that contain this imformation. i 5o, no sesd 10 ko write the irbsmmation Selow,

A ,75'14.56

[1 Datafs) of Serdce’ - - §
1 Total Billed Amount 87\'2,,0-:[ s 5#&}1]{ Reaes follEie N Cue
[ Provdertame B AR YN GRAD  THTEV M AT N 1]
[1 Provider Meiling Addrass 33 §!Eﬂnﬂ U{T— _.5-::4 = wﬁTrﬂNﬂ'

o _FRMeKolS e THAUAND  2Pcods 1plIS
[1 Procedure or Service Codes [wuch as CPTe or HEPC)

[] Disgnosls Codas {in ICD format]®

[] Provider's NP Nusnbar® and/or Tax 1D Number (TINF Q [0’] e '3§3 Qgﬂr “[q '-}
3 b Ry

1 This informution car B¢ lecated on poir urasoe 0 card "Wamber I0° i sho celled “Empleyes 107,

¥ Fiwt TAE ypow purchused fhrough = thare, this s the pardhase dile

# Provedure Lervica Cods Immcxmmm.n.umn-aﬂuhﬂ::- -ﬁ:m:rﬂm

A [Ragaonin Code (0D} e sously & thiee- 18 deven < harscter alphanumeric code Indficati the remon 'ﬂ:-fhﬂhkcnhlm

S Rathorad Prirsaber |derifior W] b crigus 10-digh 10 hased b LS. bealthcar providers by Bhe Conters for arad Wi § Fond, ¥ opoe dont

‘e your provecier’s WP, pleiie toslict your provider 1e odlai i betors subrritting your claim for reimburisment. ¥ pou bt wour cler withaut Sl

Ilarvaation, | might be denied Fwe'te urable % verily your prowides. ;

H-u-mumnm...,..,.wnmhnulpmhﬂumm.mmmmmumndn

Wem g yorer cluim Ao reire busiarre L, I oo e g daim without s indormation, 7 maght be derved Fws'te wralie b vertly your provider,

P -0 CORFIDENTIAL Fage 2 od B
This de e I y that i confdertisl o the sddnriess snd theuld nat be copied, detrbuted, o epeocucnd in whols o in part.

3
¢



H M A Member Reimburserment Claim Form

Accident Informatian

Is This Claden Duw to an Accident? ;ﬂﬁ (ki to et section) n,':l Ve (fill cut this section)

Accident Date Accident Locstion Home O Work O School O Awsc O Othar
—
How Did the Accident Happen?
| Are Yeu Flling & Clakm with Labar & Induatries (LEI), Homeownar/Auto Insurance, or Any Other Party? O Yas O Mo

Signature
Matec 18's 3 crima to knowi dly provice falss, incomplste, or miskading informatian to an insurance company for the purpase of

defrauding the compasry, Penaties indude imprisenmend, fines, and denial of insurance Berefts.

By signing below, | indicate the Tolkraing:
E

?e rtity that the information | provided on this farm &5 true and complets 1o the best of ry ko ledge

| expressly authorize any provider of cars o provide Healthcane Maragement &dministratoes with 2y reTards concerning
meDr ary member of my family for whom benefits or servicss have been claimes
B

wd or even danied if | haven't prendided all the information

AELF

Rulationship te Patient (f you ase the pathent, put “Seif~)

g Soeeck

Ciate
i
P00 3008 COMTRATIAY [
Thin docusved ] DBidias termben irlormution that i ool d Vex e e e thampidd mot 59 copasd drtebaried, or racroduord Iy ahuske o i part.

-
ahl
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gmsr :BBL_HOST
| b

TID:56152198 BATCH:e80073
MID:000002220032072 TRACE:@08525
g REF:000011888525 APP.CODE:815343

**i***#t***igssa (C)
15 JAN 2826 13:28:32

S SALE
g'TOTkL THB 25,485.0880
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'
:
__§
:
:
|
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Bumrungrad  § =
International

y . Patient Kam Enchudes unco A o
Bumrungrad inchedes cosed choflms  HOSPTT2 3
N Tre chergis ane groupes by dines

International wm SHIA Grosgped By [l Qroug, Them

el Prinbed Dates 15 Jan 2206 11:19 Padage chamges art esciuded "
HOSPITAL Vigk No: OO0 ERI5E

visk Date:  L5-Jee-2026

‘r

OPD Charges Detail

e Unkt Price  Guanity Tetal  Discount  Toksl "'1
Amaunt
| Dvug and Parcrnecy! Hetrition |/ wg TeezmvaTTaAlice I3 800.00 0,00 23,R00.00 nobi
Mesication | aim PRI
Fhpis 5 g tabled 170m BSILIK 23 B0 &20 270 830, 0
Hersing or Mideitery Charge | readintrmnu mnassinnes toen o nraa ndwida s L8000 0.0% 190.00
OFD Mursivg Chaege: | AnAnam s s rans
DPD Kursing Service [Garssal) 15000 L0 150,00 .00 L3000
CEher Hosprtal Charges | scar®ridi & A0S,00 0.00 &4%5.00
Hoapitsl Sereon Charge | Hospital Servioe Change
OPD Hospical Changes 455 1.1 LU ] 350 500
Pirysickan Foe | sl s thasgdimm e Bn L,000.00 023 1,500.00
Sl patiern Care | anysfreadigdivean
(P s patiens: bevel 7 1,080,080 1,00 1,500,068 008 1,000,560

v,

Bvmrunorad
niarnaronal

o :lllllﬂhr._m“‘lmm
T, oo il s ETRLST
W, riguck 10314

5 Fa: 03 -001-5008
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‘ ‘@ Bumrungrad
| i I international

- OPD Receipt Original CO-2026-000322 HOSRITAL
|
HM: BOO7S341E Receipt No: ROD-2025-00032230
Patient Name; Receipt Date: 15-Jan-2026 13:20
Visit Mo 0007458458
Payor:  Self-pay Wisit Cake; 15-Jan-2026 12:57
[Description Total Amount Discount  Net Amount]
DI'UQ and Parenteral Mutrition 23, B00.00 &.00 23 B00.00
FOMIILAEA TR TSM HLmfna
Nursing ar Midgwifery Charge 19000 0.00 190.00
mimwmqﬂnnamﬂmﬂnmuﬂaqumuﬁ
Other Hospital Charges 455,00 &.00 4595.00
Arafrdu 5
Physician Fee 1,000.00 0.00 1,000.00
ATt lsasethimant
LU LTI PN Sy o Svarnarsssannu B E e buRuiraso '/_
For patient safety Purposes, the hospital raserves the right nut L Icings / medicad supply,
Paymants - —
Cradi Card 25,485 ca:k?ﬂ" “&“4 Tad 35485 08
Revdun AR SRR Y Tata! t'#‘h'l- oot 0.00
Treny-five thousand four hundred eighty-five baht anty Feet Nmﬁr? 15 445.00
__‘_,.-""'s.l j?uvdﬂa Amoynt: .00
A MENT Amount; 25,905.00
Castier Sgrature: e e
T —— >
o
Tharik you s ] Contact Center
our primery congarm, e T auenal, Yo atisfocton i | Phone: +66 (0) 2066 4858 Fax;
Appointmants and indsemation : www. bum - 5am Eulling Quastions: Wes ! 90 mm
Fhane; +66 (0) 2011 5 Fux + &5 |
Email: bullngmnwnd.m

Q 32wt pau 3 repoinaes fmo
A3 Subbrarmvit 3, Blanglok 10110 Trakand

R Tot 4 {2066 nsza
& Fae. +A6 (0} Z01% &100
. mummmm

ey o pue aapedd oo ua RN




WELLS FARGO REFLECT VISA PLATINUM® CARD WELLS FARGO | REFLECT

Account ending in [l
Statement Period 12/19/2025 to 01/18/2026

Page 1 of 3

Wells Fargo Online®: wellsfargo.com Payment

24-hour Customer Serwcg: _ 1-800-642-4720 Payment Due Date 02/12/2026

We accept all relay calls, including 711 e

Outside the US call collect: 1-925-825-7600 Minimum Payment $25.00
New Balance $836.45

Send general inquiries to:
Wells Fargo, PO Box 10347, Des Moines IA 50306-0347

$0 - $25.00 will be deducted from your account and credited as your automatic payment on 02/12/26. The automatic payment
amount will be reduced by all payments posted on or before this date.

Late Payment Warning:  If we do not receive your Minimum Payment by 02/12/2026, you may have to pay a late fee up to $40.

Minimum Payment Warning:  If you make only the minimum payment each period, you will pay more in interest and it will take you
longer to pay off your balance. For example:

If you make no additional charges using this You will pay off the New Balance shown on And you will end up paying an estimated
card and each month you pay ... this statement in about ... total of ...
Only the minimum payment 5 years $1,604
$1,254
$35 3 years (Savings of $350)

If you would like information about credit counseling services, refer to
www.justice.gov/ust/list-credit-counseling-agencies-approved-pursuant-11-usc-111 or call 1-866-484-6322.

Account Summary

B L
] | .
+ Purchases, Balance Transfers & $812.09
Other Charges
+ Fees Charged $24.36
+ Interest Charged $0.00
= New Balance $836.45
Transactions
Card Trans Post Reference Number Description Credits Charges
Ending Date Date
in
Payments
~ I Bl IS NS 0 I
TOTAL PAYMENTS FOR THIS PERIOD [
Purchases, Balance Transfers & Other Charges
9550 01/15 01/15 7436514QZ02PA8S24  BUMRUNGRAD HOSPITAL BANGKOK TH 812.09
- 01/15 TH BAHT
- 01/15 25485.00 X 0.03186541
TOTAL PURCHASES, BALANCE TRANSFERS & OTHER CHARGES FOR THIS PERIOD $812.09
NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION ABOUT YOUR ACCOUNT Continued
5596 YKG 1 7 11 260118 O PAGE 1 of 3 10 3531 8100 CIlIF 0O1DP5596

Detach and mail with check payable to Wells Fargo. For faster processing, include your account number on your check.

Account Number
Payment Due Date

Amount
Enclosed
WELLS FARGO CARD SERVICES YKG
PO BOX 51193 516

LOS ANGELES CA 90051-5493



1.

2.

7.

8.

9.

IMPORTANT INFORMATION ABOUT YOUR ACCOUNT

What are your billing rights?

Addressing Errors and Transaction Disputes

If you believe that your bill is wrong (“error”) or you need more information about a transaction on the statement, contact us as soon as possible. We must hear
from you within 60 days after we sent you the first bill that your error appeared on.

In order to keep your billing rights, you must write to us. While you can call us at the phone number listed on your statement or contact us in another way,
doing so will not preserve your billing rights.

Follow these steps when contacting us:

1. Write a letter (“Written Notice”) about the error or transaction question you have. Include the following details:

Written Notice Topic Details to Include

Errors + Your name

« Your account number

+ Dollar amount of the suspected error

« Description of the error and why you believe it is wrong

Transaction Questions « Yourname
« Your account number
- Description of the transaction in question

2. Mail your Written Notice to the following address:
Wells Fargo Bank, N.A.
P.O. Box 522
Des Moines, |A 50306-0522

Bill Payments During an Investigation
» Suspected Error Amounts
While we are investigating your suspected error amount, you do not have to pay that amount. But you must still pay the rest of your bill that is not part
of the error. We also cannot report you as late or take any action to collect your suspected error amount during our investigation.
« Automatic Bill Payments
You can stop authorized automatic payments for your credit card bill on the amount you believe is an error. To do so, we must receive your Written
Notice within three business days before the scheduled automatic payment happens.
Addressing Quality of Goods - Special Rule for Credit Card Purchases
If you purchased a good or service with your credit card and have a problem with the quality, you may not have to pay your remaining amount on the good
or service. To qualify, you must have tried in good faith to correct the problem with the merchant. If we own or operate the merchant, or we mailed you an
advertisement for the property or services, then we will cover all purchases. Otherwise, the following three details must apply in order to have this protection:
1. The purchase must cost more than $50.
2. You must have made the purchase in your home state or within 100 miles of your mailing address.
3. You must have a balance left on the charge you are disputing. For example, the good cost $1000, and you already paid $700,leaving $300 left to pay.

How do we use your credit information?
We may provide information about your account to consumer reporting agencies. You have the right to dispute the accuracy of information that we report. To
do so, take these steps:
1. Write a letter to us that describes the specific information that is not correct or that you are disputing, as well as any supporting documents.
2. Mail your letter to us at the following address:
Wells Fargo Bank, N.A.
P.O. Box 393
Minneapolis, MN 55480-0393
If the information relates to identity theft, you will need to provide us with an identity theft report.

When do we process payments?

We process payments in different ways depending on whether you make Conforming- or Non-Conforming Payments.

Conforming Payments

“Conforming Payments”are payments that you either:

+ Mail to us using the enclosed payment coupon to the payment address listed on your statement or

+ Make via the “Transfer”tab or “Make a Payment” link on the Wells Fargo Online Banking credit card Account Activity tab at: www.wellsfargo.com.

When We Receive the Payment When We Credit Your Account

In the mail by 5:00 p.m. local time The date that we receive your payment

In the mail after 5:00 p.m. local time The next day

Through our Website or Mobile App We will disclose this detail when you make your transaction.

Non-Conforming Payments

“Non-Conforming Payments”are payments that you make in any other way, such as:

+ Certified mail

+ FedExor UPS

- Envelopes with addresses that are not clear enough to read

Non-Conforming Payments may not receive credit for up to five days after the date that we receive it.

Payments Made on Last Day of Statement Cycle

When you make payments to your account on the last day of the statement cycle, we apply those payments on that day. However, these payments may not
appear on your monthly billing statement or credit report until the next statement cycle.

We cannot accommodate a check with a future date on it (postdated check). If you mail a postdated check, it will be processed on the date we receive it
{regard|less of the date on the check). To schedule a future-dated payment, sign on to the Wells Fargo Mobile App or wellsfargo.com or call us.

What does a check payment authorize?

When you pay with a check, you authorize us to do either of the following:

+ Use your check information to make a one-time electronic fund transfer from your account. In this scenario, we may withdraw the funds from your account
as soon as the same day we receive your payment. You also will not get your check back from your financial institution.

+ Process the payment as a check transaction.

How do you pay your Account with an amount less than you owe?

If you want to pay your account for less than the full amount you owe, mail your request to us at:
Wells Fargo Bank, N.A.

PO.Box 10311

Des Moines, IA 50306-0311

Please note: These payments do not erase your full debt.

How do we calculate your balance?
We use a method called “average daily balance (including new purchases).” For more information, refer to your Credit Card Account Agreement or call our toll-
free Customer Service number located on the front of this statement.

How can you avoid paying interest on purchases?
Your Payment Due Date is at least 25 days after each billing period closes. You must pay your entire balance each month to avoid interest charges. We begin
charging interest on cash advances and balance transfers on the transaction date.

How can you manage your account?
To manage your account details — including card payments, alerts, and address changes — visit wellsfargo.com or call the customer service number that
appears on your account statement.

Will customer service monitor your calls with us?
We may record or monitor any calls you have with customer service.

O1DP5596 - 05/17/24
© 2024 Wells Fargo Bank, N.A. All rights reserved. IHA-6954419



WELLS FARGO REFLECT VISA PLATINUM® CARD WELLS FARGO | REFLECT

Account ending in [l &,
Statement Period 12/19/2025 to 01/18/2026

Page 2 of 3
Transactions (continued from previous page)
Card Trans Post Reference Number Description Credits Charges
Ending Date Date
in
Fees Charged
- 01/15 01/15 7436514QZ02PA8S24 FOREIGN CURRENCY CONVERSION FEE 24.36
TOTAL FEES CHARGED FOR THIS PERIOD $24.36
Interest Charged
INTEREST CHARGE ON PURCHASES 0.00
INTEREST CHARGE ON CASH ADVANCES 0.00
TOTAL INTEREST CHARGED FOR THIS PERIOD $0.00
2026 Totals Year-to-Date
TOTAL FEES CHARGED IN 2026 $24.36
TOTAL INTEREST CHARGED IN 2026 $0.00

Interest Charge Calculation

- §F — wr

Wells Fargo News

Help take control of your finances with a Wells Fargo Personal Loan.

Whether it's managing debt, making a large purchase, improving your home, or paying for
unexpected expenses, a personal loan may be able to help. See personalized rates
and payments in minutes with no impact to your credit score.

Get started at wellsfargo.com/personalloan.

Do we have your correct mobile phone number?
Don't miss suspicious-activity notifications, time-sensitive information, or critical account updates. Make sure we can reach you if we
detect unusual activity on your account, or need to contact you to verify transactions. Sign in or log on to
wellsfargo.com/online-banking ~ and verify your mobile phone number on the Contact Information page.

Continued
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Healthcare Management Administrators
PO Box 85016
Bellevue, WA 98015-5016

Explanation of Benefits

THIS IS NOT A BILL

Customer Care

Have Questions? www.accesshma.com

Toll Free: (800)869-7093
E Hours: Monday - Friday 6 AM to 6 PM PST

Group Name: CITY OF EVERETT
Group #: 020188
Date: March 29, 2026

I

This Explanation of Benefits (EOB) gives you information about how an insurance claim submitted by you or your
healthcare provider (such as a doctor, hospital, or pharmacy) was handled on your behalf. There is a lot of
information packed into this document:

The Summary of Activity shows the amount billed by your healthcare provider, any discounts that were applied,
the amount your health plan paid, and any balance you owe to your provider (which you may have already paid).

The Detailed Claim Breakdown section breaks everything down for you.
The My Spend and Family Spend sections show how much of the claim was applied to your deductible. It also
shows the remaining amount needed to meet your deductible, as well as where you are with your out-of-pocket

maximum for the year.

Each time vyou receive an EOB, review it closely and compare it to the bill or statement from your healthcare
provider. If you have any questions, contact us at the phone number provided in the box at the top of this page.
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Monthly Explanation of Benefits
This is not a Bill

SUMMARY OF ACTIVITY

This covers claims processed between 01/15/26-01/15/26

Total Billed Amount $809.78 This is the total amount of charges during this
period.
Healthcare Management Administrators negotiates
Discount & Adjustments $0.00 discounts with health care professionals and
facilities to help you save money.
This is the portion of your bill that is not covered b
Amount Not Covered $323.91 g Y ) i
: your plan. You may or may not need to pay this
amount. We'll cover that information for you in the
Detailed Claim Breakdown.
MWhiat Yousr Pise Faid $485.87 This is the total amount your plan paid during this
period.
This is the amount you owe after your discount and
What You Pay $809.78 what your plan paid. People usually owe because they
may have a deductible, have to pay a percentage of the
covered amount, or for care not covered by their plan.
You may or may not have already paid this amount.
$0.00 . .
You Saved This is a total of your discount and what your plan
paid.
Claim#: 8951328802
patient: [ Provider: FOREIGN CLAIMS
Date & Type Amount Not Rmk Code Member  Allowed Deductible Co-Pay Covered Paid Plan
of Service Billed Covered Discount Amount Amount  Amount Amount At Payment
01/15/26-01/15/26 $809.78 $32391 1APW $0.00 $485.87 $0.00 $0.00 $485.87 100% $485.87
OUTPATIENT SERVICES
Column Totals $809.78 $323.91 $0.00 $485.87 $0.00 $0.00 $485.87
Patient Responsibility: $323.91 Other Carrier Adjustments $0.00
Total Plan Payment Amt $485.87

Remark Code Description

1A MEMBER SUBMITTED CLAIM. REIMBURSEMENT, IF ANY, IS
ENCLOSED.

PW MAXIMUM ALLOWABLE CHARGE BASED ON A PERCENTAGE OF

THE BILLED AMOUNT.

Page 2 of 5




Monthly Explanation of Benefits
This is not a Bill

Foreign Language Assistance

SPANISH (Espaiiol): Para obtener asistencia en espafiol, por favor pongase en contacto con el numero de teléfono que aparece arriba.
TAGALOG (Tagalog): Kung kailangan ninyo ng tulong sa Tagalog, mangyaring tumawag sa numero na nasa itaas.

CHINESE ($X): FEH X, Bk LANSBSHHKE -
NAVAJO (Dine): Dinék’ehjj' niké'a'doowoigo, t'ada shoqdi hodahdi béésh bee hane'é binumber bikad'igii bish’j’ hodiilnih.
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Monthly Explanation of Benefits
This is not a Bill

Important Information

What if | need help understanding a denied claim? Contact us at (800) 869-7093 if you need help
understanding this notice or our decision to deny you a service or coverage.

What if | don’t agree with this decision? You have a right to appeal any decision not to provide you or pay for
an item or service (in whole or in part).

How do | file an appeal? Complete and send in the Request for Appeal within 180 days of this notice. The form
is available online at htips://www.accesshma.com/member-forms or call us to have one mailed to you.

Who may file an appeal? You or someone you name to act for you (your authorized representative) may file an
appeal. If you wish to designate someone to act as your authorized representative, please complete the
Appointment  of Authorized Representative section of the Appeal Form available online at
https://www.accesshma.com/member-forms

What if my situation is urgent? [f your situation meets the definition of urgent under the law, your review will be
conducted on an expedited basis. Generally, an urgent situation is one in which your health may be in serious
jeopardy or, in the opinion of your physician, you may experience pain that cannot be adequately controlled while
you wait for a decision on your appeal. If you believe your situation is urgent, you may request an expedited
appeal by calling (800) 869-7093.

Can | provide additional information about my claim? Yes, you may supply additional information. Please
send documentation (medical records, clinical notes, from your treating physician(s), etc.) that you wish to have
considered as part of your appeal to: Healthcare Management Administrators, PO Box 85016, Bellevue, WA
98015, ATTN: Appeals Department

Can | request copies of information relevant to my claim? Yes, you may request copies (free of charge) by
contacting us. All requests need to be submitted in writing. You may complete the Authorization to Disclose
Protected Health Information form online at https://www.accesshma.com/member-forms _or mail it to us at:
Healthcare Management Administrators, PO Box 85016, Bellevue, WA 98015, ATTN: Appeals Department

What happens next? If you appeal, we will review our decision and provide you with a written determination. If
we continue to deny the payment, coverage, or service requested or you do not receive a timely decision, you may
be able to request an external review of your claim by an independent third party, who will review the denial and
issue a final decision.

Other resources to help you: For questions about your appeal rights, this notice, or for assistance, you can
contact the Employee Benefits Security Administration at (866) 444-3272. Additionally, a consumer assistance
program may be able to assist you. Please note that not all states have Consumer Assistance programs available.
If one is available in your area, we have included that information for you on this document. For the most current
program available in your area, please go online to:
https://www.dol.gov/sites/default/files/ebsa/laws-and-regulations/laws/affordable-care-act/for-employers-and-advis
ers/consumer-assistance-programs.doc

Healthcare Management Administrators, Inc. provides administrative claims payment services only and does not
assume any financial risk or obligation with respect to claims.
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Electronic Payment Clearinghouse
Healthcare Management Administrators

PO Box 85008 The Hun('ng_ton National Bank 56—15:2
Bellevue, WA 98015-8508 Westenvle O 43061 “ DRAFTNO.: | 398058050
Electronic Payment Clearinghouse
Echo Health, Inc. DRAFT DATE: 03/27/2026
PAYABLE AMOUNT
THROUGH DRAI__I_ Four Hundred Eighty_Five And 87/ 100 Do"arstt'lti'lttlRtt"*tt'l**ti'tlitlttll x""'$485‘87"""'
VOID AFTER 150 DAYS
TO THE

ORDER OF

KT

*358058050n" LOLLLLISLZER OLEESS08ELZN”



= EVERETT

WASHINGTON

City of Everett
Police and Fire Pension Boards

Request to the Board

To be completed by LEOFF 1 member (or family) for submittal to the board.

Member Name -

(please print)

1. Diagnosis: Diverticulitis

2. Prognosis: Lifetime

3. Type of Treatment(s) or Procedure: 3 night hospital stay

4. Cost of treatments/service: $ 13,123.37

5. Request to the board for this specific treatment or procedure:

Fire #35 member had a 3 night hospital stay in Mexico. Total bill was $32,808.42. HMA

covered $19,685.05. Member is requesting a reimbursement for the difference totaling

$13,123.37.

(Examples can be found at everettwa.gov/pensionboards)

Return to:

City of Everett

Police and Fire Pension Boards
2930 Wetmore Ave, Ste 1-A
Everett, WA 98201

Leoffl @everettwa.gov




GRUPO MEDICO JOYA - HOSPITAL JOYA NUEVO VALLARTA SA DE CV

BLVD. FRANCISCO MEDINA ASCENCIO 2760, ZONA HOTELERA NORTE, 48333 PUERTO VALLARTA, NAYARIT

"'I] JOYA

MEDICO:

HABITACION ESTANDAR 202

ALDO CURIEL CURIEL

F.INGRESO: 06/12/2025
F.EGRESO: 08/12/2025

SEGURO:

F. NACIMENTO: J-

ORIGINAL

HOSPITAL FEES

HOSPITALIZACION

FECHA
08/1272025
081272025
06/1272025
06/12/2025
06/12/2025
06/12/2025
06/12/2025
081272025
08/12/2025
06/12/2026
08/12/2025
06/12/2025
06/12/2025
06/12/2025
06/12/2026
06/12/2025
06/1272025
0612/2025
06/12/2025
06/1272025
06/12/2025
08122025
06/1272025
07122025
072025
07122025
Tnzzos
07122025
0711272025
07/1272025
0711212025
071212025
071272025
0711272025
07/12/2025
07122025
07122025
07112/2025
07122026
07/42/2025
0711272025
07/12/2025
07/12/2025
07/1272025
0711212025
0711272025
07nzz0s

1.000
1.000
2.000
1.000
2.000
1.000
1.000
1.000
1.000
1.000
1.000
5.000
1.000
2.000
1.000

1.000
1.000
1.000
1.000
1.000
1.000
1.000
1.000
2.000
1.000
1.000
1.000
3.000
1.000
1.000
1.000
1.000
2,000
1.000
2.000
1.000
6.000
3.000
2.000
1.000
1.000
1.000
1.000
1.000
1.000
1.000

DESCRIPCION
AGUJA HIPODERMICA 18G X 38MM ROSA
CLORURO DE SODIO 0.9% DE 100 ML SOLUCION FRASCO
FLEBOTEK QUIRURGICO PARA VENOCLISIS
HARTMANN DE 1000 ML SOLUCION FRASCO
METRONIDAZOL
PARACETAMOL
HIOSCINA
PARACETAMOL
COMODO DESECHABLE PARA PACIENTE
JERINGA 10ML CON AGUJA 21G X 32MM VERDE
ORINAL DESECHABLE PARA PACIENTE
FLEBOTEK QUIRURGICO PARA VENOCLISIS
TEGADERM |V ADVANCED 6.5CMX7CM
CLORURO DE SODIO 0.9% DE 50 ML SOLUCION FRASCO
CLORURO DE SODIO 0.9% DE 50 ML SOLUCION FRASCO
FLEBOTEK QUIRURGICO PARA VENOCUISIS
JERINGA 3ML CON AGWA 21G X 32MM VERDE
CHLORAPREP ONE - STEP 1.0 ML CON APLICADOR
JERINGA 3ML CON AGWA 21G X 32MM VERDE
TOALLAS ALCOHOLADAS
CEFTRIAXONA
CEFTRIAXONA
JERINGA 20ML SIN AGUJA
HIOSCINA
METRONIDAZOL
JERINGA SML CON AGUJA 21G X 32MM VERDE
HARTMANN DE 1000 ML SOLUCION FRASCO
HIOSCINA .
JERINGA 10ML CON AGUJA 21G X 32MM VERDE
JERINGA 3ML CON AGUJA 21G X 32MM VERDE
HIOSCINA
METRONIDAZOL
JERINGA 3ML CON AGUJA 21G X 32MM VERDE
JERINGA 10ML CON AGUJA 21G X 32MM VERDE
MONITOR SIGNOS VITALES/ BLOOD PRESSURE MONITOR
JERINGA 10ML CON AGUJA 21G X 32MM VERDE
HIOSCINA
FLEBOTEK QUIRURGICO PARA VENOCLISIS
FLEBOTEK QUIRURGICO PARA VENOCLISIS
CLORURO DE SODIO 08% DE 50 ML SOLUCION FRASCO
CHLORAPREP ONE - STEP 1.0 ML CON APLICADOR
TEGADERM IV ADVANCED 6.5CMX7CM
CLORURO DE SODIO 0.9% DE 100 ML SOLUCION FRASCO
CEFTRIAXONA
TEGADERM IV ADVANCED 6.5CMX7CM
CLORURO DE SODIO 0.8% DE 50 ML SOLUCION FRASCO
PARACETAMOL

PRECIO/U

§5.01
$21.53
$28.02
$34.93
$24.71
§70.10
§31.16
$70.10
$38.02
$11.32
$24.38

SUBTOTAL
$5.01
$21.63
$56.04
$34.03
$49.42

$70.10°

$31.16
$70.10
$38.02
$11.32
$24.38
§140.10

$2271"

841.82

VA

$344
$8.97

§7.91
§11.22
$4.99
a2z
$6.08
$1.81
$3.90
§2242

$6.69
$3.35

§150
$449
$1.50

8509
$560
$181
$4.99
7
$145

$344
$5.69
$3.63
§3.35
s1.22

$108.60

$36.15
$195.02
$07.51
$48.51
§32.58
§26.34
$24.97
$41.28
§26.34
§24.26
§81.32
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GRUPO MEDICO JOYA - HOSPITAL JOYA NUEVO VALLARTA SADE CV SR e

' _ﬂ JOYA

BLVD. FRANCISCO MEDINA ASCENCIO 2760, ZONA HOTELERA NORTE, 48333 PUERTO VALLARTA, NAYARIT

HABITACION ESTANDAR 202 F.INGRESO: 06/12/2025 SEGURO:

F.EGRESO: 00/12/2025  F.NACIMENTO: -

MEDICO:  ALDO CURIEL CURIEL

orTn22025 1.000 PROTECTOR PARA CAMA ULTRASORB S8CM, X 91CM. $H7.23 $47.23 §7.56 §54,79
ornze2s 1.000 CLORURO DE SODIO 0.9% DE 50 ML SOLUCION FRASCO $20.91 §2091 £3.35 $24.28
07122025 1.000 CEFTRIAXONA $35.59 $3559 §5.69 $41.28
071212025 3.000 TOALLAS ALCOHOLADAS 8448 81344 $2.15 515.58
07122025 1.000 PROTECTOR DE CAMA $18.23 $18.23 §2.92 $21.15
0TH2/2025 1.000 EQ BOMBA DE INFUSION $70.43 $7043 $11.27 $81.70
0711212025 2000 PARACETAMOL $70.10 §14020° $22.43 $16263
071272025 1.000 CATETER INTRAVENOSO 20 GA AUTOGUARDABLE PERIFERICO S$32.32 $3232 §5.17 $37.49
0712/2025 1.000 PARACETAMOL $70.10 $70.10 $11.22 881.32
071212025 3.000 FLEBOTEK QUIRURGICO PARA VENOCLISIS $26.02 $84.08 $13.45 $97.51
07TN2/2025 2,000 BANDITA REDONDA 2.5CM X 3.2CM $4.69 $9.78 $1.56 $11.34
07122025 1.000 TOALLAS ALCOHOLADAS S4.48 $448 $0.72 §5.20
08/12/2025 1.000 MONITOR SIGNOS VITALES / BLOOD PRESSURE MONITOR $03.62 $0362 814.08 $108.60
08/12/2025 2.000 METRONIDAZOL $24.71 84842 §7.91 $57.33
081272025 1.000 PROTECTOR PARA CAMA ULTRASORB S8CM. X 81CM. $47.23 $47.23 §7.56 $54.79
081212025 1.000 PARACETAMOL $70.40 $70.10 $11.22 $81.32
08122025 2,000 PARACETAMOL $70.10 $140.20 §22.43 §162.63
0811212025 1,000 METRONIDAZOL . Q4.7 2471 $2.95 $28.66
08122025 1.000 HIOSCINA §21.93 §21.93 $3.51 $25.44
081212025 1.000 KETOROLACO s21.47 s21.47 $3.44 $24.91
09n22025 1.000 CLORURO DE SODIO 0,9% DE 50 ML SOLUCION FRASCO $20.91 $20.91- $3.35 $24.26
08/12/2025 4.000 CLORURO DE SODIO 0.8% DE 50 ML SOLUCION FRASCO £20.91 $20.91 $3.35 $24.26
08/12/2025 3.000 EQUIPO SET SECUNDARIO FILTRO DE 15 MICRAS EN CAMARA DE GOTEO. $37.48 $11244 $17.99 813043
081272025 2,000 JERINGA 5ML CON AGUJA 21G X 32MM VERDE $9.05 $18.10 §2.90 $21.00
081272025 6.000 FLEBOTEK QUIRURGICO PARA VENOCLISIS $28.02 §166.12 $26.80 $185.02
08122025 1.000 HARTMANN DE 1000 ML SOLUCION FRASCO $34.83 §34.93 $5.59 $40.52
08/12/2025 1.000 HIOSCINA §21.93 $21.83 $3.51 §25.44
081212025 1000 CLORURO DE SODIO 0.9% DE 100 ML SOLUCION FRASCO $21.5 $21.53. $3.4¢ $24.97
0812/2025 1.000 CLORURO DE SODIO 0.9% DE 50 ML SOLUCION FRASCO 820.91 $20.91 $3.35 $24.26
08/12/2025 2.000 JERINGA 10ML CON AGUJA 21G X 32MM VERDE $11.32 §22.64 §3.62 $26.26
08/12/2025 1.000 JERINGA 10ML CON AGUWJA 21G X 32MM VERDE $11.32 $11.32 §1.81 $13.13
0811212025 2000 JERINGA 10ML CON AGUJA 21G X 32MM VERDE $11.32 $22.64 §3.62 $26.26
08/12/2025 1.000 CEFTRIAXONA $35.59 $35.50 $5.69 $41.28
08/12/2025 1.000 CEFTRIAXONA §35.59 $35.59 $5.69 $41.28
081122025 1000 EQBOMBA DE INFUSION §70.43 $70.43. $11.27 $81.70
091272025 2,000 CEFUROXIMA . $243.07 $486.14 $77.78 §563.92
00/12/2025 1000 TOALLAS ALCOHOLADAS $4.48 $4.48 $0.72 $520
08/12/2025 3000 FLEBOTEK QUIRURGICOPARA VENOCLISIS $28.02 $84.08 $13.45 39751
09/12/2025 2000 DEXKETOPROFENO $378.30 $756.60 $121.08 $87766
09/12/2025 1000 EQBOMBA OE INFUSION §70.43 §70.43 st.2r $81.70
09/12/2025 1,000 BANDITA REDONDA 2,5CM X 3.2CM $4.69 $4.69 §0.78 $567
0811272025 1000 PARACETAMOL $218.57 $218.57, $34,97 $253.54
09/12/2025 1000 MONITOR SIGNOS VITALES / 8LOOD PRESSURE MONITOR $93.62 $93.62 $14.03 $10860
091272025 1.000 JERINGA 10ML CON AGLJA 21G X 32MM VERDE §$11.32 §11.32 $1.91 $13.13
09M2/2025 1000 METRONIDAZOL $138.84 $138.84 $22.23 $161.17
08/12/2025 1000 JERINGA 3ML CON AGUJA 21G X 32MM VERDE $8.40 $9.40 $1.50 $1080
091272025 2000 TRIMEBUTINA / SIMETICOMA | GALACTOSIDASA $368.21 $736.42 $117.83 $854.25

$3,890.41 $6,027.36 $864.38 $6,981.74

URGENCIAS ;

FECHA CANT, DESCRIPCION PRECIO/U SUBTOTAL VA TOTAL
06/12/2025 1000 BRAZALETE DE IDENTIFICACION ADULTO BLANCO $9.14 $9.14 $1.46 $1060
06/12/2025 1000 HARTMANN DE 500 ML SOLUCION FRASCO $25.65 $25.65 $4.10 $20.75
08122025 1000 TEGADERM IV ADVANCED 8.5CMX7CM §22.71 $22,71 $3.63 $26.34
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GRUPO MEDICO JOYA - HOSPITAL JOYA NUEVO VALLARTA SA DE CV

BLVD. FRANCISCO MEDINA ASCENCIO 2760, ZONA HOTELERA NORTE, 48333 PUERTO VALLARTA, NAYARIT

@

CAUPOMADICO

JOYA

HABITACION ESTANDAR 202 F.INGRESO: 06/12/2025 SEGURO:
F.EGRESO: 09/12/2025 F. NACIMIENTO: -
l“':ulw- MLV VURICL VUIECL
06/12/2025 1.000 SALA DE EMERGENCIA §1,084.22 $1,084,22 $175.08 $1,269.30
06/12/2025 1.000 PARACETAMOL $101.72 $101.72 5 §16.28 $118.00
06/12/2025 1000 MONITOR SIGNOS VITALES /BLOOD PRESSURE MONITOR $93.62 $93.62 $14.88 $108.60
06/12/2025 1.000 METRONIDAZOL $24.71 824.71 $3.05 $28.66
06/122025 1.000 LEVOFLOXACINO $162.03 $192.03 230.72 8222.75
06/12/2025 1.000 JERINGA SML CON AGUJA 21G X 32MM VERDE $9.05 $9.05 $1.45 $10.50
06/122025 1.000 HIOSCINA $31.16 $31.16 $4.99 $36,15
061122025 1.000 HARTMANN DE 500 ML SOLUCION FRASCO $25.65 $25.65 $84.10 $29.75
08/12/2025 1.000 BRAZALETE DE IDENTIFICACION COLOR NARANJA $9.14 $9.14° $1.46 $10.60
06/122025 1.000 EQUIPO SET SECUNDARIO FILTRO DE 15 MICRAS EN CAMARA DE GOTEO. $37.48 $37.48 $6.00 $43.48
06/12/2025 4,000 EQUIPO SET SECUNDARIO FILTRO DE 15 MICRAS EN CAMARA DE GOTEO. $37.48 $149.92 §23.99 $173.91
06/12/2025 1,000 EQUIPO SET PRIMARIO PLUM FILTRO DE 15 MICRAS EN CAMARA DE GOTEQ $130.72 $130,72 $20.92 $151.64
06/12/2025 1,000 EQ BOMBA DE INFUSION $70.43 $70.43 sty $81.70
«" 0BM22025 1,000 CONECTOR MICROCLAVE CLEAR DE 2 VIAS C/EXTENSION 20 CM $84.40 $84.49 $13.52 $06.01
06/12/2025 1.000 CLORURO DE SODIO 0.9% DE 50 ML SOLUCION FRASCO $20.91 $20.01 8335 $24.26
061122025 1.000 CHLORAPREP ONE - STEP 1.0 ML CON APLICADOR $26.09 $28.08° $4.49 $32.58
06/12/2025 1.000 CATEYER INTRAVENOSO 18 GA AUTOGUARDABLE PERIFERICO $35.90 $35.90 $5.74 941,64
06/1212025 1.000 BRAZALETE DE IDENTIFICACION COLOR VERDE $9.14 $9.94 $1.46 $10.60
06/12/2025 5000 TOALLAS ALCOHOLADAS 84.48 $22.40 $3.58 $25.98
$2,087.92 $2,228.28 $356.62 $2,584.80
HABITACION
FECHA CANT. DESCRIPCION PRECIO/U SUBTOTAL VA TOTAL
06/12/2025 1.000 HABITACION $1327.09 $1,327.09° $212.33 $1,539.42
07/12/2025 1.000 HABITACION $1327.00 §1,327.00 821233 $1,630.42
08/122025 1.000 HABITACION $1327.09 $1,327.09 $212.33 $1,539.42
$3981.27 $3.981.27 $636.99 $34,618.26
LABORATORIO
FECHA CANT. DESCRIPCION PRECIO/VU SUBTOTAL VA TOTAL
06/12/2025 1000 BIOMETRIA HEMATICA $81.08 $81.08 $12.97 $84.05
061122025 1.000 PROCALCITONINA CUANTIFICADA (PCT ) $365.52 $365.52" §58.48 $424.00
081122025 1.000 TIEMPO DE TROMBOPLASTINA PARCIAL $84.22 $84.22 $13.48 $91.70
06/1272025 1.000 TIEMPO OE PROTROMBINA $92.10 $92.10 $14.74 $106.84
06/12/2025 1.000 QUIMICA SANGUINEA (3) $108.80 $108.80 $17.41 $126.21
06/12/2025 1.000 PRUEBAS FUNCIONALES HEPATICAS 2 $233.51 $233.51 $37.36 $270.87
06/122025 1.000 PROTEINAC REACTIVA $108.70 $106.70 817.07 $123.77
06/12/2025 1.000 UROCULTIVO-HOSPITALARIO §280.15 $280.15 546.42 $336.57
08/12/2025 1.000 PERFIL DE ELECTROLITOS §236.98 $236.98¢ $37.92 $274.90
06/1212025 1.000 GASOMETRIA ARTERIAL $261.25 $261.25 $41.80 $303.05
07/12/2025 1.000 BIOMETRIA HEMAYICA 581.98 $81.08 512.7 $84.05
07/1202025 1.000 PERFIL DE ELECTROLITOS $238.98 $236.98 $37.92 $274.90
07/122025 “1.000 PROCALCITONINA CUANTIFICADA ( FCT ) $36552 $365.52 $58.48 $424.00
o7/12/2025 1.000 PROTEINAC REACTIVA §106.70 $106.70 $17.07 $123.77
07/1212025 1.000 CULTIVO DE HECES $18641 £186.41 $20.63 8216.24
07/42/2025 1.000 QUIMICA SANGUINEA (3) $108.80 $108.80. $17.41 $126.21
08/12/2025 1.000 PROCALCITONINA CUANTIFICADA ( PCT ) §36552 $365.52 558.48 $424.00
08122025 1.000 BIOMETRIA HEMATICA $81.08 $81.08 $12.97 $94.05
08/122025 1.000 GASOMETRIA VENOSA $261.25 $261.25 $41.80 $303.05
08/12/2025 1.000 PROTEINAC REACTIVA $106.70 $106.70 $17.07 S123.717
08/4212025 1.000 PERFIL DE ELECTROLITOS $236.98 $236.98 $37.92 $274.90
08/12/2025 1.000 QUIMICA SANGUINEA (3) $108.80 $108.80 $17.41 $125.21
08122025 1.000 PERFIL DE ELECTROLITOS $23698 $238.95. §37.92 $274.90
09/12/2025 1.000 PROTEINAC REACTIVA $108.70 $106.70 $17.07 $123.77
08/12/2025 1.000 QUIMICA SANGUINEA (5) $108.80 $108.80 $17.41 $126.21
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GRUPO MEDICO JOYA - HOSPITAL JOYA NUEVO VALLARTA SA DECV plosondgetd

BLVD. FRANCISCO MEDINA ASCENCIO 2760, ZONA HOTELERA NORTE, 48333 PUERTO VALLARTA, NAYARIT ' n

e =SS e
NV21262  CUARTO:  HABITACION ESTANDAR 202 F.INGRESO: 0611212025  SEGURO.
F.EGRESO: 09/12/2025  F.NACIMIENTO: -

08/12/2025 1.000 BIOMETRIA HEMATICA Rl G I N AL $31.08 $81.08 §12,67 $84.05
08122025 1.000 PROCALCITONINA CUANTIFICADA( PCT ) $365.52 $36552 $58.48 $424.00

$5,003.21 $5,00521 ¢ $800.83 $5,806.04
IMAGENOLOGIA
FECHA CANT. DESCRIPCION PRECIO/U SUBTOTAL WA TOTAL
06112/2025 1.000 TOMOGRAFIA ABDOMINAL CONTRASTADA $784.03 $78403 $127.04 $921.07
06/12/2025 1.000 TOMOGRAFIA DE TORAX SIMPLE $742.30 $74230 $118.77 $861.07
081122025 1.000 TOMOGRAFIA ABDOMINAL CONTRASTADA $794.03 $78403 $127.04 £921.07
$2,330.36 $2,330.36 $372.85 $2,703.21
SERVICIOS DE ENFERMERIA
FECHA CANT. DESCRIPCION PRECIO/U SUBTOTAL WA TOTAL
06/12/2025 1.000 NS INITIAL INTRAVENQUS INFUSION HYDRATION $124.58 $124.58 $19.93 $144.51
06n2/2025 1.000 NSINJECTION IV $44.02 $44.02 $7.04 35106
061272025 1.000 NSIV STARY £87.20 $67.20 $13.95 §101.15
00/12/2025 1.000 NSIVLINE REMOVAL $87.20 $87.20 $13.95 8101.46
09/12/2025 1.000 NS NURSE FAC DISCHARGE DAY $242.31 $242.37 $38.78 $281.45
$585.37 $585.37 i $93.65 $679.02
TOTALES POR CONCEPTO / TOTAL BY CONCEPT
CONCEPTO SUBTOTAL VA TOTAL
HOSPITALIZACION $6,027.36 $864.38 $6,991.74
URGENCIAS $2,228.28 $356.52" $2,584.80
HABITACION $3,081.27 $636.99 $4,618.26
LABORATORIO $5,005.21 $800.83 $5,806.04
IMAGENOLOGIA §2,330.36 $372.85 $2,703.24
SERVICIOS DE ENFERMERIA $585.37 $93.65 $679.02
$20,157.65 $).225.22 $23,383.07
MEDICAL FEES US DOLLARS
SERVICIOS MEDICOS
FECHA CODIGO DESCRIPCION TOTAL
061122025 99284 EMERGENCY DEPARTMENT VISIT MODERATE LEVEL OF MEDICAL DECISION MAKING - EMERGENCIES $678.00
06/12/2025 88222 INITIAL HOSPITAL INPATIENT OR OBSERVATION MODERATE LEVEL MEQICAL CARE - DR. ALDO CURIEL - MEDICINA INTERNA $871.40
06/12/2025 99222 INITIAL HOSPITAL INPATIENT OR OBSERVATION MODERATE LEVEL MEDICAL CARE - MEDICO STAFF §626.10
06/12/2025 99253 INPATIENT CONSULTATION, LOW LEVEL MEDICAL DECISION - DR. ENRIQUE ROSALES - CIRUGIA GENERAL $671.40
06/12/2025 87802 MEDICAL NUTRITION; INITIAL ASSESSMENT AND INTERVENTION - LIC. (RMA NOEMI HERNANDEZ - NUTRICION $180.11
0711212025 998232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - DR. ALDO CURIEL - MEDICINA INTERNA §778.60
0711272025 99232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - DR. ENRIQUE ROSALES - CIRUGIA GENERAL §776.60
071122025 99232 SUBSEQUENT ROSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - MEDICO STAFF §626.10
08/12/2025 89232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - DR. ALDO CURIEL - MEDICINA INTERNA §778.60
0811272025 99232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATYE LEVEL MED!CAL CARE - DR. ENRIQUE ROSALES - CIRUGIA GENERAL $778.60
081122025 89232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - MEDICO STAFF $626.10
09/12/2025 992389 HOSPITAL INPATIENT DISCHARGE DAY MANAGEMENT MORE THAN 30 MIN - DR, EDSON ROBLES - MEDICINA INTERNA $417.04
08/12/2025 89232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - DR. ALDO CURIEL - MEDICINA INTERNA S776.60
08/12/2025 99232 SUBSEQUENT HOSPITAL INPATIENT CARE, MODERATE LEVEL MEDICAL CARE - MEDICO STAFF £626.10
$9,425.35
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GRUPO MEDICO JOYA - HOSPITAL JOYA NUEVO VALLARTA SA DE CV Seenmiineg
BLVD. FRANCISCO MEDINA ASCENCIO 2760, ZONA HOTELERA NORTE, 48333 PUERTO VALLARTA, NAYARIT u

FOLIO: NV21262 CUARTO:  HABITACION ESTANDAR 202 F.INGRESO: 06/12/2025 SEGURC:
F.EGRESQ; 09/12/2025 F. NACIMIENTO:

TOTAL HONORARIOS / TOTAL MEDICAL FEES

CONCEPTO HONORARIOS MEDICOS / MEOICAL FEES §942535 USD
TOTAL HOSPITAL / TOTAL HOSPITAL §23,383.07
TOTAL HONORARIOS / TOTAL MEDICAL FEES $8.425.35
TOTAL FINAL $32,808.42 USD

US DOLLARS
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BANK OF AMERICA %7

Client Receipt

Thank you for banking with us today.

To help protect you and us from losses if a chech (s) is

that dsposﬁ holds can rasull ina reduc!inn of your avallable

d unpaid, all deposils are
For more inf

t to a hold review at any time. It's important you know

please refer to your Deposit Agreement & Disclosures at

Uﬂl’ kof L I

ts.go.deposil

Please save this receipt until you see the transaction completed on
your statement. Transactions are credited subject to verification,
collection, and the terms of your account. Keep in mind,
transactions made in a financial canter on non-business days
(Saturday, Sunday, and bank holidays) aren’t processed until the
next business day we're open.

Visit bankofamerica.com to learn more about how you can
receive monay fast th h el payment methods like
direct deposit, Zelle®, ACH and wires.

Zelle® and the Zelle refated marks are wholly owned by Early Warning Services.
LLC and used herain under license. Tarms and conditions apply.

Member FDIC

95-14-2005B  07-2024

05/01/2026 15:43 Assoct 712
WA Cepter: 0059501 Secd: 120
i“f‘"‘ns'{;ﬁpﬁgl {“- —:'i ?B#?ﬂ’aéﬁ'ﬁjeﬁj

Trans Total: §19,685.05

Chyr Amibr $19,6B3.08
Transaction Posts One Ob/“
svaileble Balance: $6B.72C

ﬁ
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[
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Printing W a A Gep e ; A {7 5/1/26, 4:09 PM

Receipt - APPROVED

Passage Health International
5900 N. Andrews Ave, Suite 802, Fort Lauderdale, FL 33309

Date
May 12026 3:58:20 PM PST

Type
Credit Card - Sale

)

Last Name

Authorization Amount
$22,808.42

Authorization Code
73420D

Card Type
VISA

Card Entry Mode
Keyed

Response Message Code
Approval (00) 000

Mode
{ssuer

https:/jpay.instamed.com/Form/PaymentPortal/Home?id=PASSHEALTH Page 1 of 1



GRUPO MEDICO JOYA
HOSPITAL JOYA RIVIERA

OUT OF COUNTRY MEDICAL INVOICE

GRUPO MEDICD

INVOICE No.:C-83398 |

SR ——

DATE: 1/14/2026

Foreign Provider identification - EIN: 98-1906290 & NPI: 1417814336

-“ JOYA

INSURANCE & PATIENT INFORMATION

BILL TO :

Healthcare Management Administrators
PO Box 85008

Bellevue, WA 98015

United States

ORIGINAL

PATIENT :
D.0.B.:
POLICY No.: 9HPO0D115128
GROUP No.: 020188
ICD-10: K57.32
D.0.S.: 12/6/2025 - 12/9/2025
Dx.: Diverticulitis of sigmoid colon
CASE No.: NONE

PAYMENT INFORMATION:

“TREF# C-83398 |

Submit Payment By Check To:
{Hospital Joya Riviera

c/o Passage Health International
Attn: Interaiional Billing Office
PO BOX 11597

Fort Lauderdale

Florida 33339

USA

***By Wire Transfer To: Bank of America

Acct Name: PASSAGE HEALTH INTERNATIONAL
Account No.: 229047101905

ABA No.: 063100277 (paper 8 electronic)

ABA No.: 026009593 (wires)

Swift Code from USA: BOFAUS 3N

Swift-Code from Overseas. BOFAUS 6 N

Bank Address: 1745 E Sunrise Blvd Ft. Lauderdale

FL 33304 USA

*o0 £or Wire Transfers, please reference the above invoice number in the memo or reference field.
This ensures accurate processing and timely resolution of the claim.**®
INTERNATIONAL BILLING DEPARTMENT CONTACT INFORMATION:

FOR BILLING INQUIRIES CALL: USA 1 (954) 903-7445 / FAX 1 954 376 6163 / EMAIL : info@internationalbillingoffice.com
Correspondence Only: Hospital Joya/ 5900 N Andrews Ave. Suite 802, Fort Lauderdale, Florida 33309

EMERGENCY MEDICAL SERVICES RENDERED OVERSEAS - MEXICO

Paseo de los Cocoteros # 55, Nautico Turistico, 63732, Nuevo Vallaria, Nayarit, Mexico

PAYMENT NOTE:

We appreciate your prompt attention to this invoice. As a reminder, insurance companies are generally expected
to process claims promplly and falrdy to avoid any inconvenlence for the member, including the posibility of direct

billing. Thank you for your cooperation.

Al

Received: 1/26/2026

= vé L
TR eentt W,
) .

- S a0 8 r:
L

BB AL e s * 2

DESCRIPTION OF CHARGES TOTAL
Facllity Charges - Emergency Room / inpatient Admission $ 23,383.07
Professional Charges - Emergency Room / inpatient Admission $ 9.42535
FOREIGN U.S. Dollar$
EMERGENCY
TOTAL AMOUNT IN U.S. DOLLARS | § S2,808421 . |
PATIENT DEPOSIT IN U.S. DOLLARS | $ (10.000.00)| =
PLACE OF SERVICE: OVERSEAS (HOSPITAL JOYA RIVIERA)



» Kohl's Friends & Fa... %/ "W
L, Save25% | Style your space with... *
Phes, find Mother's Day gifts that ...

 noreply@instamed.c... “59 7V
i ‘Passage Health International Pay... e
- Hello,You sent a'paymient of $22....

o noreply@instamed.... 556 7\
Passage Health International Pay. .. e
Hallo,You sent a payment of $22,...

@ noreply@instamed.... 5PV
| Welcome to InstaMed Payment P... s
Hallo Frank,Welcome to instalMe...

© USPS Informed Deli... 5471
Your Mail Was Delivered Fri, May ... %
MAIL DELIVERY NOTIFICATION ...

® BillPay@paymentus... 36 PM
Payment Confirmation *
Dear FRANK LAYER. We are plea...

o BillPay@paymentus... #7957
' Payment Gonfirmation e

Date:

Amount:
Payment Status:
Name on Card:
Card Number:
Card Type:
Response Code:

Authorization Code:

Thank you,

Passage Health International
5300 N. Andrews Ave, Suite 802,
Fort Lauderdale, FL 33309

(954) 526-9751
INFO@PASSAGEHI.COM

Erpord

htips:/fmail.yahoo.cora/mfioiders/1/messages/AAHGPbhoocpzGyX1730dTAIYK2R? sre=ym&reason=mabite

May 1, 2026
$22,808.42

Approval (00)

VISA

000

73420D

¢ Q oo

Flaply tlore

51126, 7119PM
Page 107 1



208 Y2

Charles Schwab & ...

Your account eStatement is avall...

TEMU
Temu Clearance Sale

Karen Fowler
Need to find another time

Patient Care Team
Complete your RET - Burlington ...

USPS Informed ...
Your Daily Digest for Mon. 5/4 isr...

Early Bird Books

PN SRS Y G Y Sy W S

I 24 95,605
'Z// 3 1323:%5%7

Ui allivul it Vil 9L44,0V0.44.

Please note that it typically takes 3—-5 business days for the payment to be
reflected in our system. Once the payment is posted, the case will be
automatically closed.

| truly appreciate your prompt payment and cooperation in resolving this
matter.

Once the payment has been fully received an-ccount is
officially closed; | will send you a confirmatio

N S,
Thank you again for your assistance.

Best regards,

Ib In_torn(monul q‘ < B
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Tud. g Qffiee. Teds 2 9540237445 ¥age § 9SU37G-6163 vernst lngsDinternathnalbiiEsgalfficocom

| PATIENT CONSENT & AUTHORIZATION TO RENDER MEDICAL SERVICES |

é» PRINT ONLY {Enformation provided must e leaible)

Tokpter No.:

= Pleuse peovide m pholucopy ol your

ISSIIRANCE INFOHNATION:

Whsusanee (o Name; E d:q [+ + Everet- Tekephone Nows _&Q_Q_&;QS JG[3
rempone:_ G H FOcouS12Y Greupoz_O Z O 5&

Visin Subssines (5@ Nemwe)
Dage wFA2eval e Mesten (Misoyrny_12. —8F -« 202 8

Estimle ke of Degnrtore: (MMDTIYYYY)_{Z2 QR - TO2 §
& Hisese puetide 2 (niopopy of year insueanos cand / ' and wny nﬂmgﬁ:um_ni]iuhh bresyrance Covernze {Secondory fnsarance { Tnerd {nsuninge

T IMPORTANT: WITHOUT GOMPEEEE ENFORMATION, YOUR INSURANCE COMPANY WILl, NOT PAY FOR TH15 CLATM AND VOU WILL HY
RESFONSIBLE, FORALL SERVICES RENDEIUT, VOUT INSUTRANCE SAY REQUIRE YOU 70 COMPLETE ADDITIONAL CLAIM FORMS |

ATIENT CONSENT AND A

JTEIORIZATION:

{ duthortea any hpkiee of gedicat o plrer nfoomalion abom me S0 A reloised io the insanes carivy (ur their Basginegs Asgnclue]s)} for e porpoe: of dis
insurance oty 4 rSgquestihit gaymem nfantirized besefls be made an my tehalf. Authorimiios Bolso given 10 the Sublsber’s Eger (or Busizess
Assoarshin s oo te onli, tse of relcase 23y srrdicab, pentotted hralth infarevitico oo ol peisousl iifupineion thar they deem necexsiey b
piovide Yevies o 30 adiid e &is <abm 1 msim the hencfbs paynbls iar mediabonvices o GRUND MEDICO JOYA, Bhyinioin fomishiag the services
i & hillai pdeminisicator Passige Healih Tokeznasions 1undersiand thet | am fmncisly sesponsible for oy wrnunts apphicd 16 @e deduetitie, to-
INFURNGE, COPTYMETS, CF MZAITUT GuL G POSKELEY eIFas N6Y Bi-0overed serviess Tor chiarges et il by oy insurance. The vt is being tskvatist ¢n
my : 3 jai fzhedd garviods s herby glven.

DATE: _IZ_TGQQ:_?:QEE
TEiT REBRESENTA IVE ORLY ol it
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INTERNATIONAL BILLING OFFICE
PO BOX 11661, FORT LAUDERDALE, FL 33335..

Pravidér / Billing Administrator Designation of Authorized Reprosentative Agreement

The lallawing ieaple & mﬂpmahme thve #ighs £o act a8 gy Desigraied Authorlzed t’{aprummwe A Dtslgmtcd

Authoriaed llcmmmwc lsa pemn wl-.ont ’w appoint 10 9T a8 your eepressninsiVe in cumying aul o grievancs or.eppeal,
Jocluding any €

Paticat Pull Kam|
Putient Addreys
Patient Phate of B

By this Designation of Anthorized Represaniskive, Einicrsd to suthorize GRUPO MEDICOJOYA {"i’mvwa") o7 itsdesifaie
Passape Health loternationn {“Billing Administrator™ 1o act a3 fy nathorized represeniive i pursking & grievanee, Anpeal,
il reviemy, O réquest documisnts rejgarding the' medica) clabm{s) far ike shove peavider fica darz of scevlees and ooward.

. The afommnﬂmcd enties aad any of thol eraplayaes, oﬂ'inm. contrmctas, suncoulmetors wnducung husums on behalf
-of ths ealitics bove dhe right 10 reccive my informmion. They must b 18 years ofoge or ¢lder, °

1 uthorized the release and use of the follnwlng infarmatian by my insurance mmecon my behalf .
Chesk box: Al my information, or if pusiial spesidy: - 7 Shlsean d &
Glagmsls. claims, dociors ard acher healiicare providersand fimncial mformaion (e.g., billing aid toaking): INTTIALS
Provider or it billing odministcater is giventhe dgat by me to; (1) obrain infociation reparding b claign to tlse samc extont:
as el (2] qubzaic evldencey {3) el staeeats about fieds and kaw: (4) isake any requivst Inchuding pr\m&mg or reccwmanuteeof
apcca} pm&eadntgs. {8} pusticipate n any sdministrotive nad judiciol netion and sursue elaim{s) o cagse of eetion or sight uguinstany .
(Bable’ periy. itsurence compuny, empoyes berefit plan, beaith cars benefit plan, plem admiidsisaior, traiel insieanon praduct of.
inderwtiirafseck product. The grovtsor ac fis bllllngnﬂlairismmr ssmy designated rcpm-zmntluc, msy sa¢ any such hoalthcare

benedit plan emploves benefit' p.sn, jstratar, instrance conpany, or travel insurunce in iy name with decivalive stering
{1k PROVITE'S BUpNSe. leALs

1 understand thai s rcsult afhis aushorbation, uny such health caré benefit plam, emplovee benefit plan, plin adminiisteor,
insuFKICe compuny, oF trovel insurnte product may Giscloye and rebease alf Snformation contetalng Mﬁeﬂt cligibliity, clalm sians,
eleim sipron a! or denisl reagens i ernsceibon with the sbave referénee healiircarc claim(s ated sushorized represeratiive
nzmed abave. ‘this alsa leeludes billing and banXina informakon diselosure, 'TNITIALS |

.J understond ond agres than ny heslth infdennion rany cofkin medical, pha:macy, damial, vision, mepl heall
ubnigs, HIVZAIDS, payshothesspy, repraductive, eoqnmuuf.ahle disease, and hesith care progzara Informsailon, INTELALS |

1 uddesstand shm aleohol / subsiance abuse re T bad b'g Tow znd cannol be disclosud withoist my writlen Songxit
witess otherwise provided for in the o, INITEALS ’

} ave read dhe contents of 1hue fexim, € umnztseam!, agree, and allow my Tnsurarce Cartiar 1o uss oand releass ol my
“inforarianas | ke sared sbove. | also vibderstand thai sizning ihis form is of my own frae witl 1 hae ﬁrc,s’lghtm withdray this
tppeoval at any Gime-by giving wiriisen notics of my witkdmval 1 oy Ionirance Qeirier. 4 widerstard that sy withideawiig thie
uppaaval Witl nL officce any eetlin Ealten Ridans | d sv. § aldy eadersmnd thas laformation thai’s yeleased may begiven out by the
peregn or entliics whio veonives iL I thls happens, is may ng Yomger be protectedunder HIPAA pnvncy nile. | 2ms enbitled th .2 copy
of this forms. A photooopy afahils aproement is considered vatid, the seme os if it wuee Bi criginal, INTFIALS

Date

O~ |2~ Zor. 8

TI U T ouR! 35 TN G = wiihue ieaaver o> 1 siis palient, dasribe bidow rv-l'lllomhmm ﬂ:e patent {Le., Pereny, Guardien, Folkey ﬂgtdc'q
ar l.egol n.-prasmt:uva oniy) if yoe ora thee legel tepc.icmaﬂvc, & copy of s piverof aitodncy st be provided for the records.

-.-_; powsE

&‘ﬁhﬁ.ﬂmﬂﬁp 10 Patient if Aupl leabe




= ACKNOWLEDGEMENT OF PAYMENT AND DEPOSIT***

Oear Patient 07 Finaitisl Respansible Party:

GRUPOM EDICO JOVA is n private medicy| Facility. ¥an uee reguired to pry for all services rendeared toyou during your stuy at
aur medical facillty priar 1o your discharge. Ifyeu have g vafid insursnes polkey that provides worliwiie’ emergency benzfits, we will
oo our best 1o wogk with yous insurencs campeny in sedting up divect billing on your behalf, Divect bilking te yoer inserancs sompiny
194 counesy sexvice and ro1 e emiitiiisent. Please aate'thasvwe are submfitlig your elala on vour behalf

1F e hiinz dircee bilbiog lo your ingezance Company, pou e il rquired to previde & deposit to the mediead fieilisy repises el
‘whether youar caveend 100%. The requlred tepositanioant diss willbe ax the sole disercion ofthe muﬂcs.l fenillty based on the

‘l:we! of sare Vou.are expasled o recmva You will be givens mwpt fae your paymen, and she anount maid will buuﬂu_:ed HyYdor
inuases £ the infizsmee company ef ¥peiient depotit™,

‘e li‘yﬁu nré anohie o folfill the requeit for o déposit; please nofify the ndmission coordinifor immedistely. Plende lundl" nntt
il we reserve the right 1o provide services to you. **

THIS AMOUNT DOES NOT CONSTITUTE FULL PAYNENT OF THE CLAIM

Please dote lhnlany dcpoa:tmnd- atthe iims of semee dows noi comstitute full pryment of the cldicy, Hewever, it wereitiva full
payment froon the insurnce compony, yow will récefve o refing within S business davs from our interpatignal biltiag affice in Flodda
vin ohank ehesl-1p thi wmiiling addwieg pevvidad at ihe aliec of sardles,

Ho awaze thevany colnsuzance, deductible, masimum ou-of-pocker ampurts you may have o5 part of your health benefit plen must be
met prior to any Msuvance reimbezsement. You miaw also be responsible for ary non-covered amourd desmed patient responsfility:

ftls GRUPG MEDICO-JOYA*s Imemion to make aur bos offoris to eollect fram your irsumnie cnmer,aml we will t\uri: throuik
aur inteenntional billing office{séz Snsurmnce notificarion / elgim folliw-up® form (o ensuric that vow receive the mzkimim allowable
fealth hepedits, i dessrited in yoarr golicy.

IMPORTANT: |

: i g m f PRI CHEAL
BEFORE the finyaital s....sim has bueh processed Iy Us entdrety by the insurance coRpIRY,

PIuriig, youe G2, yOu iy receive a cost estimate froom yous treating phivsician andfor Hospital, 1 is imporiznt o nobe thet the medies)
peavidees providing treament may be indepeadont: fromn mshospm! nad arg providing an sstimen b the parstan of dere you receiva,
‘and it muy not reflect the entirs: episade of Gue. The finat bi davs after vous diacharpe to be genemted and conld
fesvia barpe cligparily hetiwoe he phycicis

Adimowledged Signanve:
Patlent Fulk Name:
Fingncial Pafiy (' diferzm 10 patlent):

Dage |2 -o¥- zoes™

‘ol & 1954 903 7445 / B-maik: infivanintaraicivpalbilli

(A copy of 1his norlce must he provided fa pasient or respansible pariy)
Lpealet AT



DO NOT DISREGARD — PLEASE READ THIS DOCUMENT
(SEE MEDICAL CLAIM ATTACHED)

Attn: Claims Department

IMPORTANT

January 14, 2026

Healthcare Management Administrators

PO BOX 85008
Bellevue, WA 98015

CLAIM IS BEING SUBMITTED ON BEHALF OF THE PATIENT

Re: Claim for services rendered by Hospital Joya Riviera
Health Insurance Identification Number: 9HP000115128
Patient Name:

Date of Services: 12/6/2025 — 12/9/2025

Dear Sir/Madam,

Please be advised that this is an overseas medical claim, including an invoice and an itemized bill
for services rendered. It is essential that this claim is NOT placed in the correspondence file. This
is a non-U.S. standard medical claim and must be processed accordingly.

The Patient has assigned Passage Health International as their Authorized Representative for
matters related to the processing of this claim. As the Patient’s Authorized Representative, we
now submit this claim for your review on behalf of the Patient. The signed Designation of
Authorized Representative Agreement has been included in this submission packet for your review.

The attached medical invoice for the above patient pertains to services rendered outside of the
United States at an overseas medical provider. Please note that billing requirements such as the
HCFA/CMS 1500, UB-04, DRG, and CPT codes are specific to U.S. medical providers and
do not apply to international claims.

We request that you process this foreign medical claim without requiring these U.S. standard
forms, as the foreign provider does not possess the technical expertise nor is required to adhere to



the standards established by the U.S. Healthcare Finance Administration. Requesting such forms
and codes is inappropriate for processing this overseas emergency medical claim.

This claim concerns emergency services provided by a foreign provider. U.S. standards,
Medicare fee schedules, and CMS guidelines do not apply. Foreign providers are not
classified as participant or non-participant providers under CMS guidelines and cannot be
part of an administrative review processes designed for U.S. providers. In most cases, foreign
providers cannot supply the requested U.S. billing information.

Furthermore, no insurance policy provisions, statutes, or laws require foreign providers to use
specific U.S. billing forms or comply with U.S. laws and regulations. We know that policyholders
routinely provide proof of loss for reimbursement and that you process their claims without
requiring these U.S. billing forms. We are also aware of numerous similar claims that have been
fully processed under your policies without needing U.S. standard forms.

If you are not prepared to pay for emergency services rendered by providers outside of the United
States you should not instruct the members to “go to the nearest emergency room or urgent care
facility” if they “experience an emergency medical condition while traveling outside of the service
area” and you should modify the language in the member handbook to make it patently clear that
emergency services received outside of the United States will require the member to absorb any
and all balance billing. '

We strongly believe that a reputable insurer like yourself would not apply standards arbitrarily or
inconsistently. It is well established that good faith insurers seek ways to accept and promptly pay
claims, while bad faith insurers unlawfully find ways to delay, diminish, disapprove, and deny
payment.

Should you require any additional supporting documentation to process this overseas claim, please
contact us accordingly. Otherwise, we look forward to the prompt settlement of the outstanding
claim.

Sincerely,

lﬁ&n@iuing Office Claims Department
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