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IN THE UNITED STATES BANKRUPTCY COURT _ United States Courts

FOR THE SOUTHERN DISTRICT OF TEXAS  Sovthem P Tict of Texas
HOUSTON DIVISION
o MAY 01 2026
, . Nathan Ochsner, Clerk of Coury
In re: :  Chapter 11 : ’
MODIVCARE INC,, et al., - :  Case No. 25-90309 (ARP)
Reorganized Debtors.! - :  (Jointly Administered)
X

NOTICE. OF REORGANIZED DEBTORS’
ELEVENTH OMNIBUS CLAIM OBJECTION

This is an objection to your claim. This objection asks the Court to disallow the claim you
filed in this bankruptcy case. If you do not file a response within 30 days after the objection
was served on you, your claim may be disallowed without a hearing.

Claimants receiving this notice (this “Notice”) should locate the affected claims and the name
of the creditor who filed it on the exhibits attached to the Omnibus Objection (as defined
below). If you do not file a response by April 30, 2026, at 4:00 p.i. (prevailing Central Time),
your claim may be disallowed without a hearing.

If you timely file a response that cannot be resolved, a hearing will be scheduled.

INTRODUCTION

Why am I receiving this document? You are receiving this Notice because ModivCare Inc. and
its debtor affiliates (referred to as the “Reorganized Debtors™) have filed the Objection attached
hereto as Appendix 1 (the “Omnibus Objection”) to your claim(s).> '

Why is my claim being objected to? As summarized in the exhibit(s) to the Omnibus Objection,
the Reorganized Debtors believe that the Proof of Claim that you filed or that was filed on your
behalf is deficient because: the claim embodied in the Proof of Claim was satisfied through the
Cure Amounts for applicable Designated Contract. '

A complete list of each of the Reorganized Debtors in these chapter 11 cases (the “Chapter 11 Cases”) and the
last four digits of each Reorganized Debtor’s taxpayer identification number (if applicable) may be obtained on
the website of the Reorganized Debtors’ claims and noticing agent at https:/www.vetitaglobal.netModivCare.
Reorganized Debtor ModivCare Inc.’s principal place of business and the Reorganized Debtors’ service address
in these Chapter 11 Cases is 6900 E. Layton Avenue, Suite 1200, Denver, Colorado 80237.

. Capitalized terms used but not defined herein have the meanings ascribed to them in the Omnibus Objection.
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Where can I find out which claim is being objected to? The appendices attached hereto contain
information needed for you to search for and identify the name of the creditor who filed the
disputed claim, as well as the number of the claim as it appears on the claims register maintained
by the Reorganized Debtors’ Claims and Noticing Agent.

What do I need to do? If you disagree with the grounds of the objection, you must file a response
(each, a “Response”) with the United States Bankruptcy Court for the Southern District of Texas
(the “Court”) and send a copy to the Reorganized Debtors’ attorneys pursuant to the procedures
set forth below by no later than April 30, 2026, at 4:00 p.m. (prevailing Central Time).

Where can I find out more information? To obtain more information about the Omnibus Objection,
you can contact counsel to the Reorganized Debtors listed below. These attorneys represent the
Reorganized Debtors and cannot give you legal advice. If you are seeking advice about your legal
rights, you should consult your own attorney.

How do I file a response? To respond to this objection, you will need to state in writing why you
believe the Omnibus Objection should be overruled in accordance with the Objection Procedures
(as defined below). Any such response will need to be filed with the Court. More information on
how to file documents with the Court can be found on the Court’s website at
https://www.txs.uscourts.gov or call the clerk’s office at 713-250-5500. Please do not contact:
the Court to discuss the merlts of your Claim or the objection. The Court cannot give you
legal advice.

When do I need to file my response? Your Response must be filed no later than April 30, 2026,
at 4:00 p.m. (prevailing Central Time). If you do not respond by that date, your Claim may be
disallowed and expunged without further notice to you.

IMPORTANT INFORMATION REGARDING THE OBJECTION

Grounds for the Omnibus Objection. By the Omnibus Objection, the Reorganized Debtors
are seeking to disallow and expunge your Claim(s) based on the grounds set forth in the Omnibus
Objection.

Omnibus Objection Procedures. On February 19, 2026, the Court entered an order
[Docket No. 1313] approving procedures, a copy of which are attached hereto as Appendix 2, for
filing and resolving omnibus objections to claims asserted agamst the Reorganized Debtors in the
Chapter 11 Cases (the “Objection Procedures™).

Please review the response procedures for resolving the Omnibus Objection to ensure
your response to the Omnibus Objection, if any, is timely and correctly filed.
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RESPONSE PROCEDURES FOR RESOLVING THE OMNIBUS OBJECTION

Parties Required to File a Response. If you disagree with the Omnibus Objection filed
against your Claim, you must file a-Response with the Court in accordance with the Objection
Procedures and appear at a hearing on the matter.

Response Contents. The Objection Procedures requires-that each Response must contain
the following information (at a minimum):

a caption stating the name of the Court, the name of the Reorganized Debtor(s),
the case number, and the title of the Omnibus Objection to which the
Response is directed;

a concise statement setting forth the reasons why the Court should not grant the
Omnibus Objection with respect to your Claim or Proof of Claim, including
the specific factual and legal bases upon which you rely in opposing the
Omnibus Objection; and -

the following contact information for the responding party:

the name, mailing address, telephone number, and email address of the responding claimant, or -
the name, address, telephone number, and email address of the claimant’s attorney or designated
representative to whom the Reorganized Debtors’ counsel should serve a reply to the Response,
if any; or :

the name, mailing address, telephone number, and email address of the party with authority to
reconcile, settle, or resolve the Omnibus Objection on your behalf.

Notice and Service. Your Response must be filed with the Court by April 30, 2026, at
4:00 p.m. (prevailing Central Time) unless otherwise ordered by the Court.

Failure to Respond. Failure to timely file a Response as set forth herein or to appear
at the hearing, if one is set, may result in the Court sustaining the Omnibus Objection
without further notice or hearing. Upon entry of an order sustaining an Omnibus Objection,
affected creditors will be served with such order.

Hearing. Ifa Responée is timely filed that cannot be resolved, the Court will hold an initial
hearing. The initial hearing will be non-evidentiary and used as a scheduling conference. Failure
to appear at the initial hearing may result in the summary disposition of the objection.

Discovery. If any party determines that discovery is necessary in advance of a hearing on
an Omnibus Objection, the party may serve notice on the affected Reorganized Debtor or claimant
and its counsel of record. Failure to comply with this paragraph will not preclude a party from
later seeking discovery.
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ADDITIONAL INFORMATION

Questions or Information. Copies of all pleadings filed in the Chapter 11 Cases (including
the Omnibus Objection) are available at no cost on the website maintained by the Reorganized
Debtors’.Claims and Noticing agent at https://www.veritaglobal.net/ModivCare. You may also
obtain copies of any pleadings filed in these Chapter 11 Cases for a fee via PACER at:
https://ecf.txsb.uscourts.gov.  Please do not contact the Court to discuss the merits of any
Clalm or Objection.

RESERVATION OF RIGHTS

Nothing in the Omnibus Objection or this Notice shall be deemed: (a) an implication
or admission as to the amount of, basis for, or validity of any claim against the Reorganized
Debtors; (b) a waiver or limitation of the Reorganized Debtors’ or any other party in
interest’s right to dispute the amount of, basis for, or validity of any claim; (c) a waiver of
the Reorganized Debtors’ or any other party in interest’s rights under the Bankruptcy Code
or any other applicable non-bankruptcy law; (d) a waiver of the obligation of any party in
interest to file a proof of claim; (e) an implication or admission that any particular claim is
of a type specified or defined in the Omnibus Objection, or any order granting the relief
requested by the Omnibus Objection; (f) a promise or requirement to pay any particular
claim; (g) a waiver of any claims or causes of action which may exist against any entity under
the Bankruptcy Code or any other applicable law; or (h) an admission as to the validity,
priority, enforceability, or perfection of any lien on, security interest in, or other
encumbrance on property of the Reorganized Debtors’ estates or the Reorgamzed Debtors’

property.
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Response to Eleventh Omnibus Objection Case No. 25-90309 (ARP)

United States Bankruptcy Court for the.Southern District of Texas
Timothy A. Davidson Il - Hunton Andrews Kurth LLP

Case No, 25-90309 (ARP)

Eleventh Omnibus Claim Objection

Re: Claim No. 1169-c

Jackson Parish Ambulance Service District is asking the Court to not grant the Omﬁibus Objection due to
the reasons stated below:

+ Claim No. 1169-c is a factual claim originated on date of service 4/4/2025 from Jackson Parish
Hospital. \ } '

* The transport was initiated due to a call where ER Physician requested transport due to mehtal
health emergency and the patient needed transpoit to Brentwood Hospital (PEC attached).

e The transport Certification of Ambulance Transportation, the Physician’s Certification Statement,
and other supporting documents were attached with the initial submission to Modivcare in line
with billing procedures. ‘

e Submission of claim was timely (see copy of email sent below).

From: Seth Linn <seth.linn@insishibillinecorp.com>

Sent: Thursday, August 28, 2025 11:58 AM

To: 'Support.Claims@ModivCare.com’ <Support.Claims@ModivCarg.comp
Subject: RE: Jackson Parish AMB Service - TAX 1D: 721433510 - NPI: 1124021092

Please see attached, thank you.

Thanks

Seth Linn|Follow Up Clerk
Insight Billing Corporation
318-747-9977 ext. 191 | Office
888-357-9977 ext. 191
318-747-9994 | Fax

CONFIDENTIALITV/PRIVACY NOTICE
The information contained in this comespondence is confidential and may contain Protected Health Inf tion {PHI}Individually Identifiable Health Information, which
is legally prvileged by the Health Insurance Porlability and Accountability Act (HIPAA) of 1998, as amended, regarding privacy and secusity of PHIndividually identifiable
Heatth Information, other federal lavs and applicable state laws, itis intended specifically for the recipient(s) named above. you are not the intended recipient, you are
hereby notified that reading, copying, distribuling or disclosure of fhis information is strictly prohihited and may be a violation of federal andfor state laws and
regulations. The sender has not waived any applicsble privilege by sending the accompanying information. If you received this information in eiror, please nolily the sender
immediately Dy phone at (B88)357-9977 or {318)747.9977 and destroy the accompanying paper of electronic documents,

o No response from Modivcare received on outcome of claim processing.

) 4
Thank you.
. —

Jackson P7ﬁsh Ambare Service District Billing Office

Scott Shurfey, 318-841-0222 | scott.shurley@insightbilling.com
Insight Bip ng Corporation

2640 Youree Dr, Suite 200

Shreveport, LA 71104-3662
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Date/Time:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within
Address: Rd Service Area: EMS Service Area
; .
OBH-1 ; Camplzte Prior
ansgi% to Admission

Unit Notified:

Inridant #-.

gi STATE OF LOUISIANA
! LOUISIANA DEPARTMENT OF HEALTH — OFFICE OF BEHAVIORAL HEALTH

PHYSICIAN’S EMERGENCY CERTIFICATE .
Furobsemmen,dmgncs mdmmma:ammmﬁsmhtyfmamodmbmedlsm or 28 days, for substance abusc (Title 28:52.4). See
LmnachwwdStanﬁm,ﬁﬂeZB,SecﬁmﬁmdéB ‘These directives must be fulfilled in order for this certificate to be valid,

NAMB OF EXAMINING PHYSIC g EXAMINATION DATE: EXAM!NATION
Lol e ﬁ-?l ooy eI “2

e [
ADDRESS OF EXAMINING PHYSICIAN: _g—- g " ﬂﬁd‘ 7 L ﬂ

- 2 ) NAME OF PATIENT
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1$1609 SN ADDRESS FHONE NUMBER

318 567 53¢ ¢

i
Mmll?msorSnbmoeAbuse(ISDay) Dl substance Abuse (28 Payy £ 1% £7F 2 Ot For Proective Custody Dt

& FINDINGS OF EXAMINATION
"HISTORY O OF'PRF.SM ILLNESS (REASONS FOR ADMISSION, INCLUDING BEHAVIOR, ACTS, THREATS, ETC)
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PHYSICAL GS (MEDICAL RY, CURRENT MEDICATIONS, ETC)
‘ r?z.c_:ﬂ-uf‘

; /Ayfrc/e e poreed

MENTAL CONDIHION (ORIENTATION, MOOD, THOUGHT CONTENT, AFFECT, ANY HAT LUCINATIONS OR DELUSIONS)
: S g e :
FREVIOUS PSYCHIATRIC TREATMENT | DATE OF TREATNVENT FLACE, i KNOWR

YT\

= mpmgmr = ovﬁ‘;"

IS PATIENT CURRGNTLY.:
SasucnaL  ClroMcmar mom

Imofthcopmimth&tdwabmupmm&dmmmdof } fin a tre: facility b hefshe 15
mcnlallyxl.lwmﬂ‘umgﬁ'omsuhmnmmmmatkalahem(chmkwbmwopmembmhl &2): '

imDanmtcsclf L Dasgeraustoothers 2] Gmvely disabled
2. {3 Unwilting =3 Unablctoscd(wkmmyadmsinn Y =20
FIGNATURE OF EXAMINING /?N LA MEDICAL TICENSE RUMBER TESIGNED | TIME SIGNED
012413 /%
Fr

Completion _mﬁ certifiaté shall constitule legal suthority to transport patient to the following fmciity:
1.

2

15:20:38

2. .
Tobe msuf:}my Relationship mnaﬁem;
ORIGINAL TO HOSPITAL ~ ONBCOPY TO EXAMINING PHYSICIAN
04/04/2025 Patient Name: Caldwell, Johnny Date Printed: 04/11/2025 08:25
2n25n4nanna rall # 2n75n4nanna

-

Dmmna 414 AF D
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Incident Street 165 Beech Springs
Address: Rd

Dispatch 15:20:38
Date/Time:

Incident City: Johesboro Patient Resides in Resident Within
i} __ Service Area: EMS Service Area

Unit'Notified: ' 04/04/2025
~ 15:20:38

Incidant # 20750404NNQ

Loulsiana’s MEDICATD PROGRAM
Certification of Need for Psychistrlc Hospitalization

CALDWELL, JOHNNY

DOB: 17133011 "
DOS. osoinor i M T AL SS#_ -

5 FIN: };(}8&153,’?‘lm o DOA:__I____)__'*_ T
LR TR T ‘ : '
’I‘ypeofCare; - | (sw;rmnim~

DSM Ii ~R Axis I Diaguosis aud ICD-9 Cod: » '
Primary Reason fo;Admh;im: XL,/"J fA:’/-K—:_
A&mission .

Patient’s
Facility;

acmibal

LI

MRN: 609151
—

o

a

Patient is currontly Medicaid ligible — 13-digit Medicaid ID #:

Patient is applying for Medicsid for Medicaid - Application Date: /[

[~

0 Pmergency admission gVote: Sepporiog documentation mart bo eilached)

0 Court-ordered Sdmission (NOTE: Tirss admissions are sbjec o the Hatod sfieri ty quality for Modionid
reimbumament)

The patient named above requires care in & tnental facility fprogram. The following

Tequirements are met : .

1. Ambulatory care resource avedlable in the community have been tied or are currently
insdequate to moet the trewment needs of this patient (ke ayslistiliy or ack of eutpaticut raourees
tnnota detemnining factar for Medioad reimburpemeaty; 80d. . R

2. Proper treutment of this patient’s psychistric condition requires services on'an in-patient
‘besis undes the direction of a psychiatrist or a physician under the supervision of &
peychiatrist; and :

3, ‘The services can be expected to improve this patient’s condition within 8 reasonable
‘petiod of time or prevent further yegression ta the extent that services will no longer be
nesded. .

. Independent Team
ot Assoclated with A ‘Hospital~ 1 Medicald Certified)

-

pate /205 18
o N _—;/";_,"‘j Try (oxme &

Date_ /I ) T W e . Gigpoire)

_{nmme & eredentiale)

P

Admi¢ting Hospitat Interdlsclpinery Team
fHog gﬁ'&mmmgx

Date /[ ’ ' frigrater)
) i s &
Date [ [/ ) - ol
: (namo & credeatiab)

Zoertial,

Date [ [ -

(os & cvedentials)

(Ca':iiﬂcak?gabydsgp;,w,..“ be made enrlloy thon five (5) duy prine & admiselon, A minkmum of two signatures
+ P "+

R W0

Patient Name: Caldwell, Johnny' : Date Printed: 04/1 1,/2025 08:25

all #- 2n2K0ANANNQ

Damn 10 ~AFD
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ModivCare

HEALTH INSURANCE CLAIM FORM Z?:ggg‘; Ave NW
APPROVED BY NATIOHAL UNIFORNM CLAI COMMITTEE (NUCGC) 0242

) ’ Norton, VA 24273
| 71 |picA ! PICA [T
1. MEDICARE MEDICAID TRICARE CHAMPVA GRCUP SECA_ NG OTHER| fa. INSURER'S 1.D. NUMBE {Fotr Program in ilem 1}
[_—‘/m-o ared) E(r‘ed.(:a.‘!i‘ D (:".famberlD,ﬁ.‘)D ,HE.:')LTH FLA'\Dﬁz’B};}LU‘ 1':][10;7‘_: 0754920174 350

2. PATIENT'S NAME {Lasi Nams, Fliist Name, Midale Iniifat) 3.PA ’\F"S F‘IRTH DAT: SEX 4. INSURED'S NAME {Last Name, First Name, Middlz Intial}
Caldwell Johnny ; 12: 13 .2011 « % [ | | Caldwell Johnny
5. PATIENT'S ADDRESS {No., Sireet) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURELD'S ADDRESS (No., Sireed)
10692 Clay AnSIey HWy geggm s;.oaseD Chiid[:] QgherD 10692 Clay AnSley Hwy
CITY STATE | & RESERVED FOR NUCC USE CiTY STATE
Ruston LA Ruston LA
27?]%"?6 TELEPHONE {Includs Ares Code) 2ir CODE TELEPHONE {inciude Area Code)

» () 71270 (318 ) -557-5364

Q. GTHER INSIURED'S NAME [Lzs! Name, Firs! Nams, Middie Initial}

SECOND

&, OTHER INSURED'S PCLICY OR GRCGUP NUMBER

4

4

b. RESERVED FOR NUCC USE

o

¢. RESERVED FOR NUCC USE

10. 1S PATIENT'S CONDITION RELATED TO:

FPLOYMENT? {Currant or Previous)

AUTO ACCIDENT?

¢. CTHER ACCIDENT?

11, INSURED'S POLICY GROUP OR FECA NIMEER

[z}
T
x

i

. INSURED'S DATE OF BIRTH

ves  [XJno 12! 13 | 2011

il

N

B.

PLAGE {State) | b GTHER CLAIM ID {Designated by NUGC)
I
[Kvo | i

; YES

a

. INSURANCE PLAN NAME OR PROGRAM NAME
[ ves NO

. INSURANCE PLAN NAME OR PROGRA

16d. C

LaIM CODES {Dasignated by NUCC) S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES 13 NC

iIf yes, complete items 2, 8z, and 2¢.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,

13. INSURED'S OR AUTHORIZED PERSCN'S 8IG

\ATURE | authorize

e | CARRIER -

PATIENT AND INSURED INFORMATION

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any madicel or olher information necessary payment of medical benefits to the undersigned physicien or suppliar for
‘o process this claim, | ales request peyment of government beneliis either to myesll of 1o tha party who accapls assignment se s described below,
below,
Signature on File 04 04 2025 Signature on File v
.1 SIGNED DATE SIGNED
2 ~:.‘D'nT|: OF CURHEM’ ILLNESS, INJURY, of PREGNANCY (LHP} |15. OTHER DATE . ) 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
7y an o MM DD ;oYY WAL DD LYY Wbl DO, YY
041 ! 0 ! 25 QUAL. } 431 \JH,L.{ ! ; FROM ! ! TG ! i
17. NAME OF REFERR‘I\G PROVIDER OR GTHER SOURCE i7a. 18, HOSPTALIZATION DATESYRELA*ED TO CYRRENT SERVICES
[ - Bl ks R e Rttt bbbl | i Md DD
: 178, NP} FROM ! ! T© { :
15. ADDITIONAL CLAIM INFORMATION [Designated by NUCC) 26. QUTSIDE LAB? $ CHARGES
ves  [X]no | !
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relale A-L {0 S6rvice fing o1 i | 0 22, RESUBMISSION '
iCDnd. | ) CODE ORIGINAL REF, N,
A R4S6 o (R45851 c\LI43 o. |
. ) 23, PRIGR AUTHORIZATION NUMBE
e F N o R AUTHORIZATIGN NUMBER
et | 4 Kl [
~i24 A DATE(S) OF SERVICE g. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F G, ; d. o
From T {Expiain Unususl Gireumstances) SIAGNOSIS DAYS 12, RENDERING &)
Md DD YY MM DD YY CPT/HCPCS ! MODIFIER POINTER $ CHARGES UNTS § FEn | QuaL PROVIDER IO, # :
. ZZ 341600000X =
: i ! § | i ! ¢ s D P ittt ©
04 :04 125 04 04:25: 41 I A0428 | HH ! ! ! AB | 100000 ;1 NP) 1124021092 S
P ] ' ZZ 341600000X | =
ol 3 1 3 ] H i _ ‘= ] i i : H H H N ' D -
04104 25| o4 04125/ 41] |moa2s fwn! 1 ' | ABl 197500179 | |sm 1124021002 |
3 ~ 2
i i ! | | H 1 H H ] i § { H T B Iy
P I L | i ! } ’ | i P R &
4 7]
A i | | , S e
N N N N N N I T N ' I B R S
| : >
5 i | ' i i ; ) ! 1 i i ' } } beooe - ———‘———~%
| : i i ! i i , i ! l ! ! i J i i NPt &
@
= ’ g
i i i i 1 i . s Rl B o~
S R | ] L | :
25, FEDERAL TAX 1.D. NUMBER S8N Em 26, PATIENT'S ACGOUNT NO. 27. ACCERT ASSIGNMENT? | 26. TOTAL CHARGE 2. AMOUNT PAID 96, Rsvd for NUCC Use
sad \ X
72-1433510 [ ] | 025-20250404009:1 K Jves [ ue 5 297500 | s G0 ]
31, SIGNATURE OF PHYSICIAN OR SUPPLEE 33, SERVICE EACILITY LOCATION wro MATIO) 33, BiLLING PROVIDER INFO & PH #
INCLUDING DEGREES OR GREDENTIALS FACKEOR PATISh 68d Hospital 5 ( 888 ) 357 9977
{l certify thal the statements : 165 Beech Springs Rd 1005 nghland Ave Jackson Parish Amb Service Dist
apply 1o this bifl nd 2re made & Jjonesboro, LA71251  Shreveport, LA 71101 115 Watts St Jonesboro, LA 71251
Aaron Johnson 8/28/2025 |3:23:44 PM 4:50:22 PM -
SIGNED DATE & b 2. 1124021092 - Z7341600000X v

NUCC Instruction Manual available at: www.nucc.org

MB-CDIW-147PA.

PLEASE PRINTOR TYPE CR061657 APPROVED OMB-0938-1197 FORM 1500 {02-12}
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Medicaid Eligi‘bility Verification System PRIHT

IMPORTANT: DO NOT use the "BACK” browser button - please use the navigation mentl.
u Note; For Technical Support, Please Contact 1-877-598-8753

Note: For Eligibility Information Support, Please Contact (800) 473-2783 or (225} 924-5040
Nate: The date field formats have changed - enter date in MM/DD/YYYY format

NOTE: CMS REGULATIONS LIMIT PROVIDING RECIPIENT ELIGIBILITY OLDER THAN THE MOST
CURRENT 12 MONTHS.

B

Search Criterta
Search . Recipient ID and Recipient 0754920174350 Date of 12/13/2011  Plan 04/04/2025

Type DOB o Birth Date
Subscriber Information : Provider Information-
Palicy Halder CALDWELL , JOHNNY Hil Provider JACKSON PARISH AMBULANCESERV
Name NPI 1124021092
Subscriber ID 0754920174350 Submitter ID 3182592831
Date of Birth  12/13/2011
Sex’ Male
Address 10692 CLAY ANSLEY HWY
RUSTON LA 71270-8258

For name or address discrepancies, recipients must catl LA Medicaid-Eligiblity Hotline 1-877-252-2447,

; Fordates of service from 01/01/2023 through 10/27/2023, if the Managed Care Coordinator listed for
the Plan Coverage is Humana Health Benefit Plan, all pham\acy POS transaction should be processed
as FFS using the Medicaid Redpient ID or CCN and BiN: 610514, PCN: LOUIPROD and Group:

H UMANA

For dates of service onlafter 12/1/2015, if there is no Managed Care Coordinator listed for the Plan Coverage
Description (Medical Care or Specialized Behavioral Health Cate or Dental Care), claims should be sent to
Gainwell Technalogies.

Health Benefit Plan Coverage

Benefit gir(;gce Ty‘m ’ !E,Sp":ance Plan Coverage Description
Active Caverage Health Benefit Plan Medicaid Efigible for Medicaid on Plan Date,
Coverage Plan Begin Date 04/01/2023
Deductible Heaith Benefit Plan Medicaid Health Plan Base Deductible is $0 for In Plan Netwotk and Out of
Caverage Plan Network.
. Benefit Health Benefit Plan Medicaid Recipient is EPSDT Eligible.
Description Coverage
Benefit HealtirBenefit Plan Medicaid PREFERRED LANGUAGE: ENGLISH
Description Caverage
Managed Care Medical Care Medicaid BAYOU HEALTH PLAN
Coordinator Benefit Begin 01/01/2025
PHARMACY PBM IS Prime Therapeutics, LLC
Managed Care UNITED HEALTHCARE OF LOUISIAN
Organization .
Telephone (866) 675-1607
Managed Care  Speciafized Medicaid BAYOU HEALTH PLAN
Coordinator Behavioral Health Benefit Begin 01/01/2025
Care ’ PHARMACY PBM IS Prime Therapeutics, L1.C
Payer UNITED HEALTHCARE OF LOUISIAN
Telephone (8686) 675-1607
Managed Care Denlal Care Medicaid DENTAL BENEFITS PLAN MANAGER
Coordinator Benefit Begin - 01/01/2025
Payer i DENTAQUEST USA INSURANCECO |
Telephone (800} 417-7140
URL hitps://PROVIDERACCESS.DENTAQUEST.COM
B - Active Coverage Medicaid Efigible for Medicaid on Pian Date.
3 Co-Insurance Medicaid MEDICAID - Benefit Co-Insurance is 0% for In Plan Network and
Out of Plan Network
Co-Payment Medicaid MEDICAID - Benefit Co-Pay is $0 for in Plan Network and Cut of
’ ’ - Ptan Network

Please Note: Individual coverage level applies to all benefits,

Request Reference Number 112402108220250828112953 Response Reference Number 202508280129378
Transaction run on 08/28/2025 at 11:29:53 CT by LAMedicaid - Louisiana Medicaid



ncdest Nomber: ZEEEG4BNO5% 00309 Documenf“iswgamF|FéH"ﬁH°k‘§B on 05/01/26 E%fd‘é,,"in‘ttﬁ i i

Date/Time;
Incident Street 165 Beech Sprlngs Incident City: Jonesboro : Patient Resides in Resident Within
Address: Rd ) Service Area: EMS Service Area _ _
Jackson Parish Ambulance -
Service District
) 115 Watts Street )
. . Tt boro; LA71251
PCR Prehospital Care Report “‘,’:;mgfg)" oy

Name: Caldwell, Johnny Age: 13 Years ~ " D.OB. 12/13/2011
Address: 10692 Clay Ansley Hwy. . Gender' Ma[e L Race: Black or
City of Ruston, LA 71270 ~ African
) . : American
Weight 75lbs '
34 kg
Patient Phone Numbers .
Patient’s Phone Number . . Type

- (318) 557-5364 ' ‘ ’ Mobile

Name: Flanagan, Patricia ’ Relationship: Mother
Address: 10692 Clay Ansley Hwy.
City of Ruston, LA 71270
. , Closest Relative
Phone Number : : Type

(318) 557-5364 _ o Mabile

Primary Impression: Behavioral - Violent

Patient Complaints

~ Other Patient Depression
Conditions That

Apply:

Narrative: This call was received from JPH ER, requesting us to respond to their Facility for a signal 43 to Brentwood hospital. We arrived
at the triage room to find a 13 y/o, CAO x 4, b/m sitting on an exam table with his mother. Patient had been brought to the ER
by law enforcement after creating a dlsturbance at school. Patient had verbalized that he wanted to die and also threatened to
attack a teacher with a chair, Patient has a history of ADHD and depression. Patient has been placed under a PEC by Dr. HilL. We
assisted the patient onto our stretcher, secured him with straps and moved him to sur unit. Initial v/s: P-88 RR-16 B/P 127/85
SPO2 99% RA. Patient-was monitored throughout transport and no status changes were noted, PTA @ BH, patient report was
given via cell phone to Kartandra. V/S upon arrival @ BH: P-80 RR-16-B/P 122/75 SPO2 100% RA. We assisted him off of our
stretcher and escorted him to the intake section. Patient care, along with-the JPH transfer paperwork, was turned over ta.
Karlandra Barfield without incident.

ALS Ass’éssment Yes
Perfarmed :

Patient-Medications

Medication - Doasage Route
Clonidine
Cyproheptadine
Hydroxyzine
Other Past Medical Medical History Health Care Personnel

History: Obtained From:

Medication Allergies

Umt Notified: 04/04/2025 Patient Name: Caldwell, Johnny ' ' Date Printed: 04/11/2025 08:25
15:20:38 )

Incidant #: 20750404000 { ) al # 2n25nN4N4ANNT Danna 4 ~FD



Incident Number ‘éi‘a“é%‘“z?s 90309 Documenf’igﬁ§a‘“filfé[8‘"ﬁlf"f5’\‘§8 on 05/01/26 PESeEsL & Opiga/2025

Incident Street 165 Beech Springs

Address: R4
Medication Allergies

Incident City: Jonesboro

" patient Resides in Resident within
Service Area: “EMS Service Area

-
v

DateIT'me.

No Xnown Drug Allergy

Medical History: ADHD; Depression

Practitioner's Name

- Pregnancy:

' Patient Practitioners

, Unknown

Time

04/04/2025 15:25:16

04/04/2025 15:25:16 o
‘Detailed Findings’
Location Description Details
Skin ‘Normal .
: Capillary Nail Bed Refill less
than 2'seconds
Dry
Warm
~Mental Status Normat Base‘linefor Patient
Oriented-Event
Oriented-Person
Oriented-Place
Oriented-Time
- | Neurological . Normal Baseline for Patlenl:
- Gait-Normal
Speech Normal
Strength-Narmal
Eye
Bilateral: ‘Reactive
PERRL
4 lefr Reactive -
- | Rights’ Reactive
| Shoulder /
ChestILdngs Normal
- - Breath Sounds-Equal -
* Breath Sounds-Normal- Left .
Breath Sounds-Normal-
Right N
'Abdemen
Hip
Upper Leg
-. | Knee
Lower Leg
Ankle

Unit Notified: 04/04/2025
15:20:38

Inridant . 2 :nmmno

Patient Name: Caldwell, Johnny

‘Date Printed: 04/11/2025 08:25

eall # 2a25n404nna Bomn @ nén



Incident Number: 5040
ase

Incident Streat 165 Beech Springs

Address: Rd

Incident City: Jonesboro

Patient Resides in Resident Within
Service Area: EMS Service Area

"% 90309 DocumenfTEBS K3 d‘”e‘hﬁ‘@’s on 05/01/26 &

ety o

Date/Time:

Foot

Upper Arm

Elbow

Forearm

Wrist

Hand

Back/Spine

Normal Findings

Head; Face; Eye (Bilateral); Netk; Shoulder (Shoulder-Left, Shoulder-Right); Heart;
Abdomen ( Generalized, Left Lower Quadrant, Left Upper Quadrant, Perfumbilical, Right Lower Quadrant, Right Upper Quadrant, Epigastric)

Pelvis; Hip (Hip-Left, Hip-Right); Upper Leg ( Leg-Upper-Left, Leg-UpperRight); Knee {Knee-Left, Knee-Right);
Lower Leq ( Leg-Lower-l eft, Leg-Lower-Right); Ankle { Ankle-Left, Ankle-Right }; .
Foot { Foot-Dorsal-Left, Foct-Dorsal-Right, Foot-Plantar-Left, Foot-Plantar-Right, Toe-1st (Big)-Left, Toe-1st (Big)-Right, Toe-2nd-Left, Toe-
2nd-Right, Toe-3rd-Left, Toe—3rd-nght Toe-4th-Left, Toe-4th- nght, Toe-5th (Smallest)-Left, Toe-5th (Smallest})-Right ) ;

Upper Arm (Ann—Upper—Left Arm-Upper-Right); Elbow ( Elbow-Left, Elbow-Right); Forearm ( Forearm-Left, Forearm-Right ) ;

Wrist { Wrisk-Left, Wrist-Right ) ;
Hand ( Finger-2nd (Index)-Left, Finger-2nd (Index)-Right, Finger-3rd (Middle)-Left, Finger-3rd (Middle)-Right, Finger-4th (Ring)-Left, Finger-
4th (Ring)-Right, Finger-5th (Smallest)-Left, Finger-Sth {Smallest)-Right, Hand-Dorsal-Left, Hand-Dorsal-Right, Hand-Palm-Left, Hand-Palm- -
Right, Thumb-Left, Thumb-Right } ;

Back/Spine ( Back-General, Cervical-Left, Cervica Mtdlme, Cervical- nght Lumbar—Left, Lumbar-Midline, Lumbar-Right, Sacral-Left, Sacral-
Midline, Sacral-Right, Thoradic-Left, Thoracnc Midline, Thoracic-Right ) ;

Not Done

Alcohol/Drug Use:

Primary Symptom:
Other Associated

Symptoms:.

Possible Injury:

‘None Reported

Behavior - Suicidal ideations

No

Vitals -

Time BP . Limb Pulse Rhythm Resp Effort Sp0O2 Qual C€CO2 GCS Pain  StrokeScale ~PTA  RTS Pt. Position
04/04/2025 15:30:29 12785 80 Regular 16 _ Normal 99 15 No 12 K
04/04/2025 15:50:16 118/74 76 Reqular 16 Normal 100 15 No 12
04/04/2025 16:10:24 119 /82 84 Reqular 16 Normal 100" 15 No 12 .
04/04/2025 16:30:37 118 /71 72 ‘Regular 16 Normal 100 15 No 12
04/04/2025 16:51:04 122/75 80 Regular 16 Normal 100 15 No 12

A GCS

Unit Notified: 04/04/2025
15:20:38

Incidant #- 2N2804NANNG

Patient Name: Caldwell, Johnny

Date Printed: 04/11/2025 08225

ratl % 2n2Cnananna Denn 3 ~FD



Incident Number: 20250404009 Patient Name: Caldwell, Johnn

Case 25- 90309 Document 1509 Filed in TXSyB on 05/01/26

Incident Street 165 Beech Springs

Unit Notified by 04/04/2025
Paq’eb%rwyf 0:38 : .

Incident City: Jonesboro Patient Resides in Resident Within

Address: Rd Service Area: EMS Service Area

Time Eye Motor Verbal Score Qualifier

04/04/2025 Opens Eyes Obeys commands (>2Years); Oriented {>2 Years); Smiles, Initial GCS has legitimate values without

15:30:29 spontaneously (All Appropriate response to oriented to sounds, Follows interventions such as intubation and
Age Groups) stimulation objects, interacts _sedation

04/04/2025 Opens Eyes Obeys commands (>2Years); Oriented (>2 Years); Smiles, Initial GCS has legitimate values without

15:50:16 spontaneously (All Appropriate response to oriented to sounds, follows interventions such as intubation and
Age Groups) stimulation ohjects, interacts sedation

04/04/2025 Opens Eyes Obeys commands (>2Years); Oriented {>2 Years); Smiles, Initial GCS has legitimate values without

16:10:24 spontaneously (All Appropriate response to oriented to sounds, Follows interventions such as intubation and
Age Groups} stimulation objects, interacts sadation

04/04/2025 Opens Eyes Obeys commands (>2Years);  Oriented (>2 Years); Smiles, Initial GCS has legitimate values without

16:30:37 spontaneously (All Appropriate response to oriented to sounds, Follows interventions such as intubation and
Age Groups) stimulation objects, interacts sedation

04/04/2025 Opens Eyes Obeys commands (>2Years); Oriented (>2 Years); Smiles; Initial GCS has legitimate values without

16:51:04 spontaneously (All Apprapriate response to oriented to sounds, Fotlows interventions such as intubation and
Age Groups) stimulation objects, interacts sedation

ﬁiéposition: Patient Treated, Transported by this EMS Unit

Call Type: Psychiatric Problem/Abnormal Behavior/Suicide
Attempt

Resp. Mode: Non—Emergent Transport Mode: Non-Emergent

Urgency: Non-lmmediate Destination: Brentwood Hospital
1006 Highland Ave

o~ City of Shreveport, LA 71101

Response: Interfacility Transport Dest. Determ.: Patient’s Physician's Choice

Location: Health Facility - Hospital

Incident Facility or Jackson Parish Hospital

. Response Delay: None/No Delay
Location Name:

Incident Address: 165 Beech Springs Rd Transport Delay: None/No Delay

Jonesboro, LA71251

Zone Number: 1 Receiving Physician / Katherine Smith

Accepting MD:

Transferring Lawrence Hilt
Physician / Referring .
MD:

Patient's Position in Fowlers (Semi-Upright Sitting)
Transport:

Patient Belongings At Destination with Staff (includes Aeromed.
Left With: staff)

Incident Number: 2025040400

PSAP: Not
Applicable ) 9
‘ _ ' Call Sign: T-2 Yo Dest: 79.0
Unit Disp: 04/04/2025 Veh. #: T2
15:20:38 )
Enroute: 04/04,/2025
. 15:22:28
At Scene: 04/04/2025 On-Scene Odometer 0
15:23:44 Reading of
Responding Vehicle:
At Patient: 04/04/2025 ) - Dest. Odom: 79
15:24:44 '
Depart: 04/04/2025
15:33:21
Arrive Dest.: 04/04/2025
16:50:22

Patient Arrived at ,04/04/2025
Destination 16:50:22

Unit Notified: 04/04/2025
15:20:38

Inridank # I02KN4nanng

Patient Name: Caldwell, Johnny Date Printed: 04/11/2025 08:25

alld# 2025n4ananng Drcen A n€9



. ' . \ ‘ it NotiEied b .
Incident Nomber: 202304¥%95.00309  DocumenfdBBY"EifdE T FX¥B on 05/01/26  PEGShEF Bl - .

Date/Time:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within
Address: Rd Service Area: EMS Service Area
Date/Time:

Destination Patient 04/04/2025
Transfer of Care 16:55:04
Date/Time:

In Service: 04/04/2025
16:57:02

Crew Member Level of Certification Rale
Hines, Kaitlyn’ EMT-Basic Driver/Pilot-Response ; Driver/Pilot-Transport ; Other Patient Caregiver-At Scene
Burns, Timothy EMT-Paramedic Primary.Patienkt Caregiver-At Scene ; Primary Patient Caregiver-Transport

Payment: Medicaid . Billing Notes: JPH Contract

Company Name -Campany City Company State Insurance Policy # Relationship

United Healthcare 0754920174350

Type of Parson Signing: EMS Crew-Member Completing Report

Signature Reason: Crewmember Signature k

Paragraph Text: | was the primary care provider for this incident.

-Status; Signed

Signature Graphic:

Printed Name: Timothy Burns

Signature Date: 04/04/2025 15:21:37

Type of Person Signing: Patienk Representative
Type OF Patient Representative: Mother )
Signature Reason: HIPAA ackmowledgement/Release; Release For Billing; Patient/Medicat Necessity Unable to Sign

Paragraph Text: - .

Billing Authorization/Privacy Practices Acknowledgement: | request that payment of authorized Medicare, Medicaid, or any other insurance benefits
be made on my behalf to Jackson Parish Ambulance Service District(JPASD) for any services provided to me-by JPASD now, in the past, orin the
future. { understand that | am Financially responsible for the services and supplies provided to me by JPASD, regardless of my insurance coverage, and
in some casas, may be responsible for an amount in-addition to that which was paid by my insurance. 1 agree to immediately remit to JPASD and
payments that | recejve directly from insurance ar any source whatsoever for the services provided to me-and | assign all right tw such payments ta
JPASD. | authorize- JPASD to appeal payment denials or other adverse decisions on my behalf without further authorization. | authorize and direct any,
holder of medical information other relevant documentation about me to release such information to JPASD and its billing agents, the Centers for
Medicare and Medicaid Services, and/for and other payers or insures, and their respective agents or contractors, as may be necessary to determine
these or otherbenefits payable for any services provided to me by JPASD, now, in the past, or in the future, A copy of this form is as valid as an
original. Also acknowledge that | have received JPASD's Notice of Privacy Practice.

Status: Signed

Signature Graphic:

Unit Notified: 04/04/2025 Patient Name: Caldwell, Johnny Date Printed: 04/11/2025 08:25
15:20:38

incidanF # 212 gnanmna . . xH# In2enananng Drmn K ~F2
v



Incdent Number: 2889500309 Document BB EiSEA RSB on 05/01/26 ﬂ'é{tg“e"é'il'gl&& boss~ -
. Date/Time:

Incident Street 165 Beech Springs incident City: Jonesbora Patient Resides in Resident Within
Address: Rd Service Area: EMS Service Area

Printed Name: Patricia Flanagan

Signature Date: 04/04/2025 15:26:50

Type of Person Signing: Patient
Signature Reason: HIPAA acknowledgement/Release; Release for Billing

Paragraph Text: ’ : .

Billing Authorization/Privacy Practices Acknowledgement: i request that payment of authorized Medicare, Medicaid, or any other insurance benefits
be made on my behalF to Jackson Parish Ambulance Service District{JPASD) for any services provided to me by JPASD now, in the past, or in the
future. | understand that | am financially responsible for the services and supplies provided to me by JPASD, regardless of my insurance coverage, and
in some cases, may be responsible for an amount in addition to that which was paid by my insurance. | agree to immediately remit to JPASD and
payments that i receive directly from.insurance or any source whatsoever for the services provided to me and | assign all right to such payments to
JPASD. | authorize JPASD to appeal payment denials or other adverse decisions on my behalf without further authorization. | authorize and direct any’
holder of medical Information other relevant documentation about me to release such information to JPASD and its billing agents, the Centers for
Medicare and Medicaid Services, and/or and other payers or insures, and their respective agents or contractors, as may be necessary to determine
these or other benefits payable for any services provided to me by JPASD, now, in the past, or in the future. A copy of this form is as valid as an
original. Also acknowledge that | have received JPASD's Notice of Privacy Practice.

Status: Not Signed - Minor/Child

Signature Graphic

Printed Name: Johnny Caldwell
Signature Date: 04/04/2025 15:27:34

Type of Person Signing: Healthcare Provider
Signature Reason: Transfer of Patient Care; Patient Belongings (Reéeipt); Medical Necessity

Paragraph Text: ’ o
| acknowledge that the patient documented on this Patient Care Report (PCR) has been transferred to my care.

‘Status: Signed
Signature Graphic.
; )
j Wy [
Y 7 —
. 7 =2 :
| f/// ——
Printed Name: Karlandra Barfield v

Signature Dakté: 04/04/2025 16:55:00

Type of Person Signing: EMS Crew Member (Other)

Signature Reason: Crewmember Signature

Unit Notified: 04/04/2025 Patient Name: ' Caldwell, Johnny Date Printed: 04/11/2025 08:25
15:20:38 .

tnridant # 2075n4NANNG call #  2n95nANANNG Dnmn & ~F7



Unit Notlrled by 04/04/2025

Incident Number: 20250404009 Patient Name: Caldwell, Johnn
Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 PagDe SDisah 42030 : .
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within

Address: Rd Service Area: EMS Service Area

Paragraph Text: | was the secondary provider onthis incident.

Status: Signed

Skgnature Graphic:

Printed Name: Kaitlyn Hines

Signature Date: 04/04/2025 16:56:58

Date Printed: 04/11/2025 08:25

Unit Notified: 04/04/2025 Patient Name: Caldwell, Johnny
15:20:38

InFidant #- 2072Knananna

rall #- 20780404000 Drrn 7 82



Incident Number: 20250404009 ‘Patient Nameé: Caldwell, Johnny Unit Notified by 04/04/2025

Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Paq_)a e/;'gf 42038 .

Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in .Resident Within
Address: Rd ) Service Area: EMS Service Area

File Name: j. caldwell 4-4-25 105
Modified By: Michelle Bartlett
Modified On: D4/1 0/2025 16:49; 36

CERTIFICATION OF AMBULANGE TRANSPORTATION

SECTIONI— GéNERAL INFORMATION

~ ~——
Patlent’s Last Namo: Qi_)_‘_gj_l_dﬂ\_.,__,m?auem‘s Flest Name: 3. 0\‘“‘"‘;\) M Gender: dfale O Female
Date of Birth (MMDDYYYYE! % 112 /W Medicaret: wmedicaias AU 201FHS50___

Transport Date {if form will ba used for a singta transporf) : 0” ! mRound Trip: OYes
|
1

Date Range (if applicable) Start date; I { _ Enddate: { i

1180 days from start date (Maximum 180 days from start dale - LA Medicaid ONLY)
Transpon from: 01 Home, or__Jackson Parish Hospital 165 Beech Springs Road Jonesboro, La 71251

Transport To: ‘ Sre e awo ) “Mﬁ f’\"h { yﬁml“ ENL%V\VEVE}P‘QV“\\ upt al(t]]
- b .
i

SECTION Il - SIGNATURE OF PHYSICIAN OR OTHER AUTHORIZED HEALTHCARE PROFESSIONAL

Gal Physician/Practitionar infermation:
Facllily Jackson Parish Hospital Address: 165 Beech Springs Road
Gity; _Jonesboro . State: 13 Zip Coda:__ 71251 ,

. Tetephone number (and extension if app!icablé): 318-259-4321 Extension;

I cortlfy  that the information contalned in this document represents an accurata assessinent of the patient's medical
E ) condition on the data(s) of sarvice.

X ) - b Jo e

. Stgiatura of Physiclan o Atufharized Healtheare Profassionat "Data Signed
: 5 y
Sleven Lo N 1093793408
Printed Name of Physiclan or Autholized Haalthcaro Professional NPl or License Number

T FPhyslclan A Physidan Assistant .0 Nuese Practitfoner
X Registered Nursa (RN) 0 Clinlcal Nurse Speclallst (CNS)

Please complete page 2

| .
’ Revision Date: 10.01.2024 Paga] 1

- Unit Notified: 04/04/2025 ‘ " Patient Name: Caldwell, Johnny Date Printed: 04/11/2025 08:25
15:20:38 .

" tncident #. SN2LNANANNG Call dte 202ENANAONG D~ 0 ~F2



Incident Number: 202306895 90309 Documenfﬁ%@“‘ﬁf@l&‘”ﬁ"l ¥%YB on 05/01/26 [ (o: b e Bl AL

Date/Time:

Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within

Address: Rd

_ Service Area: EMS Service Area

DEPARTMENTOF
HEALTH CERTIFICATION OF AMBULANCE TRANSPORTATION

il SR CALDWELL
JOHNNY
) .. DOB: 1213/2011% " t
Pattent's Mames_ : BB: Lrtaaol) iy M 1 15 2ol

FIN: 10861

‘Modlearet_____ E AT, ’-ﬂ‘mﬂwc ) medtcatad FFOUA 201 HZ50
—

§ i |]| R m ECESSITY QUESTIONNAIRE

Unit Natified: 04/04/2025 Patient Name: Caldwell, Johnny
15:20:38

Ainbl tetton I madlend; Y endy if othes means of recdk urlwm!dbepulmvaﬂyhannﬁntomepaﬂem.
Tomest this mqulremenl. the pa&mx fmustbs ellher‘hed coafined” o the pallent’ scond‘ tioq Is such Vet other methods of Imnsporfation
lent's conditlon, not the disgnosls malmakestheusedanynﬂurmeﬂnddwuspmaﬂm

contraindicated, Heasa answer Hn questions bclnw o deaaiuo U reason {physical andformental) thatmakes non-emergsncy emintance
on this form must bo matntained fa the patienfs Fnedica record.

The followlng qi : " shallbe d quhaaﬂhcam profossloral whose sinnature Is in Section il of this form to
batants q "

ity for port, and forthis fornt ta ba valld,
1) Isthls pationt “bed confined” as defined belaw? 0Yes Yo
To b6 "bed confined” the patlant must satlsfy g__Ib_ e of thix followlnyg ctiteriz
-{a) nabla fo gel up from bed Without asslstanoe. AND (b) #nabls o ambulate; AND (¢} unable ta sit In a chairor.wheelchair.
2} Other means or transportation are contralndicated b itwould be harmiitl {o the palrenl's condition. Even it no other means of
transportati ilable, ambulatica trips must be medicolly y el ot fos JYes oo
R (=) {physleal andfor meptal) that aon ground t by ambuyt s required, Bupparting decumentation for
any checkad Hem must bs malntalnad s the patient's wdlcal recond, Gheclt all that a p!r.

0 Unalde te mailaih erect lifing positlon In & chaly for l!me nocdad b i, dus b > nek and docondiianing

8 Spinal Card injury - Paralysis | Q Postyral tnstabiidy

O GVAwith saqueloo OaieeMoICVA)mnl Wmubimvmdmﬂnbedaxu’munmﬁ

©Hemipamsis 4 Progressive demyelinaling disesse

@ Harlplagia aModents 1o sovera pain o mavemnant

Q Uaadle fo lranslor independanty o 1 Cluoni wounds requiting immobitzation

o Risk of falling out of whoolchalr whilla s rection fnof refatad fo abesity) 1 Spacial fandilng sonoute - Isofation

©3 Non-sbalght Boating Condlion '  Complatoly kmmnbie

& Unabla fo £it ih ehetror wheelchale dun o Grads i or greator desubilns ulers on buttocks

O Requiras extensive/Ioll civo for ADLS 0 DV roguies elavalion of lower y

0 Non-healed fadires requitag anbalanca o Mosbld ebesllyrequires addifiomal parsanmelequipment to handle
o Oonlradmas {hal impaly mobility end resull In bed confinement 0 Third pardy citendant roquited o regulate or adjust oxygon entouty
0 incapacialing Ostocarhrity ) nNmudekbnsmxﬁdsreqnhdmnﬁmuuspmt

1 Orthopedis devico required I transkt B Condl A quited anrsute

O Amputations o A - g 1equied

s dorweaknese/pagsls and decondifned atata prechudes ahy significant physical actiy

o Canfusad, ive, loth - MMWbsdtuolhm

 Restealnls (physical orctiomical) antidpuled erussd duding transport, o fo provant felfng ) A ]
V{Teopm— I 25 WO T N S N

Othes, = oy (u‘-'—vs_-\\-\’e. IR " (e
T * ' e b - oA

Revision Date: 10.01.2024 Page |2

Inridant #+ IN25Nn4NANOG

Date Printed: 04/11/2025 08:25

il 8- 207504040040

D N ~AF2



Case 25:98809n Dresrrent1609eiFiled in TXSB on 05/01/26 CRisy#116%Pat Filed: 9/30/2025,

+

United States Bankruptcy Court for the Southemn District of Texas

Indicate Debtor against which you assert a ctaim by checking the appropriate box belo\h. (Check only one Debtorper claim form.)

" O A& B Homecdre Solutions, LLC. (Case No. 25-90310)
0 A.E. Medical Alert, Inc. (Case No. 25-90308)
0 ABC Homecare LLC (Case No. 25-90311)
O All Metro Aids Inc. {Case No. 25-80312)

[0 All Metro Associate Payroll Setvices Corporation
(Case No, 25-80313)

0 AllMetro CGA Payroll Services Corporation
(Case No. 25-50314)

0 Al Metro Field Service Workers Payroll Services
Corporation (Case No. 25-90315)

3] All Metro Health Care Services, Inr.

{Case No. 25.90316)

3 All Metro Home Care Services of Florida, Inc.
(Case No. 25.90317)

O All Metro Home Care Services of New Jersey, Inc.
(Case No. 25-90318)

03 All Metro Home Care Services of New York, Inc.
(Case No. 25-90319)

0 Al Metro Home Care Services, Inc. (Case No. 25-90320)

1 All Metro Management and Payroll Services Corporation
_ (GaseMo. 25-90321)

[ Al Metro Payroll Senvices Corpdration

(Case No. 25-80322)

3 AM Holdco, Inc. (Case No. 25-60323)

O AM Intermediate Holdco, Inc. (Case No. 25-90324)
O Arsens Home.Care, Inc. (Case No. 25:30325)

3 ARU Hospice Inc. (Case No. 25-90326)

[ Assodiated Home Services, Inc. (Case No. 25-90327)

0 At-Home Quality Care, LLC (Case No. 25-30328)

‘El Auditory Response Systems, Inc. (Case No. 25-90329)

[ Bamey's Medical Alert-ERS, Inc. (Case No. 25-90330)
[ Califorria MedTrans Netwark IPA LLC (Case No. 25-90331)

0 Califomia MedTrans Network MSO £.L.C (Case No. 2590332) .

O Care Finders Total Care LLC (Case No. 25-90333)

O CareGivers Alliance, LLC (Case No. 25-80334)

[J CareGivers America Home Health Senvices, LLC

(Case No. 25-90335)

O CareGivers America Medical Staffing, 1L C (Case No. 25-90336)
[ CareGivers America Medical Supply, LLC (Case No, 25-50337)
O CareGivers America Registry, LLC (Case No. 25-90338)
0O Caregivers America, LLC. (Case No. 25-30339)

[ Caregivers On Call, Inc. (Case No. 25-30340)

O CGA Holdco, Inc. (Case No. 25-90341)

O CGA Staffing Services, LLC {Case No. 25-30342)

O Circutation; inc. (Case No. 25-90343) '

O Florida MedTrans Network LLC (Case No. 25-90344)

[ Florida MedTrans Network MSO LLC (Case No. 25-90345)

0O Guardian Medical Monitoring, LLC (Case No. 25-350346)
[ Health Trans, Inc. (Case No. 25-59347)

3 Healthcom Holdings LLC (Case No. 25-30348)

O Heatthcom, Inc. (Case No. 25-80349)

3 Helping Hand Home Heatth Care Agency Inc

(Case No. 25-90350)

[0 Helping Hand Hospice, Inc. (Case No. 25-80351)

[ Higi Care Holdings, LLC (Case No. 25-90352)

O Higi Care, LLC (Case No. 25-90353)

[m] Higi SH Holdings Inc. (Case No. 25-90354)

0 Higi SH LLC (Case No. 25-90355)
03 Independence Heatthcare Corporation (Case No. 25-90356)
3 Metropolitan Medical Transportation IPA, LLC
(Case No. 25-90357) ‘
0O MLA Sales, LLC (Case No. 25-30358)-
0 ModivCare Inc. (Case No. 25-90309)
ModivCare Solutions, LLC (Case No. 25-80359)
O Multicultural Home Care Inc. (Case No. 25-90360)
01 National MedTrans, LLC (Case No. 25-80361)
0] New England Emergency Response Systems, Inc.
(Case No. 25-90363)
O OEP AM, Inc. (Case No. 25-30365).
01 Panhandle Support Services, Inc. (Case No. 25-80366)
[ Personal In-Home Services, Inc. (Case No, 25- 90368)
[0 Philadelphia. Home Care Agency, Inc. "
(Case No. 25-80371) :
3 Provado Technologies, £LC (Case No. 25- 90362)
[ Red Top Transportation, Inc. (Case No. 25-80364)
[ Ride Pius, LLC (Case No. 25-90367)

- O Safe Living Technalogies, LLC (Case No. 25+ 90369)

[ Secura Home Health Holdings, Inc. {Case’ Nc.25 -90370)
0 Secura Home Health, LLC (Case No. 25-80372)

0 Socrates Health Holdings, LLC (Case No. 25-80373)

[ TriMed, LLC (Case No. 25-90374)

J'Union Home Care LLC (Case No. 25-90375)

" O Valued Relationships, Inc. (Case No. 25-90376)

O Victory Health Holdings, LLC (Case No. 25-50377)
O VRI Intermediate Holdings, LLC {Case No. 25-30378)

Modified Official Form-410

Proof of Claim

04/25

Read the instructions before filling out this form. This formis for maklng a clalm for payment in a bankruptcy case. Other than a claim under
11 U.S.C. § 503(b)(9), this form should not be used to make a-claim for an administrative expense arising after the commencement of the case.

Filers must leave out ot redact information that is -entitled to privacy on this form or on any attached docurnents. Attach redacted- copies or any
documents that support the_claim, sucfi-as. promissory-nctes, purchase orders, invoices, itemized statements of running accounts, contracts, Iudgment_.,
mortgages, and security-agreements. Do not-send original documents; they may. be destroyed after scanning. If the documents are not available,

explairrin an attachment.. —

A person who files a fraudulent claim could be fined up to $500,000, imprisoned for up to-5 years, or both. 18 U.S.C. §§ 52, 157, and 3571

Fill in all the information about the claim as of the date the-case was filed.

\WeQ-c

Modified Official Form 410

-Proof of Claim

nana 4

RECEIVED
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Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 20 of 43

Identify the Claim

towmetecment Ypeleoon Poarish Ambulance Service Dighrick

Name of the cument creditor (the person or entity to be paid for this claim)

Other names the creditor used with the debtor

2. Has this claim been No

acquired from
someone else? [ Yes. Fromwhom?
3. Where should \ Where should notices to the creditor be sent? Where should payments to the creditor be sent? (if
notices and different)
payments to the
creditor be sent? Wﬁm&)ﬂn@w%&%&&%—&m@_@@t
Federal Rule of WS Walla Shveet LS \A)A‘“s Stveel
Banﬁﬁ:n y P:')owdure ? Street Rumber 1
(FRBP) 2002(g) oneshoro S MS\-2092 Jones oY, LA T1291-2083
) (@ State ZIP Code City State ZIP Code
\)\ . W-S. A
RECEEVED Country Country
Contact phone \3 |§ 7.460) ’L%q‘ Contact phone 3 ’g qu 2 3q l

SEP 30 2025 Contact email oi{_@;mgmggégpaso\-wwx Contact email &E_(&_mmngﬁ,@
VERITAGLOB

ALUniform claim identifier (if you use one):

4. Does this claim m’ No
amend one already
filed? Yes. Claim number on court claims registry (if known) Filed on
: MM | DD [/ YYYY
5. Do you know if K no

anyone else has filed

a proof of claim for O vYes. Who made the eariier filing?
this-claim?

MVe Information- About the Claim as of the Date the Case Was Filed

6. Do you have any number D ‘No , !
you use to identify the
debtor? D-Yes. Last 4 digits of the debtor's account or any number you use o identify the debtor: ____

7. How much is the claim?

$ 0,{ q 75: D 0 - Does this amount include interest or other charges?
: D No

Yes. Attach statement itemizing interest, fees, expenses, or other
charges required by Bankruptcy Rule 3001(c)(2)(A).

8. What is the basis of the Examples: Goods sold, money loaned, lease, services performed, personal injury or wrongful death, or credit card.
claim? :
Aftach redacted copies of any documents supporting the claim required by Bankruptcy Rule 3001(c):

Limit disclosing information that is entitled to privacy, such as health care information.

Qm‘ggmm& Sen(2S g_e_x@nmgé. }Q ‘mswech

9. s all or part of the claim E No
secured?

D Yes. The claim is secured by a lien on property.

Nature of property:

Moadified Official Form 410 Proof of Claim

nana 9



Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 21 of 43

D Real estate: If the claim is secured by the debtor’s principal residence, file a Mortgage Proof of
Claim Attachment (Official Form 410-A) with this Proof of Claim.

D Mofor vehicle
D Other. Describe:

Basis for perfection:

Attach redacted copies of documents, if any, that show. evidence of perfection of a security interest (for
example, a mortgage, lien, certificate of title, financing statement, or other document that shows the lien
has been filed or recorded.)

Value of property: $
Amount of the claim that is secured: $

Amount of the claim that is unsecured: §$ (The sum of the secured and unsecured

amount should match the amount in line 7.)

RECEIVED
SEP 30 2025

VERITAGLOBAL

Amount necessary to cure any default as of the date of the petition: §

Annual Interest Rate (when case was filed) %
D Fixed
[ varable
10. Is this claim based on a E No
lease?
D' Yes. Amount necessary to cure any default as of the date of the petitton. $

11. Is this elaim subjectto a
right of setoff?

ENO

D Yes. Identify the property:

12. Is all or part of the claim

entitled to priority under

E'No

11 U,S.C. § 507(a)? D Yes. Check all that apply: Amount entitfed to priority
A claim may be partly [ pomestic support obligations (including afimony and child support) under

priority and partly 11 U.S.C. § 507(a)(1)(A) or (a)(1)(B). s

nonpriority. For example,

in some categories, the O Up to $3,800* of deposits toward purchase, lease, or rental of property or

taw limits the amount services for personal, family, or household use. 11-U.S.C. § 507(a)(7). $

entitied to priority.

D Wages, salaries, or commissions (up to $17,150*) eamned within 180
days before the bankruptcy petition is filed or the debtor's business ends, $.
whichever is earlier. 11 U.S.C. § 507(a)(4).

D Taxes or penaities owed to governmental units. 11 U.S.C. § 507(a)(8). $
D Contributions to an employee benefit plan. 11 U.S.C. § 507(a)(5). - $
D Other. Specify subsection of 11 U.S.C. § 507(a)(___) that applies. $

* Amounts are subject to adjustment on 4/01/28 and every 3 years after that for cases begun on or after the date of adjustment.

13. Is all or part of the claim
entitled to administrative
priority pursuant to 11
U.s.C. §503(b)(9)?

E’No

D Yes. Indicate the amount of yourclaim arising from the value of any goods received by the debtor within 20
- days before the date of commencement of the above case, in which the goods have been sold to the Debtar in
the ordinary course of such Debtor’s business. Attach documentation supporting such claim.

$

Proof of Claim

anAn 2

Modified Official Form 410



Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 22 of 43 .

Sign Below

The person completing Check the appropriate box:
this proof of claim must
sign and date it. U | am the creditor.
FRBP 9011(b).
- L m t am the creditor’s attomey or authorized agent.
If you file this claim ) PSS
electranically, FRBP D I am the trustee, or the debtor, or their authorized agent. Bankruptcy Rule 3004.
5005(a)(3) authorizes courts . .
to establish local rules O 1ama guarantor, surety, endorser, or other codebtor. Bankruptcy Rule 3005.
specifying what a signature
5. l.understand that an authorized signature on this Proof of Claim serves as an acknowledgement that when calculating
A person who files a the amount of the claim, the creditor gave the debtor credit for any payments received toward the debt.
fraudulent claim could be ) . . s . . -
fined up to $500,000, | have examined the information in this Proof of Claim and have reasonable belief that the Informahon is true and correct.
imprisoned for up to 5

| declare under penalty of perjury that the foregoing is true and correct.
years, or both.

ggx.s.c.§§1sz,157,and Executedon fate 09 22 20295
. MM / DD ] YYYY

e —

Print the name of the person who is completing and sigining this claim:

RECEVED v Seatt S\M\w

Sep 30205 %\\\m N\mnaao( , _
VERTAGLOBAL_ ' |

authorized agent is a servicer.

e 2640 Youree Dy Suile 200
Shreveport A Mot . NS4

State ZIP Code

Contact phone %%%— 35)7’qq 77 eﬂ l42 Email SCO‘H Slnufley@ W\SB\“'bl"\ba

Modified Official Form 410 Proof of Claim

nana A
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SECOND FOLD ——— 3> |

] ~{——— FRSTFOLD

Support.Claims@modivcare.com
Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 23 of 43

ModivCare
HEALTH INSURANCE CLAIN FORM thgggg': Ave NW
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 NortOIT, VA 24273 -
[T TPea PICA T
1. MEDICARE MEDICAID TRICARE CHAMPVA OTHER [ 1a. INSURED'S I.D. NUMBER {For Program in item 1)

D (Medicare#) >;<_‘] (Medicaid#) [:I (ID#/DoD#)

[:] (Member ID#) D (/DALTH PLAN [:] BLKL D (0%

0754920174350

el

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

Caldwell Johnny

3. PATIIIENTS BIRTH DATE SEX

" 2011 X [

4. INSURED’S NAME (Last Name, First Name, Middle Initial}

Caldwell Johnny

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT FlELATIONSHIP TO INSURED

Selfl—_xJ SpouseD ChildD OtherD

7. INSURED'S ADDRESS (No.. Street)

cITY [ STATE | 8. RESERVED FOR NUGC USE
o ~ANG TELEPHONE (Include Area Code)

()

STATE

ClITY

ZIP CODE TELEPHONE (Include Area Code)

(D ) S

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

Caldwell Johnny

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

0754920174350

a. EMPLOYMENT? (Current or Previous)

YES | XIno
7
b. RESERVED FOR NUGC USE b. AUTO ACCIDENT? _ PLACE (State)
[ ves Xino

¢. RESERVED FOR NUCC USE c. OTHER ACCIDENT?

D YES NO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSUHED S DATE OF BIRTH

"&e @l | 2071

SEX

M L

b. OTHER CLAIM 1D (Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION ———— > |<— CARRIER —>-

UHC of LA Dxes D NO If yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
Signature on File 04 04 2025 Signature on File |
SIGNED TE o SIGNED v
14. HyﬁTE OF CURRE¢$ ILLNESS, INJURY or PREGNANCY (LMP) |15. OTHER DATE MM DD vy 16. DATES 'UIIB\ATIENBBNABLE'YTQ WORK IN CU?AFRIIIENT %%CUPATI\?&\I A
. | | ] 1 ) H : H
04 25 QUAL. | 431 QUAL| : : : FROM | _ - TO : .
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPIT’GHZATION DATESYsELATED TO CUMRhl;lENTSERVICESYY
| --t+-—t----———————————————————] 1 1 ] |
: 17b.| NPI FROM JI Jl TO : :
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[ Jves [X]no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Retlate A-L to service line below (24E) ! E)h 22. RESUBMISSION
ICDInd. T U CODE ORIGINAL REF. NO.
A |_R456 8. | R45851 c. Z743 b |
23. PRIOR AUTHORIZATION NUMBER
= F. B L ) H. I,
I J. K. L
24, A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. 1. J. 2
From PLACE OF] (Explain Unusual Circumstances) -|D1aGNOSIS DAYS  [EPSOT ip, RENDERING o
MM DD Yy MM DD YY |SERVICE | EMG CPTHCPCS 1 MODIFIER POINTER $ CHARGES UNTS | Pian | QUAL PROVIDER ID. # ;
ZZ] 341600000X =
1 ' ' | : i | 1 [P I vt B Ty VWil o
04104 .25 | 04 04} 25| 41 | AD428 |HH! | | AB| 1000100 | 1 wi |77 71124021092 |5
.
. Y74 341600000X |=Z
! ! | ! | i | T i B T P VY PP -
04104 125 | 04 04125 41| | A0425 |HH! | ' | AB| 197500|79 | [wm 1124021092 |&
- 4
! i i I | I : ! P e m - —— o
S B U N N R Ll | S R B L g
X ! ! ' | | i 1 P === ===
1 .
A N N S S N B L I l N
1 1 ! 1 | 1 ' 1 F——]——— -~ === - - = —A
R S R B R R | S I B
! I 1 ! 1 | ) 1 F—— - —— ==~ = === = — = =
S T I S B S L [ | [w
25. FEDERAL TAX 1.D. NUMBER SSN EIN 28. PATIENT'S ACCOUNT NO. 27 @chgvlleé‘}gsslgygﬂaﬁgﬂ? 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
72-1433510 [J[] | 025-20250404009:1 X ]ves [ |no s 297500 | s 000 {
1
31. SIGNATURE OF PHYSICIAN OR SUPPLIER QERVICE SACILITY LOCATIONSNEOPRMATION, 33. BILLING PR VIDER INF PH #
INCLUDING DEGREES OR CREDENTIALS JACKSOR ParTish Brentwaod Hospital © o&pH ( 888 ) 357 9977
(1 certify that the statements on the reverse 165 Beech Springs Rd 1006 Highland Ave Jackson Parish Amb Service Dist
apply to this bill and are made a part thereof.) Jonesbora, LA 71251 Shreveport, LA 71101 115 Watts St Jonesboro, LA 71251
Aaron Johnson 8/28/2025 |3:23:44 PM 4:50:22 PM
SionED oare a 3 a 1124021092 | ZZ341600000X ¥

PHYSICIAN OR SU

NUCC Instruction Manual available at: www.nucc.org
MB-0D3W-M7PA

PLEASE PRINT OR TYPE  CR061657

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 25 of 43
April 20, 2026

Response to Eleventh Omnibus Objection Case No. 25-90309 (ARP)

United States Bankruptcy Court for the Southern District of Texas
Timothy A. Davidson Il - Hunton Andrews Kurth LLP

Case No, 25-90308 (ARP)

Eleventh Omnibus Claim Objection

Re: Claim No. 1182-c

Jackson Parish Ambulance Service District is asking the Court to not grant the Omnibus Objectlon due to
the reasons stated below:

e Claim No. 1182-c is a factual claim originated on date of service 6/15/2025 from Jackson Parish
Hospital.

e The transport was initiated due to a call where ER Physician requested transport due to mental
health emergency and patient needs transport to LA Behavioral Health Hospital (PEC attached).

e The transport Certification of Ambulance Transportation, the Physician’s Certification Statement,
and other supporting documents were attached with the initial submission to Modivcare in line
with billing procedures.

e Submission of claim was timely (see copy of email sent below).

From: Seth Linn <seth.linn@insichtbillinpcorp.come>

Sent: Thursday, August 28, 2025 11:58 AM

To: 'Support.Claims@ModivCare.cor’ <Support.Cleims@ModivCare.com>
Subject: RE: Jackson Parish AMB Service - TAX 1D: 721433510 - NPi: 1124021092

Please see attached, thank you.

Thanks

Seth Linn|Follow Up Clerk
Insight Billing Corporation
318-747-9977 ext. 191 Office
888-357-8977 ext. 191
318-747-9994 | Fax

CONFIDENTIALITYIPRIVACY NOTICE
The information contained in this correspondence is confidential and may confain Protected Health Information (PHl}ﬂndmduaﬂy identifiable Health Infoanation, which
is legally privileged by the Health Insurance Poriability and Accountability Act (HIPAAY of 1995, as amended, regarding privacy and security of PHiIndividually identifiable
Health Infonmation, other federz] laws and applicable slate laws. 1 is intended specifically for the recipieni(s) named above. If you are not the intended recipient, you are
hereby nolified that reading, copying, distributing or discl of this information is strictly prohibited and may be a violation of federal andior state laws and
regulations. The sender has nol waived any applicable privilege by sending the accompanying information. 1f you received this information in error, please nolily the sender
immediatety by phone at {B&B)357-3977 or (318)747-8977 and destroy the accompanying paper or elecironic documents.

* No response from Modivcare received-on outcome of claim processing.

Scott Shurley, 318-841-0222 | scott.shurley@insightbilling.com
Insight Biz)ng Corporation
2640 Yougee Dr, Suite 200

Shreveport, LA 71104-3662

Jackson-P{frish’ Ambulance Service District Billing Office



Incident Number: @2W@@5-90309 Document PhEddENarkeil @@kiall TREGB 0N 05/01/26 Flagsoaﬁetﬁyélt@/ﬁ/zozs

Incident Street 165 Beech Springs
Address: Rd -

Incident City: Jonesboro

Patient Resides in Resident Within

Service Area: EMS Service Area

Dispatch 22:19:13
Date/Time:

s o
%)nu-xtm:'z !

LOUISIA\IA DEPARTMENT OF HEALTH - OFEICE OF BEHAVIORAL HEALTH

v B30T
STAYE OF LOUISIANA
PHYSICIAN'S EMERGENCY CERTIFICATE
Far ot Higpissi

ST FYiE
w Admiska

e faciEty fo 2 peried pot 13 35 £ ..oc?&dmfu:ubm:zmmfr@amsz@ See
!mmmksm&am{zs, Title 25, Seetivest 53 £l 63, “hcmc:mmumh; Edfiltod I order for i sestificade ta b welid

HANE.GF ENAMOIRG PRYSICAT: igmam; DATE: EXATTEIATION TIHE:
Same; %‘AZ%@z %(MCZ P TS L858 frs

ADDRESS OF E EXAMINING PHYSICLAN;

e ,’?%' 5’ P (} ST shpeds ?Jq 774351
NAMEOR PATENT ¥ .

|
= Fiarn, Macsnll
e { "R SHERS GF PATIENT
{ - .
2 = | B0 Rex 02, it w,i.é cTEVR- M-
=] BACE . BATE TH BIRTHELACE
Sra §= o Siwe |
zgg - WARTTIAL STATS HLFTARY ST rs 7 FELGOR
§d e .
282 D s By En B2 v B3 ser | E20 verranI™) RONNETERAN
Egg z: HAME OF NEAREST BELATIVE, FRIENGY, DR GUARDIAN T ATIGNSHIF
sgriim | Chaleithin Macwel! o DB e
wgets ADDRESS FHERE MDMBER
_.illlliﬂﬂll Bl 1B Bex to2  Quibwars 1A 1308 29849800

mSnbshnwAﬁm(linxy) I:!smm.&mmw) ‘e £ 32 e Ordor Fox Protostive Castody Datas

INGS OF EXAMINATION

—k—_&wm
TIISTORY OF PRESENT [LLNEES (REAROIRG FOR, ADMISION, INCLUBING DERAVIOK, ACTS, THEBATS. TE)

Oeahss bn ’fjém/r s SL

o0 ot Uitfes

PHYSICAL FINDINGS iMEDICAL HISTORY, CXRRENT Mﬂjﬂfxﬂ&?&, EICY

Vss |

MENTAL CQ?&’D!TBQ‘{ CORIENTATION, MOOD, THOUGHT CONTENT, AFFECT, ANY HALLUCINATIONS OR DELUSIONS)

{szw é ép wre ‘zdufggall&'fliﬂff - 'é;l.f Wl ﬁ &*A;Aﬂ(y.

EREVIDLIZ PSY gﬂ IATRIC TREATMENT
O sl £ opreamer

DATE GF TREATMENT PLACE, IF KNOWN

B PATENT &.;S;RIQJYLY:

Clsucpsa. Csowsomar_Elviote

Tam el b apmmmmm;mm Semed 18 i nze pimrtedinys m\:hx..hm:mmzimzm Sl berozye hale i seriousdy

merally amﬁmgﬁmnmbﬂuwmmﬂmﬁn&hn{c&ckmmmﬁchbam1&2)

catoethiors 7 Goawelydisatled
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LAMEDICAY, LICERSE NUMRER, ] DATLSRAED | TIeE SIGNAD
3(33;13 Hoshs inHin
the Cing Sty i
Rebetienddy fo padent;

OREGINAL TO HOSITAL — ONE COPY IO REXAMINING FRYSIIAN

Unit Notified: 06/15/2025
E 22:19:13

Incidant #- 2N2ENA1ANNT

Patient Name: Maxwell, KiaralL

Date Printed: 06/20/2025 11:04

call #. 2N28NA1ANNT

Damna 114 AF D



Support Claim @Modlvcare.com -

Case 25-90309 Document 1509 Filed in TXSB on 05/01 Page 27 of 43 A
ModivCare f
o
w
[
HEALTH INSURANCE CLAIM FORM santarnkAve NW &
00
APPROVED BY HATIONAL UNIFCRM CLAINM COMMITTEE (NUCC) 02/12 3]
_ Norton, VA 24273 _
[TTIPeA PIGA [T | Y
1. MEDICARE MEDICAID TRICARE CHAMPVA gROue, o FECA o, OTHER! fs. INSURED'S LD, NUMBER {For Pregram in Hem 1) e
A R
I(“eaa ared) g Mediceids) D {ID#Do0s l: (lambser i08) D 108 ! (D3 D(‘ID;?’) 931 6535276733 ,
2. PATIENT'S NAME {Lest Nams, First Nams, Middie inltial) 3. PATIENT'S BIRTH QATE SEX 4. INSURED'S NAME {Last Name, First Neme, Middie Initialy |
| l 1 -
MAXWELL KIARA L (')5; 22 '2008 MD E EZ_‘} MAXWELL KIARA L %
i
5. PATIENT'S ADDRESS {No., Shesh 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {Ne., Sireet) ;
115 JOANN DR sg;sm SpguseD ChiﬂD OiherD 115 JOANN DR I
oIty 8, RESERYED FOR NUCC USE oIty ] STATE =
JONESBORO JONESBORO LA ;_9:
- Z}? I‘ngi{ TELEPHONE {Includa Aras Cede) ZIP CODE TELEPHONE @include Area Code} f‘-
L 12 - b=
5 { 71251 ( 318 ) -533-0248 5
! 9, GTHER INSURED'S NAME {Last Nam 10, 18 PATIENT'S CONDITION RELATED TO; 11, INSUREGD'S POLICY GROUP OR FECA NUMBER &
& ['a. OTHER MSURED'S POLICY OR GROUP NUMBER &, EMPLOYIENT? {Current or Previous) & INSURED'S DATE OF BIRTH SEX CDC
[Jes  Xwo 65 2@ 20h8 w[7] f[] 2
b, RESERYED FOR MUGC USE b, £UTO ACCIDENT? PLACE (Stais) | &- OTHER c;__,‘",r 5} ;_DES.!glx:ltd by NUCC} o
e i Z
e 4| !
D YE B.(_l NO | L <L
G. RESERVED FOR NUCC tSE . ¢, OTHER ACGIDERT? <. INSURANGE PLAN NAME OR PROGRANM NAME E
o ' ]
[ Jves E O =
G, INSURANCE PLAN RAME OR PRCGRAM NAME 10d. CLAIM CODES {Designated by NUCG) 4. 18 THERE ANOTHER HEALTH BENEFIT PLAN? =z
D YES & NO if yes, compiaie ltems 8, 83, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S Q'GNKTUF*E authorize the release of any medical or other information nesessary ot of madical benatits lo the undersigned physinian o su: it
lo process ihis claim, | giso request paymant of govarnmant bensiits v fo ths pary who accepls zssignment s described belows,
belew,
Signature on File 06 15 2025 Signature on File
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INSURY, or PREGNANCY {LliP} | 15. OTHER DATE 16. DATES PATIENT UNABLE T WORK iN CURRENT QCCUPATIGN
%o o 1 MM o, BD oYY y DD MM DG YY
' 15 | 25" auai 431 QUAL : i i FROM | ; 10 5 :
17 HAE OF H:‘:EHHEN" PROVIDER OR OTHER SCURGE 17a. . 118, HOSPITALIZATION DATES RELATED TC CURRENT SERVICES
| e _____ HEC)BD T, Y M4, DD, YY
! 170, 1 NPI FROM 1 ! T ! !
16, ADDITIONAL CLAIN INFORMATION (Dasignated by NUGC) 20. CUTSIDE LAB? § CHARGES
[ Jves [Xino ;
DIAGHOSIS OR NATURE GF ILLNESS OR INJURY PRelats A-L to sarvice line nelow (24E} A 22, RESURIISSION
iICoind. i Q CODE ORIGINAL REF, NOC.
.1 !
| 23. PRIOR AUTHORIZATION NUMEE
. —_—
I [y
D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G LAt n 4 z
in Unusual Circumstencas) DIAGNOSIS B Eeml o RENDERING o
OF CS | HODIFIER POINTER § GHARGES units | Pun | OUAL, PROVIDER ID. # E
1 . , . , Y4 3411 600000X =
i , ; : . . ; Miaad SR g =
0615 125 | 06 15!25! 41 | AD428 | HH ! ! l AB | 100000 : 1 NP 1124021092 o
5 ' . I [ | , : zZz 341600000X |z
= i i 1 i i i i { | C AT T T I T AANAdARn
06i15i25 | 06 15!251 41| | Ao42s {HH! | ! | AB{ 219250 {-88 | [wi | 1124021002 &
3 | z
' i } | i I { ! i i 1 | | P~~~ -"---- R -
N NN R S NN N N I N N N : L] %
4 &
) H i H , . N b e d o v vt e e e e — o
Co I R R R LT T S
i ] H i ' ] i ¥ 1 ) i 2
5 A § i ; ! : 1 i : i ; ! . s R g
IS A N T A N N S N R i L | e &
S
()
i x
H H i i B ? i i il
2 I — || | . >
25, FEDERAL TAX 1D, NUMBE 26, PATIENT'S ACCOUNT NO. 26. TOTAL CHARGE 28 ANIOUNT PAID 2. Revd for NUCC Usz
72-1433510 025-20250616001:1 s 319250 | s 000 I
31. SIGNATURE OF PHYSICIAN OR SUPFLIER /) 2. SERVICE EACRITY LOCATION INFQRIAATION 32, BILLING PROVIDER INFO & PH # '
INCLUDING DEGREES OR CREGENTI WTacRson Parish I ouisiana Behavioral ) (888 ) 357 9977
{t certity i 5 on the reverse 165 Beech Springs Rd 9320 Linwood Ave Jackson Parish Amb Service Dist
apply to this Lili and 2re made & pari thereo! X
sepyiotnis bitand zie meds apar thereot) jonesboro, LA71251  Shreveport, LA 71106 - 115 Watts St Jonesboro, LA 71251
Aaron Johnson 8/28/2025 |10:22:49 PM 11:53:45 PM i
SIGNED oate 2 ]D' = 1124021092 o Z7341600000X
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR FYPE CR061857 APPROVED CWMB-0938-1197 FORM 1500 {02-12}
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i

Medicaid Eligibility Verification System | raur

n JMPORTANT: DO NOT use the "BACK" browser butfon - please use the navigation menu.
B Neote: For Technical Suppont, Please Contact 1-877-598-8753

= Note: For Eligibility Information Support, Please Contact {800) 473-2783 or (225) 924-5040

8 Note: The date field formats have changed - enter date in MM/DD/YYYY format

] NOTE: CMS REGULATIONS | IMIT PROVIDING RECIPIENT ELIGIBILITY OLDER THAN THE MOST
CURRENT 12 MONTHS.

Search Criteria

Search Recipient ID and Recipient
Type DOB ID

Subscriber Information
MAXWELL , KIARAL Provider

Policy Holder
Name

Subscriber 1D
Date of Birth
Sex

Address

9316535276733  Date of 052242008 Plan 06/15/2025

Birth Date

Provider Information

JACKSON PARISH AMBULANCESERV

NPI 1124021092
8316536276733 Submitter ID 3182592891
05/22/2008
Female
PO BOX 102
QUITMAN LA 71268-0000

For name or address discrepancies, recipients must call LA Medicaid-Eligibility Hotline 1-877-252-2447.

HUMANA,

For dates of service from 01/01/2023 through 10/27/2023, if the Managed Care Coordinator listed for
the Plan Coverage is Humana Health Benefit Plan, all pharmacy POS transaction should be processed
as FFS using the Medicaid Recipient ID or CCN and BIN; 610514, PCN: LOUIPROD and Group:

For dates of service on/after 12/1/2015, if there is no Managed Care Coordinator listed for the Plan Coverage
‘Description (Medical Care or Specialized Behavioral Health Care or Dental Care), claims should he sent to
Gainwell Technologies.

Heaith Benefit Plan Coverage

Benefit

Sevvice Type Ansurance
Co

de Type

Active Coverage Heaith Benefit Plan Medicaid

Deductible

Benefit
Description
Benefit
-Description

Managed Care
Coordinator-

Coverage

Health Benefit Plan Medicaid
Coverage .
Health Benefit Plan Medicaid
Coverage !

Health Benefit Plan Medicaid
Coverage

Medical Care Medicaid

Managed Care  Speciafized Medicaid
Coordinator Behavioral Health
Care

Managed Care Dental Care Medicaid
Coordinator

Active Coverage Medicaid
Co-nsurance Medicaid
Co-Payment_ Medicaid

Plan Coverage-Description

Eligible for Medicaid.on Plan Date.
Plan Begin Date 11/01/2018 -

Health Plan Base Deductible is $0 for in Plan Network and Out of
Plan Network.

Recipient is EPSDT Eligible.

PREFERRED LANGUAGE: ENGLISH

BAYOU HEALTH PLAN

Benefit Begin 01/01/2023

PHARMACY PBM [S Prime Therapeutics, LLC

Managed Care UNITED HEALTHCARE QF LOUISIAN
Organization-

Telephone . (866) 675-1607 :
BAYOU HEALTH PLAN -

Benefit Begin 01/01/2023

PHARMACY PBM IS Prime Therapeutics, LL.C

Payer UNITED HEALTHCARE OF LOUISIAN
Tefephone {866) 675-1607

DENTAL BENEFITS PLAN MANAGER

Benefit Begin 01/01/2021

Payer MCNA INSURANCE COMPANY
Telephone (855) 701-6262

URL hitps://PORTAL.MCNA.NET

Eligible for Medicaid an Plan Date.

MEDICAID - Benefit Co-Insurance is 0% for In Plan Network and
Out of Plan Netwark

MEDICAID - Benefit Co-Pay is $0 for in Pfan Network and Out of
Plan Network

Please Note: Individual coverage level applies te all benefits,

Request Reference Number 112402109220250828113039 Response Reference Number 202508280129530
Transaction run on 08/28/2025 at 11:30:39 CT by LAMedicaid - Louisiana Medicaid



. Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 29 of 43
incident Number: 20250616001 Patient Name: Maxwell, Kiara L Unit rgotiﬁed by 06/15/2025
Dispatch 22:19:13
DatefTime:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within
Address: Rd - Service Area: EMS Service Area .
) Jackson Parish Ambulance
Service District
115 Watts Street
. - bora,
PCR Prehospital Care Report oy 1251

Name: Maxwell, Kiara L Age: 17 Years D.0.B.: 05/22/2008
Address: 115 Joann Dr. Gender: Female Race: Blackor
Town of Jonesboro, LA 71251 ’ : African
American
Weight 124lbs
562 kg
Patient Phone Numbers
Patient's Phone Number g ’ Type
(318) 533-0248 L Mabile

Name: Maxwell, Geoffrey Relationship: Father

Address: 115 Joann Dr.
Yown of jonesboro, LA 71251

Closest Relative
Phone Number Type
(318) 533-2347 ’ Mobile

Primary Impression: Behavioral - Depression

Patient Complaints

Other Patient
Conditians That
Apply: .

Narrative: This call was received from JPH ER, requesting us to respond to their Facility For a signal 43 to Louisiana Behavioral Health-
Shreveport. We-arrived at exam room 4 to find a 17 y/o, CAO X 4, b/E sitting up on the stretcher. Patient states that she had
taken an excessive amount of Tylenol about 24 hrs ago in an effort to harm-hesself, Her parents were made aware of it this
evening and they brought her to the ER. Patient has no acute physical complaints and has been medically cleared by the ER
physician. Patient has been placed under a PEC by Dr. J. McNamara. We assisted her onto our stretcher, secured her with straps
and moved her to our unit. Initial v/s: P-76 RR-16 B/P 110/72 SPO2 99% RA. Patierit was monitored throughout transport and no
status changes were noted. PTA @ LBH, patient report was given via cell phone to Chris. V/S upon arrival @ OBH: P-72 RR-16
B/P 114/71 SPO2 99% RA. We assisted the patient to the intake area. Patient care, along-with the JPH transfer paperwork, was
turned over to Chris Brian without incident., :

ALS Assessment Yés
Performed: .

Patient Medications

‘

Medication Dosage | Route
None Reported

Other Past Medical Medicaf History Health Care Personnel
History: Obtained From: .
-Medication Allergies
Medication Allergies
No Known Drug Allergy
Unit Notified: 06/15/2025 Patient Name: Maxwell, Kiara L Date Printed: 06/20/2025 11:04
22:19:13 '

.

Incident #: 20250616001 Calt#: 20250616001 Page 1 of 21



. Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 30 of 43

Incident Number: 20250616001 Patient Name: Maxwell,KiaraL Unit Notified by 06/15/2025
Dispatch 22:19:13
Date/Time:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within
Address: Rd Service Area: EMS Service Area
Medical History: None Reported Pregnancy: No

' Patient Practitioners

Practitioner's Name phone

Dyer,

Time

06/15/2025 22:26:29

06/15/2025 22:26:29
Detailed Findings
Location Description Delails
Skin Narmal
Capitlary Nail Bed Refill less
than 2 seconds
Dry
Warm
Mental Status Normal Baseline For Patient
Oriented-Event
Oriented-Person
Oriented-Place
Oriented-Time: , ]
Neurological Normal Baseline for Pa tie;ﬂ:
Gait-Normal
Speech Normal
Strength-Normal
Eye
Bilateral: Reactive
, PERRL
teft: Reactive
Right Reactive
Shoulder
Chest/Lungs Normal
Breath Sounds-Equal
Breath Sounds-Normal-Left
Breath Sounds-Normal-
Right
Abdomen
Hip
Upper Leg
Knee
Lower Leg - R N 8
Ankle
Foat
Unit Notified: 06/15/2025 Patient Name: Maxwell, Kiara L Date Printed: 06/20/2025 11:04
22:19:13

Incident #: 20250616001 Call#: 20250616001 Page 2 of 21



Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 31 of 43
lnudent Number: 20250616001 Patient Name: Maxwell, Kiara L Unit Notified by 06/15/2025
Dispatch 22:19:13
. Date/Time:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within '
Address: Rd Service Area: EMS Service Area

Upper Arm

Elbow

Forearm

Wrist

Hand

Back/Spine ,

Normal Findings

Head; Face; Eye(Bilateral); Neck; Shoulder{(Shoulder-Left, Shoulder-Right}; Heart;
Abdomen { Generalized, Left Lower Quadrant, Left Upper Quadrant, Periumbilical, Right Lower Quadrant, Right Upper Quadrant, Epigastric }

Pelvis; Hip (Hip-Left, Hip-Right); Upper Leg (Leg-Upperieft, Leg-UpperRight); Knee {Knee-Left, Knee-Right);

Lower Leg ( Leg-Lower-Left, Leg-Lower-Right } ; Ankle { Ankle-Left, Ankle-Right);

Foat { Foot-Dorsal-Left, Foot-Darsal-Right, Foot-Plantar-Left, Foot-Plantar-Right, Toe-1st (Big)-Left, Toe-1st (Big)-Right, Toe-2nd-Left, Toe-
2nd-Right, Toe-3rd-Left, Toe-3rd-Right, Toe-4th-Left, Toe-4th-Right, Toe-5th (Smallest)-Left, Toe-5th (Smallest}-Right } ;

Upper Arm ( Arm-Upper-Left, Arm-UpperRight ) ; Elbow { Elbow-Left, Elbow-Right); Forearm { Forearm-Left, Forearm-Right ) ;

Wrist (\Wrist-Left, Wrist-Right ) ;

Hand ( Finger-2nd (index}-Left, Finger-2nd (Index)-Right, Finger-3rd (Middle) Leﬂ:, Finger-3rd {(Middle}-Right, Finger-4th (Ring)-Left, Finger-
4th (Ring)-Right, Finger-5th (Smaltest)-Left, Finger-5th (Smallest)-Right, Hand-Dorsal-Left, Hand-Dorsal-Right, Hand-Palm-Left, Hand-Palm-
Right, Thumb-Left, Thumb-Right);

Back/Spine ( Back-General, Cervicat-Left, Cervical-Midline, Cervical-Right, Lumbar-Left, Lumbar-Midline, Lumbar—nght Sacral -teft, Sacral-
Midline, Sacral-Right, Thoracic-Left, Thorac:c Midline, Thoracic-Right ) ;

‘Not Done

Alcohol/Drug Use: None Reported

Primary Symptom: Behavior - Suicidal ideations -

Other Associated
Symptoms;

Possible Injury: No

Vitals
Time ap timbh Pulse Rhythm Resp Effort Spo2 Qual Co2 GCS Pain Stroke Scale PTA RTS Pt. Position
06/15/2025 22:32:060 110/72 76 Regular 16 Normal 99 15 No 12
06/15/2025 22:47:16 111 /68 76 Regular 16 Normal 98 15 No 12
06/15/202523:02:26 . _ 109/71 . . .. 72 Regular 16 Normat | 97 15 B No 12
06/15/2025 23:17:12 114/70 72 Regular 16 Normal 98 15 No 12
06/15/2025 23:32:29 106 /67 80 Regular 16 Narmal 95 15 No 12
06/15/2025 23:47:38 109 /62 76 Regular 15 Normal 98 15 Na 12
06/15/2025 23:54:10 14/71 72 Regular 16 Normal 99 15 No 12
GCS
!
Unit Notified: 06/15/2025 Patient Name: Maxwell, Kiara L Date Printed: 06/20/2025 11:04

22:19:13
Incident #: 20250616001 - . Calt #: 20250616001 Page 3 of 21



Cas
incident Number: 2025061 6001

e 25-90309 Document 1509 Filed in TXSB on 05/01/26 Pahge 32 f4

Patient Name: Maxwell, Kiara L

tified by 06/15/2025
Dispatch 22:19:13

Date/Time:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within
Address: Rd Service Area: EMS Service Area
Time Eye Mator Verbal - Score Qualifier-
06/15/2025 Opens Eyes Obeys commands (>2Years);  Oriented (>2 Years); Smiles, Initial GCS has legitimate values without
22:32:00 spontaneausly (All Appropriake response to oriented to sounds, follows interventions such as intubaktion and
i Age Groups) stimulation objects, interacts sedation
06/15/2025 Opens Eyes Obeys commands (>2Years);  Oriented (>2 Years); Smiles, Initial GCS has legitimate values without
22:47:16 - spontaneously {(All Appropriate response to oriented to sounds, follows interventions such as intubation and
Age Groups) stimulation , objects, interacts sedation
06/15/2025 Opens Eyes Obeys commands (>2Years); Oriented (>2 Years); Smiles, Initial GCS has legitimate values without
23:02:26 spontaneously (All Appropriate response to oriented to sounds, Follows interventions such as intubation and
A Age Groups) stimulation objects, interacts sedakion
06/15/2025 ~ Opens Eyes Obeys commands (>2Years); Oriented (>2 Years); Smiles, initial GCS has legitimate values without
23:17:12 spontaneously (All Appropriake response to oriented to sounds, follows interventions such as intubation and
Age Groups) stimulation objects, interacts sedation
06/15/2025 Opens Eyes Obeys commands (>2Years); Oriented (>2 Years); Smiles, fnitial GCS has legitimate values without
23:32:29 spontaneously (All Appropriate response to oriented to sounds, follows: interventions such as intubation and
Age Groups) stimulation objects, interacts sedation )
06/15/2025 Opens Eyes Obeys commands (>2Years);  Oriented (>2 Years); Smiles, Initial GCS has {egitimate values without
23:47:38 spontaneously (All Appropriate response to oriented to sounds, follows interventions such as intubation and
Age Groups) stimulation objects, interacts sedation
06/15/2025 Opens Eyes Obeys commands (>2Years); Oriented (>2 Years), Smiles, Initial GCS has legitimate values without
23:54:10 spontaneously (All Appropriate response to oriented to sounds, follows " inkerventions such as intubation and
Age Groups) stimulation objects, Interacts sedation

Disposition: Patient Treated, Transported by this EMS Unit

Call Type: Psychiatric Problem/Abnarmal Behaviof/Suicide -
Attempt
Resp. Mode: Non-Emergent Transport Mode: Non-Emergent’

Urgency: Non-lmmediate Destination: Louisiana Behavioral Health- Shreveport
9320 Linwood Ave.

Shreveport, LA 71106
Response: Interfadlity Transport Dest. Determ= Patient's Physician's Choice
Location: Health Facility - Hospital

Incident Facility or Jackson Parish Hospital
Location Name:

Incident Address: 165 Beech Springs Rd
Joneshore, LA 71251

Zone Number: 1

Response Delay: None/No Delay
Transport Delay: None/No Delay

Receiving Physician / Sean McNeal
Accepting MD:
_ Transferring James McNamara .
Physician./ Referring
MD:

Patient’s Positionin Fowlers (Semi-Upright Sitting)
Transport:

Patient Belongings At Destination with Staff (mcludes Aeromed.
Left With: staff)

PSAP: Nat Incident Nusriber: 2025061600
Applicable 1 )
Call Sign: T-2 To Dest: 87.7
Unit Disp.: 06/15/2025 Veh, # T2
A -22:19:13
Enroute: 06/15/2025
22:21:24
At Scene: 06/15/2025 On-Scene Odometer 0
22:22:49 Reading of
’ Responding Vehicle:

At Patient: 06/15/2025
22:25:38

Dest. Odom: 87.7

Unit Notified: 06/15/2025
T22:119:13

Incident #: 20250616001

Patient Name: Maxwell, Kiara L Date Printed: 06/20/2025 11:04

Call #: 20250616001 Page 4 of 21



Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 33 of 43

I;\cident Number: 20250616001 Patient Name: Maxwell, Kiara L Unit Notified by 06/15/2025
) : o Dispatch 22:19:13
Date/Time:
Incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within

Address; Rd Service Area; EMS Service Area

Depart: 06/15/2025 :
22:33:18

Arrive Dest: 06/15/2025
2353:45

Patient Arrived at 06/15/2025
Destination 23:53:45
Date/Time:

Destination Patient 06/16/2025
Transfer of Care 00:00:29
Date/Time:

In Service: 06/16/2025
00:04:18

Crew Member Levelof Certification Role ) - )
Burns, Timothy EMT-Paramedic Primary Patient Caregiver-At Scene ; Primary Patient Caregiver-Transport
Hines, Kaitlyn EMT-Basic Driver/Pilot-Response ; Driver/Pilot-Transport ; Other Patient Caregiver-At Scene

Payment: Medicaid . - Billing Notes: JPH Contract

Company Name | ’ - Company City Company State Insurance Policy # Relationship
United Healthcare Community Care : 107261267

Type of Person Signing: EMS Crew Member Completing Report
Sighature Reason: Crewmember Signature

Paragraph Text: 1 was the primary care provider for this incident.

Status: Sighed

- Signature Graphic:

Printed Name: Timothy Burns

Signature Date: 06/15/2025 22:20:06

Type of Person Signing: EMS Crew Member (Other)
Signature Reason: Crewmember Signature

Paragraph Text: { was the secondary provider on this incident.

Status: Signed

Signature Graphic:

Unit Notified: 06/15/2025 Patient Name: Maxwell, Kiara L Date Printad: ds/zo/zozs 11:04
22:15:13

incident #: 20250616001 ’ Call # 20250616001 Page 5 of 21



Case 25-90309 Document 1509 Filed i in TXSB on 05/01/26 Pa&e 34 0
lncident Number: 20250616001 patient Name: Maxwell, Kiara L. tified by 06/15/2025
. Dispatch 22:19:13
Date/Time:
Incident Street 165 Beech Springs Incident City: Joneshoro - Patient Resides in Resident Within
Address: Rd Service Area: EMS Service Area

Printed Name: Kaitlyn Hines

Signature Date: 06/15/2025 22:21:04

Type of Person Signing: Patient Representabive
Type OF Patient Representative: Father

Signature Reason: HIPAA acknowledgement/Release; Release for Billing; Patient/Medical Necessity Unable to Sign

Paragraph Text:

Billing Authorization/Privacy Practices Acknowledgement: | request that payment: of authorized Medicare, Medicald, or any other insurance benefits
be made on my behalf to fackson Parish Ambulance Service District{JPASD) For any services provided to me by JPASD now, in the past, or in the
future.  understand that | am financially responsible for the services and-supplies provided to me by JPASD, regardless of my insurance coverage, and
in some cases, may be responsible for an amount in addition to that which was paid by my insurance. 1 agree to immediately remit to JPASD and
payments that I receive directly from insurance or any source whatscever for the services provided to me and 1 assign all right to such payments to
JPASD. 1 authorize JPASD to appeal payment denials or other adverse decisions on my behalF without Further authorization. | authorize and direct any
holder of medical information other relevant documentation about me to release such inFormation to JPASD and its billing agents, the Centers for
Medicare and Medicaid Services, and/or and other payers or insures, and their respective agents or contractors, as may be necessary to determine
these or other benefits payable For any services provided to me by JPASD, now, in the past, or In the future. A copy of this form is as valid as an
original. Also acknowledge that | have received JPASD's Notice of Privacy Practice.

Status: Signed

Signature Graphic:

Lyt

Printed Name: Geoffrey Maxwell

Signature Date: 06/15/2025 22:25:15

Type of Person Signing: Patient
Signature Reason: HIPAA acknowledgément/Releasa; Release for Billing

Paragraph Text: '

Billing Authorization/Privacy Practices Acknowledgement: I request that payment of authorized Medicare, Medlcald or any other insurance benefits
be made on my behalf to Jackson Parish Ambulance Service District{JPASD) for any services provided to me by JPASD now, in the past, or in the
future.  understand that I am financially responsible for the services and supplies provided to me by JPASD, regardless of my insurance coverage, and
in some cases, may be responsible for an arount in addition to thak which was paid by my insurance. | agree to immediately remit to JPASD and
payments that | receive directly from insurance or any source whatsoever for the services provided ko me and | assign all right to such payments to-
JPASD. 1 autharize JPASD to appeal payment.denials or other adverse decisions on my behalf without further authorization. | authorize and direct any
holder of medical infarmation other relevant documentation abaut me to release such information to JPASD.and its billing agents, the Centers for
Medicare and Medicaid Services, andfor and.other payers or insures, and their respective agents or contractors, as may be necessary to determine
‘these or other benefits payable for any services provided to me by JPASD, now, in the past, or in the Future. A copy of this form is as valid as an
original. Also acknowledge that ! have received JPASD's Notice of Privacy Practice.

Status: Not Signed - Minor/Child

Signature Graphic:

Unit Notified: 06/15/2025 " patient Name: Maxwell, Kiara L Date Printed: 06/20/2025 11:04
22:19:13 .

Incident #: 20250616001 - ) Call#: 20250616001 Page 6 of 21



Case 25- 90309 Document 1509 Filed in TXSB on 05/01/26 Page 35 of 43

Incident Number. 20250616001 Patient Name: Maxwell , Kiara L Unit Notified by 06/15/2025
' : Dispatch 22:19:13

Date/Time:

incident Street 165 Beech Springs Incident City: Jonesboro Patient Resides in Resident Within -
Address: Rd Service Area: EMS Service Area

Printed Name: Kiara Maxwelt

Signature Date: 06/15/2025 22:26:05

Type of Person Signing: Healthcare Provider
Signature Reason: Transfer of Patient Care; Patient Belongings (Receipt); Medical Necessity

Paragraph Text:

lacknowledge that the patient documented on this Patient Care Report (PCR) has been transferred to my care.

Status: Signed

Signature Graphic:

Printed Name: Chris Brian

Signature Date: 06/16/2025 00:00:25

Unit Notified: 06/15/2025 Patient Name: Maxwell, Kiara L. ) 'Date Printed: 06/20/2025 11:04
22:19:13
Incident #: 20250616001 Call # 20250616001

Page 7 of 21



Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 36 of 43

lm:ldenl: Number: 20250616001 Patient Name' Maxwell ,Kiara L Unit Notified by 06/15/2025
Dispatch 22:15:13
DatefTime:
tncident Street 165 Beech Springs. Incident City: Jonesbom "7 patient Residesin Resident Within

Address: Rd Service Area: EMS Service Area

File Name: k. maxwell 6-15-25 105
Modified By: Michelle Bartlett
Modified On: 06/19/2025 17:59:50
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-Revison Date; 10.01.2024  Page {4
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Unit Notified: 06/15/2025 Patient Name: Maxwell, Kiara L
22:19:13 ) ) -

Incident #: 20250616001

Date Printed: 06/20/2025 11:04

Call #: 20250616001

Page 8 of 21
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Call #: 20250616001

Page 9 of 21



. Case 2508030 %n RacuieasicliQvetiled.in . TXSB.0n.05/01/26. Gty #1382 D4R Filed: 9/30/2025

United States Bankruptcy Court for the Southern District of Texas

Indicate Debtar against which you assert a claim by checking the appropriate box below. (Check only one Debtor per claim form.}

O A & B Homecare Solutions, L.L.C. (Case No. 25-90310)
C] A.E. Medicai Alert, Inc. {Cése No. 25-90308)

O ABC Homecare LLC (Case No. 25-90311)

(3 All Metro Aids Inc. (Case No. 25-90312)

O All Metro Assodiate Payroll Services Corporation

(Case No. 25-90313)

[0 All Metro CGA Payroll Services Corporation

(Case No. 2590314)

O All Metro Field Service Workers Payroll Services
Corporation (Case No. 25-30315)

O All Metro Health Care Sexvices, Inc.

(Case No. 25-90316)

O All Metro Home Care Services of Florida, Inc.
(Case No. 25.90317)

O All Metro Home Care Services of New Jersey, Inc.
(Case No. 25-90318)

[ All Metro Home Care Services of New York, inc.
(Case No. 25-90319)

O All Metro Home Care Setvices, Inc. (Case No. 2580320)

[ All Metro Management and Payroll Senvices Corporation
(Case No. 25-90321)

[ All Metro Payroll Services Corporation

(Case No. 25-90322)

O AM Holdco, Inc. (Case No. 25-80323)

[J AM Intermediate Holdco, Inc. (Case No. 25-90324)
0 Arsens Home Care, Inc, (Case No. 25-90325) .

3 ARU Hospice Inc. (Case No. 25-90326)

O Assodated Home Senvices, Inc. (Case No. 25-90327)

O At-Home Quality Care, LLC (Case No. 25-90328)

[ Auditory Response Systems, Inc. (Case No. 25-30329)

0 Bamey's Medical Aled-ERS, Inc. (Case No. 25-90330)

{0 Calfomia MedTrans Network JPA LLC (Case No, 25-90331)

O Calfomia MedTrans Network MSO LLC (Case No. 25-30332)
[ Care Finders Total Care LLC (Case No. 25-90333)

[J CareGivers Alliance, LLC (Case No. 25-90334)

0 CareGivers America Home Health Services, LLC

{Case No. 25:90335)

[0 CareGivers America Medical Staffing, LLC (Case No. 25-90336)
O CareGivers America Medical Supply, LLC (Case No. 25-90337)
[J CareGivers America Registry, LLC (Case No. 25-90338)
O Caregivers America, LLC. (Case No. 25-90339)

O Caregivers On Cal, Inc. (Case No. 25-90340)

[0 CGA Holdco, Inc. (Case No. 25-80341)

[0 CGA Staffing Services, LLC (Case No. 25-90342)

O Circulation, Inc. (Case No. 25-80343)

[ Florida MedTrans Network LLC (Case No. 25-90344)

O Florida MedTrans Network MSO LLC (Case No. 25-50345)

[ Guardian Medical Monitoring, LLC (Case No. 25-80346)
01 Health Trans, Inc. (Case No. 25-80347)

O Healthcom Holdings LLC (Case No. 25-80348)

[ Healthcom, Inc. (Case No. 25-80349)

O Helping Hand Home Health Care Agency Inc

(Case No. 25:90350)

[ Helping Hand Hospice, Inc. (Case No. 25-90351)

{1 Higi Care Haldings, LLC (Case Nao. 25-30352)

O Higi Care, LLC (Case No. 25-90353)

B Higi SH Holdings Inc. (Case No. 25-90354)

[ Higi SH LLC (Case No. 25-90355)

O Independence Healthcare Corporation (Case No. 25-90356)
O Metropolitan Medical Transportation IPA, LLC

(Case No. 25-90357)

O MLA Sales, LLC (Case No. 25-90358)

[J ModivCare Inc. (Case No. 25-90309)

[Z/ModivCare Solutions, LLC (Case No. 25-30359)

O Multicultural Home Care Inc. (Case No. 25-90360)

[] National MedTrans, LLC (Case No. 25-90361)

O New England Emergency Response Systems, Inc.
{Case No. 25-90363)

[0 OEP AM, Inc. (Case No. 25-90365)

0O Panhandle Support Services, Inc. (Case No. 25-30366)
O Personal In-Home Services, Inc. (Case No. 25-90368)
[ Philadelphia Home Care Agency, Inc.

(Case No. 25-90371)

0O Provado Technologies, LL.C (Case No. 25-90362)

O Red Top Transportation; Inc. (Case No. 25-90364)

O Ride Plus, LLC (Case No. 25-20367)

[ safe Living Technologies, LLC (Case No. 25-90369)
[J Secura Home Health Holdings, Inc. (Case No. 25-90370)
0O Secura Home Health, LLC (Case No. 25-80372)

[0 Socrates Health Holdings, LLC {(Case No. 25-80373)
O TriMed, LLC (Case No. 25-30374)

0 Union Home Care LLC (Case No. 25-90375)-

0 Valued Relationships, Inc. (Case No. 25-90376)

O Victory Health Holdings, LLC (Case No. 25-90377)

01 VR Intermediate Holdings, LLC (Case No. 25-90378)

Modified Official Form 410

Prcof of Claim

04/25

Read the instructions before filling out this form. This form is for making.a claim for payment in a bankruptey case. Other than a claim under
11 U.S.C. § 503(b)(9), this form should not be used to make a claim for an-administrative expense arising after the commencement-of the-case.

Filers must leave out or redact information that is entitled fo.privacy on this form or on any attached documients. Attach redacted copies or any
documents that support the claim, such as promissory notes, purchase orders, invoices, itemized 'statements of running accounts, contracts, judgments,
mortgages, and security agreements. Do not send-original documents; they may be destroyed after scanning. If the documents are not available,

explain in an attachment.

A person who files a fraudulent claim could be fined up to"$500,000, impriscned for up to 5 years, or both. 18 U.S.C. §§ 152, 157, and 3571.

Fill in all the information about the claim ss of the date the case was filed.

W& C

Modifted Official Form 410

Proof of Claim

———

Jit i

RECEIVED
SEP 30 2025

VERITA GLOBAL

AR

359250930000000000019




Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 39 of 43

Identify the Claim

creditor?

tumessecrert_Ypelaon Parish Ambulance Service Digtrick

Name of the current creditor (the person or entity to be paid for this claim)

Other names the creditor used with the debtor

2. Has this claim been No

-

acquired from
someone else? [ Yes. Fromwhom?

3. Where should Where should notices to the creditor be sent? -Where should payments to the creditor be sent? (if
notices and different)

s Joekson Parigh Asdoulance. Serie Jack sonTac sh A bulanc e 4

Name ame

Federal Rule of N};\bs \L\,r?e}“—s S\'T&C\' f‘}l}n’%e ‘A}\‘“'S S* rec"l'
Barlcupicy Procedure Cg’.f' oro Ths\-z003 _Tones bovo, LA 1126|-2053

State ZIP Code State - ZIP Code

RECEIVED M5-A: T dshe

SEP 302025 contactphone 3 1%~ zso. m'-n Contact phone 31% 259 - 22891

Contactemail Q asa-co Contact ermai
[ERITAGLOBA] ™™ ° e aauegosreon o8¢ ce anag @ 0ed

iform claim idenﬁﬁer (if you use one):

4. Does this claim N
amend one already g ° .
filed? Yes. Claim number on court claims registry (if known) Filed on .
. MM 7 DD 1 YYYY
5. Do you know if K No

anyone else has filed

aproofofclaimfor ] ves. Who made the earfier fiing?
this claim? ' :

7
mve Informatiori- About the Claim as of the Date the Case Was Filed

6. Do you have any number E] No
you use fo identify the

debtor?.

D-Yes. Last 4 digiis of the debtor‘s account or any number you use fo identify the debtor: ___

7. How much is the claim?

$ 3 4 l QZ- 62) . Does this amount include interest or other charges?
‘ 0 ~No
M Yes. Attach statement itemizing interest, fees, expenses, or other
- charges required by Bankruptcy Rule 3001{c)(2)(A).

. claim?

8. Whatis the basis of the Examples: Goods sold; money loaned, lease, services performed, personal injury or wrongful death, or credit card.

Attach redacted coples of any documerils supporting the claim required by Rankruptcy Rule 3001(c).
Limit disclosing information that is entitied to privacy, such as health care information.

Deudance Sexvices ferformed Yo wewred:

9. s all or part of the claim ﬁ No -
secured?

D Yes. The claim is secured by a lien on'property.
Nature of broperty:

1

Modified Official Form 410 ‘ Proof of Claim

nana 27



Caw‘25 96309 Document 1509 Filed in TXSB on 05/01/26 . Page 40 of 43

D Real estate: If the claim is secured by the debtor's principal residence, file a Mortgage Proof of
Claim Aftachment (Official Form 410-A) with this Proof of Claim.

D Motor vehicle
D Other. Describe:

Basis for perfection:

Attach redacted copies of documents, if any, that show.eviderice of perfection of a security interest (for
example, a mortgage, lien, cerfificate of tille, financing statement, or other document that shows the lien
has been filed or recorded.)

Value of property: o $
Amount of the claim that is secured: $

Amount of the claim that is unsecured: §$ (The sum of the secured and unsecured
RE@E VED amount should match the amountin line 7.)
SEP 302025

VERITAGLOBAL

Amount necessary to cure any default as of the date of the petition: ©  §

Annual Interest Rate (when case was filed) %
D lee_d
D Variakle
10. Is this claim based on a E No
lease? _
D' Yes. Amount necessary to cure any default as of the date of the petition. $

11. Is this claim subject to a
right of setoff? E No

D Yes. Identify the property:

12. Is all or part of the claim .
entitled to priority under g No

11 U.S.C. § 507(a)? (] Yes. Checkall that apply: . Amount entitled to priority
:ﬁt::it;‘amgypg‘:ﬂzamy ] Domestic support abfigations (including alimony and child support) under
ity an 11 U.S.C. § 507(a)(1)(A) or (a)(1)(B).
nonpriority. For example, § S07(a)(1)(A) or (a)(1)(B) 3
in some categories, the 0 Up to $3,800* of deposits toward purchase, lease, or rental of property or
law limits the amount services for personal, family, or household use. 11-U.S.C. § 507(a)(7) $

entitled to priority.

D Wages, salaries, or commissions (up to $17,150*) earned within 180
days before the bankruptcy petition is filed or the debtor’s business ends, §
whichever is ear1|er 11U0.S.C_ § 507(a)(4).

D Taxes or penalties owed to governmental units. 11 U.S.C. § 507(a)(8). $
D Contributions to an employee benefit plan. 11 U.S.C. § 507(a)(5). $
[ other. specify subsection of 11 U.S.C. § 507(a){_) that applies. $

* Amounts are subject to adjustment on 4ID1 128 and every 3 years after that for cases begun on or after the date of adjustment.
13. Isall or partof the claim B4 No
entitled to administrative

priority pursuant to 11 O Yes. Indicate the amount of your claim arising from the value of any goods received by the debtor within 20
u.s.C. § 503(b)(9)? days before the date of commencement of the above case, in which the goods have beensold to the Debtor in
the ordinary course of such Debtor’s business. Attach documentation supporting such claim.

$

Modified Official Form 410 Proof of Claim

nanA




Sign Below

Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 - Page 41 of 43

The person completing
this proof of claim must
sign and date it.

FRBP 9011(b).

If you file this elaim
electronically, FRBP
5005(a)(3) authorizes courts
to establish local rules
specifying what a signature
is.

A person who files a
fraudulent claim could be
fined up to $500,000,
imprisoned for up to 5
years, or both.

18 U.S.C. §§ 152, 157, and
3571.

SEP 30 2025

RECEIVED

VERITA GLOBAlswon

Check the appropriate box:
D | am the creditor.
m |1 am the creditor's at_toméy or authorized agent.
. LA,

D 1 am the trustee, or the debtar, or their authorized agent. Bankruptey Rule 3004.

D 1 am a guarantor, surety, endorser, or other codebtor. Bankruptcy Rule 3005.

| understand that an authorized signature on this Proof of Claim serves as an acknowledgement that when calculating
the amount of the claim, the creditor gave the debtor credit for any payments received toward the debt.

1 have examined the information in this Proof of Claim and have reasonable belief that the information is true and correct.

| declare under penalty of perjury fhat the foregaing is true and correct.

09 2220295

MM 7 DD 7 YYYY

] Sjture .
Print tfie name of the person who is cofﬁpleting and signiﬁg this claim:

Scoty _

First name Middle name

?)\\\u\n N\Am qexr

Executed on gate

Q\Aux\e\l

Last name

Name

Title

authorized agent is a servicer.

2040 Youree. Dy Quite 200

§\«e\/¢ ort LA ot S.A.
Gontactphone %%- 3679977 exT142 eman SCoH- skurley@ msB\‘('bnlln

Modified Official Form 410

Proof of Claim

nano A

co.



ENVELOPE BS5-92588-024

SECOND FOLD ——— P |

| ~<f——— FIRST FOLD

Support.Claims@Modivcare:com

.Lq . .
Case 25-90309 Document 1509 Filed in TXSB on 05/01/26 Page 42 of 43
‘i&z&’ ModivCare
HEALTH INSURANCE CLAIM FORM th“ggg': Ave NW
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 NortOn, VA 24273 .
PICA PICA )
1. MEDICARE MEDICAID TRICARE ' CHAMPVA OTHER| 1a. INSURED'S |.D. NUMBER {For Program in item 1)
D (Medicare#) )L'(_—_| (Medicaid#) |:] (ID#/DoD#) |:| (Member ID#) - FI‘EA)LTH PLAN D BLK s |:| (ID#) 9316535276733
2. PATIENT'S NAME (Last Name, First Name, Middle Initiaf) 3. PATIENT’% BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
MAXWELL KIARA L M-i MAXWELL KIARA L*

2008 MD

dw

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Selfm SpouseD Childr__] OtherE]

7. INSURED'S ADDRESS (No., Street)

I STATE | 8. RESERVED FOR NUCC USE

( )

TELEPHONE (Include Area Code)

C STATE

A—

ZIP CODE TELEPHONE (Include Area Code)

(D ) S

MAXWELL KIARA L

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

9316535276733

a. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

DYES

¢. RESERVED FOR NUCC USE

c. OTHER ACCIDENT?

[ves

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

[X]wo

_ PLACE (State)
[¥jro

NO

e |

11. INSURED'S POLICY GROUP OR FECA NUMBER

a.INSURED’S DATE OF BIRTH SEX

@ | 2008 ] ]

b. OTHER GLAIM ID (Designated by NUCC)
1

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME CR PROGRAM NAME

UHC of LA

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION ——— > |<— CARRIER—3>

DXES D NO If yes, complete items 9, 9a, and Sd.
READ BACK OF FORM BEFORE COMPLETING & SIGMING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself ar to the party who accepts assignment services described below.
below.
Signature-on File 06 15 2025 Signature on File \
SIGNED TE_ SIGNED 4
14. DATE OF CURHENT ILLNESS, INJURY or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
| | MM | DD « YY MM, DD . YY MM . DD - YY
06 1 5 25 QUAL.| 431 QUAL: : ! : FROM ! TO !
1 b 1
17. NAME OF REFERR!NG PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
A U MM DD | YY MM DD YY
17b.| NPI FROM ' TO
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[[Jves [X]no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) ] d 22. RESUBMISSION
1CDInd. | . CODE ORIGINAL REF. NO.
. | R45851 g (£743 c. _ D. |
23. PRIOR AUTHORIZATION NUMBER
el L [ 1 H. I
| S L KL L |
24. A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H. l. J. 2
From PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS S =4 RENDERING o
MM DD YY MM DD YY |SERVICE| EMG CPT/HCPCS 1 MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL. PROVIDER ID. # E .
zz 341600000X |=
1 1 ! I . A ' | | e Y A Rl I =
06115125 | 08 15:25[( 41| | A0428 |HH! | | AB| 100000 | 1 NP 1124021092° " |&
IC
2 ; . i ZzZ 341600000X |z
I I | 1 1 1 B R e e -
06115125 | 068 15125|41] | A0425 |HH ! | AB| 2192550 | 88 | [wei| 1124021092 |&
3 P
1 | ‘ ' | 1 | \ Al e
. o
S [ | L | A N I B 5
4 7
I ' 1 g oo
! R T N I N I S N B L S
. - - z
5 ; | ' 1 | [ ' | R s EESIpEPp g
N RS S B B I i A I a
' z
| | ' ! f 1 s et
I T T I | | | &
25. FEDERAL TAX 1.D. NUMBER SSN EIN E 26. PATIENT'S ACCOUNT NO. ] 27 @CCEPT ASSlGNMENT" 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
) r govi. claims, see back) ,
72-1433510 [J[]  025-20250616001:1 X Jves [ Ino s 3192,50 | 5 000 |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER. B2. SERVICE EACILITY LOCATION INFCRMATION, 33. BILLING PHOVIDER INFO & PH #
INCLUDING DEGREES OR CREDENTIALS | Jackson Parish Louisiana Behavioral ( 888 ) 357 9977
(I certify that the statements on the reverse 165 Beech-Springs Rd 9320 Linwood Ave Jackson Parish Amb Service Dist
apply to this bill and are made a part thereof.) Jonesboro, LA 71251 Shreveport, LA 71106 115 Watts St Jonesboro, LA 71251
Aaron Johnson 8/28/2025 l10:22:49.PM 11-53:45 PM
SionED oare o P 2 1124021092 77347600000 \

NUCC Instruction Manual available at: www.nucc.org

MB-0D3W-M7PA

PLEASE PRINT OR TYPE  CR061657

* APPROVED OMB-0938-1197 FORM 1500 (02-12)
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