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Cigna ' g".‘l.‘!‘@

PO Box 29221 :W ,j:
Phoenix, AZ 85038-8221 iy

Phone 800.352.0611 ext.5846 Fal | e

Fax 866.472.3221 U
www.mycigna.com CI ;g n G &
JUDITH OZBURN

N77 W24866 CENTURY COURT
SUSSEX, WI 63089

May 07, 2015

Name: JUDITH OZBURN

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America

Dear Ms OZBURN:

We are writing to provide an update on the status of your Long Term Disability (LTD) claim. At this time
we remain unable to make a decision.

As you were advised in our letter dated March 23, 2015, we needed current information to determine your
eligibility for ongoing disability benefits. To date, we have received:

+  Medical records from Dr. Broderick, Dr. Schweda, Dr. Jarchow, Michelle Barney and Amy
Streeter, including a Medical Request Form from Dr. Dirk Steinert.
We are reviewing this information and will advise you of our decision or if additional information is
required. We need to review this information and how it relates to your claim for benefits as defined under
the terms of your policy.

We will notify you immediately once we have determined your eligibility for benefits. If additional
information is needed or there is a reason for delay, we will contact you immediately. At the latest, we will
contact you within 10 days.

It is our goal to return all incoming calls and thoroughly answer your questions the same day or within 24
hours, at the very latest. Cigna Group Insurance is committed to providing the highest level of customer
service and appreciates any feedback or comments you would like to make regarding the service provided
to you. Please call me or my Team Leader, Brett K., with any comments. You can reach Brett K. at ext.
4667. From time to time in the future we will be contacting you to obtain updates on your condition, return
to work plans and to discuss any additional assistance that we can provide you with.

Please contact our office at 800.352.0611 should you have any questions. You may also access your claim
status by visiting www.myCigna.com. '

«Cigna’ and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by o through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.
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May 07, 2015
Page 2

Sincerely,

Kogtl

Krystal M.
Group Claims Analyst
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Integrated Activities Eform

Integrated Activities Eform

Integration Activities

HP/HB Referral? -

Health Advisor f Warm --
Transfer?

Your Health First Referral? -

Dental Referral? --

Pilot Projects? ~ Other

Nurse accessed --
information in ICMS?

Nurse accessed -~
information in Unified View
and/or Integrated View?

Partnered with CHC Nurse,  --
WA Nurse, Health
Solutions, HA or Dental
Resource?

Healthcare Insurance -
Carrier

Stay-At-Work (SAW)? --

Comments  1/9/15- CX confirmed does not have CHC

e ABER

HRP Referral?

Com prehensive Oncology
Program Referral?
EAP/LAP Referral / Warm
Transfer?

CHC Case Management
Referral?

Health Solutions Referral?

Specify Other

Was the ICMS information
relevant?

Was the Unified View
and/or Integration View
information relevant?
Partnered with Other
Insurance Carrier?

Specify Other
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From:Inbound_Fax@exchg10.graphnet.com

Sent:Friday, March 27, 2015 12:47:42 PM

To:Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 03/27 12:47 from CSID, TO [14 Pages] 9879334A001

5
v

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files i’ you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2015 Cigna
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Mar. 27, 2015 113980 OZAUK:

NEURGLORY 262-243-8342 o,

Ozaukee Neurology 13133 North Port Washington Road Suite G08 Mequon WI 53097

[‘ Co lumbia St. Mary's

Community Physicians
A Passion for Patient Care..

FAX

TO:
R
4]
Dedeln Jle
Phong:
Fax Phans: E{Lﬂ(é‘ -S40 '59«.*1 ¢
CC:

REMARKS: [ URGENT

E/FOI' Yaur review
-

[1 Reply ASAP

Oate; ‘2) ’alq

Numbar of pages including cover sheet: __LL’;{:__W_

FROM:

st I _for

T boha  Aroeni e

Phone: 262.243.8371
262.243.8342

Fax Phone:

0 Please commant

~Tmiadenie H 10001 0L |

The information contained in this FAX is privileged and/or confidential and is intended only for the use of the parson
to whom it s addressed, i the reader of this megssage is not the infended recipient, you are hereby nofiflad not
1o read, distribute or copy the materials attached without the prior written consent of the ssnder.

I you have received this FAX in error, please natify the sender by calling 262.243.8371.

€3-5617-1 Rev. 808
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o

War. 27, 2015 114088 OZAUXEE HEUROLOGY 262-243-8347 o 9701 P 1

Facsimile Transmission Cover Sheet

e

Trapsmit to FAX number Date Time
1.262.243.8342 March 24,2015 5:1042PM
Ta: , From:
Dr John Broderick Jae

Phone:

B00.352.0611 ext 13175

Subject: Cigna Yncident # 10001043-01

Comments:
Please see the following correspandence for your review. Please contact us with any questiops.

CONFIDENTIALITY NOTICE: If you have received this facsimile in error, please immexdiately notify the
sender by telephone at the auraber above. The documents sccompunying this fucsimile transmission contain
confidential information is intended only for tha use of the individual(s) or entity named above. Thank you
for your compliance.

-
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Mar 97, 5015 11:404K  DZAUXZE NEUROLOSY 26-243-8342

March 24, 2015
Page 2

Sincerely,

2w
Jaa

Meadical Records Prosessor

Enclosure(s)

B A R L LR
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Mar. 27, 2015 11:40aM  OZAUXEE KEURGLOGY 262-243-8342 No 9701 7 ¢

Je

Cigns
P Box 2021
Phoanix, AZ B85033-522%

Phono 000.352.0541 ad 13175
Fax 8804723221

WA YRA.0m

Dr John Broderick

13133 N Pait Washinglon Rd
Suite GO&

MEQUON, Wi 53087

March 24, 2015

Name: JUDITH OZBURN

Incident Number: 10001043-01

Policy Number: FLX-0980068

Policy Name:; Kohl'e Corporation

Underwriting Company: Lifo Insurance Co of North Ametica

Dear Dr John Broderick:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s dato
of birth is July 07, 1958,

Please provide the following information:
+  Complete copies of office visit notes frem December 23, 2014 to present
Hospital Intake/Dischatge summary, and/or Operative Report(s)
Test resulia/findings (for example: MRI’s, EKG's, x-ray's, etc)
Trestment plan (including meds, frequency of treatment, referals, Physical Therepy, ¢tc.)
Restrictions and limitations that prevent(ed) patient from returning to work
« Estimated returmn to work date/date patient was released to retum to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work” pote is not sufficient documentation to cerdfy disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may glso mail the requested information to the above address,

If there is a fee for the medical records requested, please forward r bill including your Tax ID number with
the return of the requested records.

Please contact our office ot 800,352,0611 should you have any questions.
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James "
Cigna ﬁ‘.ﬁi!‘ﬂ'
PO Box 29221 wsiise
Phoenix, AZ B5038-8221 e T
Phone 800.352.06™1 ext.8635217 il 1
Fax 866.472.3221 C .

FataTta!

www.mycigna.com e [ ". n G @
JUDITH OZBURN

N77 W24666 CENTURY COURT
SUSSEX, Wi 53088

November 03, 2015

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068
Policy Name: Kohl's Corporation
Underwriting Company: Life Insurance Co of North America

Dear Ms Ozburn:

Thank you for speaking with me on November 3, 2015. This letter is in follow up to our conversation. We
are writing to you regarding your claim for Long Term Disability benefits.

In order to fully understand your condition, and determine your eligibility for ongoing Long Term
Disability benefits, we need additional information from you and your treatment providers.

According to your employer’s disability policy:
" The Employee is considered Disabled if; solely because of Injury or Sickness, he or she is:
1. unable to perform the material duties of his or her Regular Occupation; and

2. unable to earn 80% or more of his or her Indexed Earnings from working in his or her Regular
Occupation.

After Disability Benefits have been payable for 60 months, the Employee is considered Disabled if, solely
due to Injury or Sickness, he or she is:

1. unable to perform the material duties of any occupation for which he or she is, or may reasonably
become, qualified based on education, training or experience; and

2. unable to earn 80% or more of his or her Indexed Earnings.

The Insurance Company will require proof of earnings and continued Disability.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and nct by Cigna Corperation.
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November 03, 2015
Page 2

We have requested medical records for the time period of April 1, 2015 to present from Dr. Steinert, Dr.
Broderick and Dr. Jarchow.

Please be advised that although we have requested this information on your behalf, it is ultimately your
responsibility to ensure that we receive the requested information.

Your contract contains the following provision:

"Failure of a claimant to cooperate with the Insurance Company in the administration of the claim

may result in termination of the claim. Such cooperation includes, but is not limited to, providing any
information or documents needed to determine whether benefits are payable or the actual benefit amount
due."

Your contract states:

"Written progf of loss, or proof by any other electronic/telephonic means authorized by the Insurance
Company, must be given to the Insurance Company within 90 days ofter the date of the loss for which a
claim is made. If written proof of loss, or proof by any other electronic/telephonic means authorized by the
Insurance Company, is not given in that 90 day period, the claim will not be invalidated nor reduced if it is
shown that it was given as soon as was reasonably possible. In any case, written proof of loss, or proof by
any other electronic/telephonic means authorized by the Insurance Company, must be given not more than
one year after that 90 day period. If written proof of loss, or proof by any other electronic/telephonic means
authorized by the Insurance Company, is provided outside of these time limits, the claim will be denied.
These time limits will not apply while the person making the claim lacks legal capacity.

Written proof, or proof by any other electronic/telephonic means authorized by the Insurance Company,
that the loss continues must be furnished to the Insurance Company at intervals required by us. Within 30
days of a request, written proof of continued Disability and Appropriate Care by a Physician must be given
to the Insurance Company.”

Please contact our office at 800.352.0611 should you have any questions. You may also access your claim
status by visiting www.myCigna.com.

Sincerely,

ﬁa/m&/

James
Group Claims Associate

Enclosure(s)
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Rajesh

Cigna Iﬁ,‘."ﬁ'gz
PO Box 29221 =,‘ » "f
Phoenix, AZ 85038-9221 RNy
Phone 855.439.1931 i Y e,

Fax 866.472.3221

. ' .
pn »
www.mycigna,com C m ‘g: n a: L3

Dr Vicky Jarchow
510 Hartbrook Dr
HARTLAND, WI 53029

November 05, 2015

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr Vicky Jarchow:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete copies of office visit notes from April 01, 2015 to present
+  Hospital Intake/Discharge summary, and/or Operative Report(s)
+  Testresults/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
+  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+ Restrictions and limitations that prevent(ed) patient from returning to work
+ Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 800.352.0611 should you have any questions.

“Cigna" andthe “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by cr through such cperating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.
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November 05, 2015
Page 2

Sincerely,

Kaja/v

Rajesh
Medical Records Processor

Enclosure(s)
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Disability Management Solutions ™ CIGNA Group Insurance s B
. Life » Accident » Disability N
Medical RequeSt Form Life Insurance Company of North America

Connecticut General Life Insurance Company CIGNA
CIGNA Life Insurance Company of New York

We are evaluating your patient’s disability claim. Please respond to the following questions.
Please provide copies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reports may result in delay in the claim determination).

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by the GINA Title Il
from requesting or requiring genetic information of employees or their family members. In order to comply with this law, we are
asking that you not provide any genetic information when responding to this request for medical information. “"Genetic Information,”
as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests,
the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family' member or an embryo lawfully held by an individual or family member receiving
assistive reproductive services.

Claimant Name: Date of Birth:
JUDITH OZBURN 07/07/1958

What is the primary diagnosis?

What is the ICD-S code; Date of Injury/iliness: Is this condition work related?
[:] Yes D No

What are the specific additional factors impacting return to work, if any?

When did you first treat your patient Have you treated your patient for this impairment prior to Date of last visit: When is your patient’s
for this current impairment episode? | this episode? next office visit?

[Jyes []No Ifyes, when?

Does treatment plan for this impairment episode include any of the following? (Please list as appropriate and provide supporting documentation)

D Physical Therapy: |:] Electrodiagnostic Studies:
] surgery: ] Imaging Studies:
[] specialty Referral: ] cther:

Please list all current medications that are related to this impairment or impact return to work: (Please include dosage and frequency)

What are the specific restrictions that you have placed on your patient?
At Work:

At Home (Activities of Daily Living):

Could your patient return to work at this time if accommodations were made for the listed restrictions? I:I Yes [:] No
If no, why not?

If no, based on your experience, what is your best estimate of when your patient can retum to work?
With Restrictions: Without Restrictions:

Physician Name (Please Prin{}: Degree & Specialty:

Address: (Streef, City, State, Zip Code)

Telephone Number: Fax Number: Federal Tax ID #:
Physician Signature: Date:

618136 Rev. 04/2011 n
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From:Inbound_Fax@exchgl0.graphact.com
Sent: Wednesday, Junuary 14,2015 11:35:42 AM
To:LasonMroy-prod-cignlax

CONFIDENTIALITY NOTICE: If you have received this email in crror,
please immediately notify the sender by e-mail at the address shown.
This entail transmission muy contain confidential information. This
information is intended only for the use of the individual(s) or entity Lo
whom it is intended even if uddressed incorreetly. Please delete it from
your files i you are not the intended recipieat. Thank you for your
compliance. Copyright (¢) 2015 Cigna

Cc
Subject:Fax Message received on 01/14 11:35 from CSID, TO [1 Page] 673103 1A001
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Accient + Dischilly

Disclosure Authorization

CIGNA

c g Namo; JUDITH OZBURN

NOTE: This aulhorlzation Is designed to comply with HIPAA and relates to ir necessary to

coverage and services under you! employer's employee health and wellam plan(s) (“the Flan'} axd similar or
coordinating governmontal bemwfis. You are not required to sign the authorization, bul if you do nat, the Plan, insurers
or ather providers of services or covarage under the Plan may not be eble to process your request for Plan benefits,
covarage or services.

AUTHORIZATION
| any medleal p or athar healih care providar, hospital or othar madical (acility;
pharmacy; health ptan; other medically refatod entity, i k . Y
assistance plan; insurance company, sel health third party broker or
other insurance servico provider, or simier enlity: the Medical Information Sureau; the Assoclation of Life Insurance
Companies, which operales the Health Clalms Index and the Disabiily Income Record System; government
organization of agency, including the Social Security A financial oF lax
oconsumer reporting agency; and amp o group that has i about my heakh, preseriptions,
financial, eamings or employment history, o cther insurance claims and benaefils to provide access 1o or copies of this
information 1o the Plan and lo any individual of enfity who provides services to ot Insurence benefits on behatt of the
"Plan, Fcluding but nol limied ta the fequesting company(ies}” named below ("Company’}. To the exierd | may be
eligible for govemmenta! benefits similar to or that coordinate with those avnilable to me under the Plan, 1 elso suthorize
disclosire of information necessary to apply for or determine my eligitility for such banefils o the relovant gavernmant
agency andfor vendor providing applicaticn asslslanca. . o e
{nformation about my Realth may relate to any disarder of the Immune system including bul nol limited to HIV and AIDS;
use of crugs or alcohok and montal and physical history, condition, advice o lreatment, but does not include
psychotherapy notes,

1 understand that any Informalion obtained with this authorization will be used for evaluating and administering my
coverage, inciuding any diaim for bonefils, of otherwise providing services related 1o or on behat of the Plan, which may
Include, but is not limHed to asslsling me In returning to work and Plan administration. With respect to goverrimental
benefits shmilar to or that coordinate with benefits available to me undet the Plan, 1 understand that the information will
be used to help delermina my eligibiiity for any such bensfits and may nclude assisting ms tn applying for the benefits. |

that the i undor this 9 subject o yodk and may no nger be
prolected by ceraln faderal regulations goveming tha privacy of heaith information, atthough it will continue to be
protected by ather applicable privacy laws and regulations.

For any claim for Insurance banefits, this authorization (s valid far the sharter of 24 monihs or the duration of my claim,
For il other thls i 1 Is valid for one (1) year fram the date halow. | am antiled 10 a
copy of this anda or copy of it is as valid as the original,

{ understand that | do not have to give this authasization. If | choose not to give the authorization - or if | later revoke -
I understand that tho Pian, insurers, or other provicers of services or benefits relaiod to the Pian who rely on this
suthcrization may not be able 1o evaluate or administer my request for Plan tanefits, coverage or services and that my
requost for Pian bencs, COVEIagR Of services ay by denled as a rasult. | may rovoke-this antharization by sending
written notkes to the Claim Manager handling my cleim.

Dovcttd P bris 220 5

(ClaimarTs Signature) (Date Signed)
Vndith A D=burn /785
{Print Name) (Dale of Bitth)

| signed on behalf of the claimant as (indicate rolationship). If Powar of Attomey Designee,
Guatdian, or Conservalor, pleasa attach a copy of tha document granting autherity.

Company Nemes: Lite Insuranca Company of Notth Amarlca, CIGNA Ufe Insurance Company of New York, CIGNA
Company, Greal-West Life & Annuity Insurance Company, Firsl Great-West Life & Annuity

Insurance Company, New England Life Insurance Company, Alla Health & Life Company and C

General Life (nsurance Company,

817283 Ruv. 0312012
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Rajesh

s .*ﬂ )
C h YA
PO Box 20221 .ty
Phoenix, AZ 85038-8221 g
Phone 855.439.1931 el |
Fax 866,472.3221 . |
www.mycigna.com C l ‘g n a} &
Dr John Broderick
13133 N Port Washington Rd
Suite G06

MEQUON, Wi 53097

November 05, 2015

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Com pany: Life Insurance Co of North America
Dear Dr John Broderick:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete copies of office visit notes from April 01, 2015 to present
+ Hospital Intake/Discharge summary, and/or Operative Report(s)
+  Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
»  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+  Restrictions and limitations that prevent(ed) patient from returning to work
+ Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 800.352.0611 should you have any questions.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by or through such operating subsidiaries, including Life Insurance Company of North Americe, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corperation.

et it
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November 05, 2015
Page 2

Sincerely,

Kcﬁa%/

Rajesh
Medical Records Processor

Enclosure(s)
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AT* b

Disability Management Solutions ™ CIGNA Group Insurance
Life « Accident « Disability

1
Medical ReqMESt Form Life Insurance Company of North America %%

Connecticut General Life Insurance Comparny CIGNA
CIGNA Life Insurance Company of New York

We are evaluating your patient’s disability claim. Please respond to the following questions.

Please provide copies of supporting reports, such as office notes/consultations/testing.

(Failure to provide the reports may result in delay in the claim determination).

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by the GINA Title [l
from requesting or requiring genetic information of employees or their family members. In order to comply with this law, we are
asking that you not provide any genetic information when responding to this request for medical information. "Genetic Information,”
as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests,
the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member receiving

assistive reproductive services.

Claimant Name: Date of Birth:
JUDITH OZBURN 07/07/1958

What is the primary diagnosis?

What is the ICD-9 code: . Date of Injury/lliness: Is this condition work related?

[:]Yes D No

What are the specific additional factors impacting return to work, if any?

When did you first treat your patient Have you treated your patient for this impairment prior to Date of [ast visit:
for this current impairment episode? this episode?

[Jyes [JNo Ifyes, when?

When is your patient’s
next office visit?

Does treatment plan for this impairment episode include any of the following? (Please list as appropriate and provide supporting documentation)

|:] Physical Therapy: I:] Electrodiagnostic Studies:
] surgery: [] imaging Studies:
] specialty Referrat: ] other:

Please list all current medications that are related to this impairment or impact return to work: (Please inciude dosage and frequency)

What are the specific restrictions that you have placed on your patient?
At Work:

At Home (Activities of Daily Living):

If no, why not?

If no, based on your experience, what is your best estimate of when your patient can retum to work?
With Restrictions: Without Restrictions:

Could your patient return to work at this time if accommodations were made for the listed restrictions? D Yes [:] No

Physician Name (Please Prinf): Degree & Specialty:

Address: (Streef, City, State, Zip Code)

Telephone Number: Fax Number: Federal Tax ID #:
Physician Signature: Date:

618136 Rev. 04/2011 g
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From: Inbound_Fax{@exchgl 0.graphnet.com

Sent: Wednesday, Junuary 14, 2015 11:35:42 AM

To:Lason\troy-prod-cignfax

Ce:

Subjeet:Fax Message received on 01/14 11:35 from CSID, TO [1 Page] 6731031A001

¢

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-nwil at the address shown.
“This email iransmission may contain confidential mformation. This
infonuation is intended only for the use of the individual(s) or entity Lo
whom it is intended even il addressed incorvectly. Please delete it from
your files if you are not the intended recipicat. Thank you for your
compliance. Copyright (¢) 2015 Cigna
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2

Disclosure Authorization T e Doty !
CIGNA

¢l 's Namo:JUDITH OZBURN

NOTE: This authorization is designed to comply with HIPAA and relates fo necessary to

coverage and sarvices under your employer's employee heafth and welfare plan(s) (‘the Plan*} ang similar or
coordinating govermmental benwfis, You are net required to sign the authorization, but if you do nof, the Plan, insurars
or other providers of services or coverage undat he Plan may.not be able lo process your request for Pian benefits,
coverage or services.

AUTHORIZATION
I any physici: medical p or other heafin cara provider, hospital or other madical lacility;
pharmacy; health plan; other medically related entily. ioh

an; P reinsurer, health mail fon, third party s broker or
other Insurance servica provider, or simiar enfity; the Maedical Information Bureauy; the Association of Life Insurance
Companles, which operates the Heslth Claims Index and the Disoblily Income Record Systern; government
organization or agency, including the Social Security ; flnancla) il or lax preparer;
consumet foporting agency; and emp! or group thal has fon aboul my heath, prescriptions,
financial, eamings or employment histery, of other Insurance claims and bonefits to provide access to or copies of this
__Information 1o the Plan and to any individual or enfity who provides services to or insurance benefits on behall of the
Plan, Tcluding but not limded fo the fequesiing company(ies] named below (*Company™}. To tho exient 1 may be
aligible for gavemmental benelits simllar 1o of that coordinate with those available to me under the Plan, | also authorize
disclosure of information necessary to apply lar or delormine my eligitility for such boneflis 1o the relevant gavernmant
agency andlor vendor providing appfication asslslance. . comomm e
Information about my health may relate to any disonder of the immune system inctucing but nol limited o HIV and AIDS;
use of drugs or alcoho); and montal end physical history, condition, advice or freatment, but does not include
psychotherapy notes.

| understand that any information oblalned with thls authorization will be used for evaluating and acministering my
coverage, including any clalm fr benefils, or othenvise provicing services related to oron behatt of the Plan, which may
include, but Is not limted to assisting me In returning ta work and Plan sdministration. With respect 10 governmental
benefits similar to or that coordinate wih bensfits avallable to me under the Plan, 1 undarstand that 1he information will
bo usedto help calesnine my eligibiity for any such bensfits and may include assisting me [n applying for the benalts. !

that the i under this is subject to rad: and may no onger &
protacied by certaln faderal regutations goveming the privacy of haalth information, athough it will continue to te
protected by other applicable privacy laws and regulations.

Far any claim for insurance benefits, this authorization Is valid {or the shortar of 24 months or the duration of my claim.
For all other px this 1 Is valid for ons (1) year from the date below. 1 am entiled to a
copy of this and a ic o copy of itis as valid as the orginal.

| unerstand that | do not have [o give this authorizatlon. IF | choose not ta give the autharization - or if [ later revoke «
| understand that the Plan, Ingurers, or other providers of services or benefits rolaied to tho Plan who rety on this
authorization may not be abla to evaluata of sdminister my request for Pian tenefits, coverage or services and hat my
request for Pian bencflis, coveraga of services snay be denled as a resuit. { may revoke-this autharization by sanding
written notico to the Claim Managor handting my claim.

;7 ey, L7 20 45

(ClaimanTs Signatura) {Dale Skred)
Vudith A Onburn /7725
{Prin! Name) {Date of Bith}
| signed an behall of the claimant as (indicaty lationship). If Powar of Attomey Designee,

Guardian, or Conservator, pleasa altach a copy of the decument granling autherity.

Compary Names: Life [nsurance Company of Norih Amarlca, GIGNA Ufe [nsurance Company of New York, CIGNA

Company, 1-West Ufe & Annuity Insutance Company, First Greal-Wes! Life & Annuity
tnsurance Company, New England Life Insurance Company, Alta Health & Lie Company and Ci i
General Lifa Insurance Company.

817283 Rov, 0312012
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Rajesh
Cigna !“%ﬂiﬂ%
PO Box 29221 wntiye
Phoenix, AZ 85038-8221 g
Phone 855.439.1931 Sl |
Fax 866.472.3221 .
T % ]

. ik ) i
www.mycigna.com c ‘I 1 n a o
Dr Dirk Steinert

Germantown Clinic
N112 W15415 Mequon Rd.
Germantown, W 53022

November 05, 2015

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Koh!'s Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr Dirk Steinert:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete copies of office visit notes from April 01, 2015 to present
+  Hospital Intake/Discharge summary, and/or Operative Report(s)
+  Testresults/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
»  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
» Restrictions and limitations that prevent(ed) patient from returning to work
+  Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 800.352.0611 should you have any questions.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by o through such cperating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Compeny and Cigna Life Insurance Company of
New York, and nat by Cigna Corporation.
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November 05, 2015
Page 2

Sincerely,

KC%&S%/

Rajesh
Medical Records Processor

Enclosure(s)
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Disability Management Solutions *

Medical Request Form

CIGNA Group Insurance ©
Life» Accident * Disability
Life Insurance Company of North America

Connecticut General Life Insurance Company CIGNA
CIGNA Life Insurance Company of New York

We are evaluating your patient’s disability claim. Please respond to the following questions.
Please provide copies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reports may result in delay in the claim determination).

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by the GINA Title (I
from requesting or requiring genetic information of employees or their family members. In order to comply with this law, we are
asking that you not provide any genetic information when responding to this request for medical information. "Genetic Information,"
as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests,
the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family' member or an embryo lawfully held by an individual or family member receiving

assistive reproductive services.

Claimant Name:

JUDITH OZBURN

Date of Birth:
07/07/1958

What is the primary diagnosis?

What is the |CD-9 code:

Date of Injury/lliness:

Is this condition work related?

L__l Yes D No

What are the specific additional factors impacting return to work, if any?

When did you first treat your patient
for this current impairment episode?

Have you treated your patient for this impairment prior to
this episode?

[dYes [INo Ifyes, when?

Date of last visit: When is your patient’s
next office visit?

D Physical Therapy:

Does treatment plan for this impairment episode inciude any of the following? (Please list as appropriate and provide supporting documentation)

] surgery:

|:| imaging Studies:

[] specialty Referral:

|:] Electrodiagnostic Studies:

] other:

Please list all current medications that are related to this impairment or impact return to work: (Please include dosage and frequency)

At Work:

At Home (Activities of Daily Living):

What are the specific restrictions that you have placed on your patient?

If no, why not?

Could your patient return to work at this time if accommodations were made for the listed restrictions?

If no, based on your experience, what is your best estimate of when your patient can retum to work?

D Yes D No

With Restrictions: Without Restrictions:

Physician Name (Please Prin): Degree & Specialty:
Address: (Street City, State, Zip Code)

Telephone Number: Fax Number: Federal Tax ID #:
Physician Signature: Date:

618136 Rev. 04/2011
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From:Inbound_Fax{gexchgl0.griphnet.com

Sent:Wednesday, January 14, 2015 11:35:42 AM

To:LasonMroy-prod-cignfax

Ce:

Subject:Fax Message received on 01714 11:35 from CSID, TO [1 Page] 6731031A001

CONFIDENTIALITY NOTICE; if you have received this cmail in error,
please immediately notify the sender by ¢-nail at the address shown,
This email ransmission may contain confidential information. This
infomtion is intended only for the use of the individual(s) or entity to
whom it is intended cven if addressed incorrectly. Please delete it from
your {iles if you are not the intended recipient. Thank you for your
compliance. Copyright () 2015 Cigna
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Disclosure Authovization S ey %%
CIGNA

< *s Namo:3UDITH OZBURN

NOTE: This autharization Is designed lo comply whh HIPAA and relates to necessary i
coverage and seivices under your employers employee health and welfare plan(s) (‘the Flen®) and similar or
coordinating governmental berwls, You are not required 16 sign the authorization, bul if yeu do ned, the Pian, insurers
or-ather praviders of services or coverage under the Plan may not be sble to process your request for Plan benafits,
coverage or sefvices.

AUTHORIZATION
! any pl medical or other health care provider, hospital or othor madical lacility;
pharmacy; health plan; other medically related entity, i f y i y
: plan; y. reinsurer, health mai third party , broker ar

d P
other insurance service provider, or simlar enlity; the Medical information Buseau; the Assoclation of Life [nsurance
Companies, which operates the Health Claims Index and the Dissbilly Incoms Record System; governmenl
organization of agency, including the Soclal Security A ; Mnancial i or tax preparer;
oconsumer reporting agency; and emp or group that has ion about my health, prascriptions,
financial, camings or emplayment histary, or other Insurance claims and benefits to provide access to or coples of this

__information to the Plan and to any individuatl or entity who provides services to or insurance benefits on behall of the
Plan, Tcluding but not limied fo Whe raquasting company(ies)” named below ("Company?). To the exient | may be
atigible for govemmental benefits similar to or that coowdinate with Lhose available to me under tre Plan. | also authorize
disctosure of information necessary to apply for or determine my eligibility for such benefils to the relevont gavornment
agency andier vendor providing application assistanca. B oo
Information about my health may relate o any disorder of the [mmuno systom inclucing but nol timited to HIV and AIDS;
use of drugs or alcohol; and mental and physical history, condition, advice of treatment, but does not inciuce
psychotharapy nates.

1 understand that any information obtalned with this authorization will be usad for avaluating and administering my
coverage, including any claim fer benefils, or otherwise providing services related to cron behatl of the Plan. which may
include. but is not limted to assisting me in returning to work and Plan administration, With respect to governmental
penefils similar to or that coardinate with benefiis avallable to me undor tho Plan, 1 understand that ihe Information wi
be used to help detenmine my eligibllity for any such benafits and may include assisting me In applying for the bensfits. |

that the it undar this ion I8 subject 1o and may no longer be
protocted by certaln federal regulations goveming tha privacy of health information, sfthough it will continua to be
nrotected by other applicable privacy laws and regulations.

For any claim for Insurance benefits, this authorization Is valid lor the shorer cf 24 months or the curation of my ciaim.
For ol other permitted disclosures, this authorization Is valid for ono (1) year from the date below. | am entitled to a
copy of this andn of 5 copy of itis as valid as the orginal.

1 understand that | do not have 1o ghve this authorlzatlon. If | choose not to give the authorization - or if | {ater sevoke -
| understand that the Pian, insuiers, or other providers of services or benefts related to the Pian who roly on this
authorization may not be abla to evaluate or administer my requast for Plan benefits, coverage or servicas and that my
requesi for Plan bencits, coverage or sesvices inay b denled as a msult | may revoke-this autharization by sanding
writton nolico to the Claim Manager handling my claim,

%@ dﬂf o, (#2045
{Clalmadl's Signators) {Date Sigred)

Vudith A Ozburn /718 5F

{Prin\ Name) (Date of Birthj

| signed on behalf of the claimant as (indlcato mlationship). If Powar of Attomey Designes,
Guatdian, or Conservator, plaase altach a cony of the document granling authesdity.

Company Names: Life Insuranco Company of North Amarlca, CIGNA Life insurance Company of New York, CIGNA
Company, Great-West Ulfe & Annuity Insurance Company, First Great-Wes! Life & Annulty

Insurance Company, New England Life Insurance Company, Alta Health & Life Company and C

General Life Insurance Company. .

817283 Rov, 0312012
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From:Inbound_Fax@exchg10.graphnet.com

Sent:Monday, November 9, 2015 05:12:21 PM

To:Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 11/09 17:12 from CSID, TO [6 Pages] 1348240A001

CONFIDENTIALITY NOTICE: If you have received this email in ervor,
please immediately notify (he sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use ol the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your {iles if you are not the intended recipient. Thank you for your
compliance. Copyright (¢) 2015 Cigna
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Rajesh

e rnmrrgeaean

Clgna aﬁﬁéiﬁﬁﬁ

PG flax 28221 ?\{% @g

Phaenie, AZ B5038-0221 St

Phone 154,439,931 | o

Fax 808.472.5221 R

s Cigna.
n.

Dr Dirk Steinert

Germantown Clinic

N112 W 15415 Mequon Rd.

Germanfown, W] 53022

November 05, 2015

Name: Judith Qzbum
Incident Number: 10001043-01
Policy Numnber; FLK-0980068

Polley Name:

Kohl's Corporation

Underwriting Company; Life Insurance Co of North America

Deae Dr Dirk Steinert:

We are reviewing the Long Tenn Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958,

Please provide the following information;
+  Complete copies of office visit notes from April 01, 2015 to present
Hospital Intake/Discharge summary, and/or Operative Report(s)
*  Test results/findings (for example: MRI’s, EKG’s, x-tay’s, etc)
+  Treatment plan (including meds, frequoncy of treatment, referrals, Physical Therapy, etc.)
*  Restrictions and limitations that prevent(ed) patient from returning to work
*  Estimated retun to work date/date patient was released to return to work
Enclosed is an authorization to release this information o us.

Please be advised that an “off work™ note is not sufficient docimentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this infonmation to 866.472.3221.
If necessary, you may also mail the requested information to the sbove address,

Ifthere is a fee for the medical records requested, please forward a bill including your Tax ID number with
the retum of the requested records.

Please contact our office at 800.352.0611 should you have any questions,

"Cigta” gnd the “Tree of Life™ logo are reglsiezed 1erwise mavks od Clra Irazltogiyal Propeety, nz., lisstasd for wwa by Clgm Gorprestinn 2nd s Spaansy subs Sizies, Al modzats and sarelsss
maprovlded by or ieongh such toeet'ed sakuidiaries, inslung Life [nscranos Cuopaty nf North Americs, Contcestizat General Lifa Cempany 200 Cigra Life Inerwyes Compamy of
New York_and not by Clgne Corporation.
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Facsimile Transmission Cover Sheet

Transmit to FAX number

1,262,2577982

Navember Q5, 2015

Ta:

Dr Dirk Steincrt

Subject:

855.439,1931

Cigna Incident # 10001043-01

Comments:

Please see the following correspondence for your review. Please contact us with any questions.

CONFIDENTIALITY NOTICE: If you have received this facsimile in etror, please immediately notify the
sender by telephone at the number above. The documents accompanying this facsimile transmission contain
confidential information is intended only for the use of the individuai(s) or entity named sbove, Thank you

for your compliance,
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November 05, 2015
Pape 2

Sincerely,

/@zjaﬁ/

Rajesh
Medical Records Processor

Enclasure(s)
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Life > Actigeny » Disahility

Disability Management Solutions ™ CIGNA Group Ensurance %"

Medical Reque-ﬂ-‘ Form Life Insurance Compuny of North America

Connecticul General Life Insusences Company CIGNA

CIONA Life insuzance Company of New Yizk

We are evalunting your patient's disability claim. Please respond 10 the following questions.
Please provide coples of supparting reports, such as affice notes/consulta tions/testing.
(Failure to provide the reports may result in defay o the claim desermination),

The Ganellc Information Mondiscriminallon Act of 2008 (GINA) prohibits emplayers and other entitles covered by the GINA Tifle il
from requesling or requiring genellc Information of employees or their family members. In order to comply with this [aw, we are
asking that you nol provide any genetic Information when responding to this raquest for medical Information. ~Genstlc information,”
as defined by GINA, includes an Individual's famity medical history, The results of an indlvidual's or family member's ganstic tests,
ihe fact that an individesl or an individual's family memboer sought or recaived genetic serviees, and genetle Informatian of a fetus
carried by an individus! or an Individual's family member or an embiyo lawfulty held by an indivldual or family member receiving

assisiive reproductive services,

Clairnan{ Nam: Dato of Birlhy;
JUDITH OZBURN 07/07/1958

VWhatis fhe primary diagnasis?

Yo Conausss Sqadporme.
What is the [CD-8 cads; Data of Injuryfiliness: Is this condition wark relafeg?

Lﬁ 3'!0. Q.v D Yun [:] Mo

What are the apedfic additisnal faciors Impacting return to work, if any?

When did you firsd treat yaur pefiend | Have you trented your patient for this Impalrment prior to Date of last vigh: Whaon ls your pelient's
for this gurrent impalement episode? | ihis epizode? noxt office visl?

[JvYes [IMe  ifyes, when? -9 -/5

Does lrestmant pian for this impeirment egisade include any of the fellowiy? (Please (i 85 appragriate and provide suRpening docurmentetion}
(3 prystea Tharppy: [T Eleerrodiagnostic Suies:

[ sumgsen: T imaging Studies:

@ Specialty Roforrnl:mm.&’_éﬂ@ [:] Other,

Pleass lst all current medications that ase related to thls lnpairment or Irepact setutn 1o work: {Slaass include dosaga and frequency)

Whal pre the zpacifio rostrictions that you have placed en your patisnt?

At Wik ﬂgj?:’gﬁﬁgn To ‘DR. ‘BQDDM

AtHatne (Activities of Daily Living):

Could your patient refum {0 wazk at this time if accommodations wers made for the listed restictiona? D Yes e
1 ho, why not?

Itno, based on your exparianse, whal i vaur bogt estmate of when your patien] can raturn o workc?
\With Restictons: Without Rastietions:

Prymician Mams {Flease Prinf}: Bagroe & Speclalty:

DTOK  STEOENT Mo m/Ped

Acdress; (Strest, City, State, Zip Code)

NUZWISHIS MEUOL KD GERMARTOWL Wt S 3092

Talephons Number: Fax Number: Fedesat Tax 1D #:

Qe2)25p 7500 | (262) 26 7-7981 | 390807043

Phyzisian Signature: Dale; l i / ? /
A - . /
&16136 Rav. 0375071 ; 3,
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From:Inbound_Fax@exchg 10.graphnet.com

Sent:Wednesday, November 11, 2015 04:48:47 PM

To:Lason\roy-prod-cignfux

Ce:

Subject:Fax Message received on 11/11 16:48 from CSID, TO [13 Pages] 1448109A001

CONFIDENTIALITY NOTICE: If you have received (his email in ervor,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (¢) 2015 Cigna

Cit_ON ™A™ a8
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Now 11, 2015 3:40PM  OZAUXEZE KEURCLOGY 202-243-8342 No. 8200 2 1

Ozaukee Neurology 13133 North Port Washington Road Suite G086 Mequon WI 53097

o Community Physicians -
; Date: L 1S
A Passion for Patient Carag. '

FAX

TO:

Nurmber of pages including cover sheet: _ﬁ,__

FROM:

AL A A

i

Y loln  Bodeiey

Phone: 262.243.8371
Fax Phone: 262.243,8342

Phona;
Fax Phone:. g(ﬂ (Q’ S0 A

ce.

|

REMARKS: ] URGENT /%orymurrgview [0 Raply ASAP {1 Please comment
/

A 000 jogs -0

‘“ -< I- I —

The information contained in this FAX is privileged and/or confidential and is intended anly for the use of the person
to whom it is addressed, I the reader of {hls messsage is nol the inlanded raciplent, you are hereby notifled not
to read, distribute or copy the materials attached without the prior written consent of the sender,

If you have received this FAX in grror, please notify the sender by calling 262.243.8371.

03-5617-1 Rsv. 808

= OMN ™ ea ™ s
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Now 11, 3015 3:41PM OZAUKEE KEUROLOSY 262-243-8342 Ho. 8206 7.2
Rafest 24
Clgna s
PO Box 20221 S
Phigeniz, A2 850364221 Sl g
Phans §55.438,131 P e
Fux 1884723221 . .
Dr John Broderick
13133 N Port Washington Rd
Sulla GO6

MEQUON, W1 53087

November 05, 2015

Name: Judith Ozbwn

Lncident Number; 10001043-01

Policy Number: FLK-0980063

Policy Name; Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr John Broderick:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete coples of office visit notes from April 01, 2015 to present
»  Hospital Intake/Discharge summary, and/or Operative Repori(s)
s Test results/findings (for example: MRI’s, EKG's, x-ray’s, etc)
*  Treatment plan (including meds, frequency of treatment, refemals, Physical Therapy, etc.)
s Restrictions and limitations that prevent(ed) patient from returning to work
o Estimated retumn to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work” note is not sufficient docunentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
Tf necessary, you may alse mail the requested information to the above address.

If there is a fee for the medica! records requested, please forward a bill including your Tax 1D rumber with
the retum of the requested records.

Please contact our office at 800,352,061 1 should you have any questions.

Clgea” 10 vhe * Tess of Lily™ lome wra reglpomnd trrelza marks efSlens bielonlua) Progerty, lne, liomund At uia by Clgns Compuation b ftg opereiagg ubniddies, All eodenty ynd rvisn
2aprovidsd by e1thraugh such cpuafing subsidisries, including LIfs insimeos Comprny of Huids Amarica, Conrratiul Generdd Lite Insumazca Coezpany ved Cigra Lids iranasce Commpany of
Now voik, mduot by Cigna Corprration

M= QOMN ™ = ™
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Nov, 11,

015 3:41PM OZAVKEE REURCLOGY 262-243-§342

November 05, 2015
FPage 2

Sincerely,
R A
Rajesh
Medical Records Processor

Enclosure(s)

M= OMN ™ e ™ s
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M 4 9 = 2 Dl FE } i - -
Mov. 15, 2015 3:41PM OZAUKEE KEURGLOGY 262-243-8342 o, 8200 7. 3
. o ’ £V CIGNA Group Tnsurance
Di sa{nhty Management Solutions Lt - Accigent~ Disabifiy
Medical Reqﬂest Form Lafs Tngurmnce Conpany of Norih America

Conneclicut Geperal Life Tnsurance Company  CIGNA
CIGNA Life Tnsurance Qompany of New Yeork

Wa are evaluating your patieat’s disability claim. Plense rogpond to tho following questions,
Plesse provide copies of supporiing regorts, such as ofice notes/consultations/testing.
(Failurs (o pravide the repovty mey result it delay in the claint determinarion}.

The Genolie Informalion Nandlscrimination Act of 2008 (GINA) prohibits smplayers and other entlties coverad by the GINA Title #
from requesting ar sequiring genelic information of employeas or thefr famnily membars. ln vrdar to comply with 1his law, wo aro
asking that you nol provide any genatic informatian whan rasponding 1o this requast for madical informalion. “Genelic Informalion,

as defined gy GINA, includes an individusls Family madical history, the rasulls af an ndividual's of family mamber's ganatic fesls,
tho fact that an individual or an individual’s family member sought or received genetic services, and genatlc infermation of a fetus
carriod by an individual or an Indlvidual’s femily mamber or an embryo Tawiully held by an individual or farilly momber recaiving
assistive reproductive services.

Clyimant Name: Uate of Birdy.
JUDITH OZBURN ) 077071953

‘Whal is the primary diagnosls?

()Déf{‘ (0N Uadly 0N ﬁtgf\ci‘/“\?”\'& u}f m_u)o Lo oA Poin

What |s the ICD-9 code: Dale of Injurylllinass: Is Lhia mndll?im viork relatad?

240, | 2.6\ 1a-1- 13 ves [INa

Vihal are the spedhc oddiiona! botors impacling return 10 work, if any? , P . '
LENVY g L mvjo,gia_,g el PKML A, .-Jc.g(fm ot it '4} CAn AL e 8 P v
A (e, P g e, da L4 piad {\a -2 Ie:fa—{»ﬂ'ng (L«Jmlpuvﬁcr sOvtens G5

finda_p I deate f/\(,a,cfﬂtw\ \ (LD Lot f‘(,u'_f\

Whon did you fitst freal your patient | Have you irealed your patiant for his Impairment prior to | Date of lastvisit ‘When is your patient’s
for this current impalrment episotda? | this episade? raxt office viset?
128013 L] ves @Ns If yos, whan? XN

Does treatment plen for this Impaiment episods incluca any of the following? (Pleass list as approprizte and provids supperting docuwmentation)

2] hystonl Therapy: O elestmdiagnostio Studies!

[ sugery: ] imaging Studias:

[A Specilty Refamal; (4010 270 Sai s K otar. _Loem. AL okt ¥ M elipuy
kA

Bloaze st il currentmetications that ece ralaled 1o dhis Impalrment or impatt felum fo work: (Floasg Include dosage and froguency]

plA

What ure tha spocific restictions that you have placed on your patlant?
AL Work:
Ln O ly 0 Loworle

Al Home [Activities of Deity Living).

Couid your patient retum o work gt this ime if accammedations were made for the listed restrictians? [Jves [No
if no, why nol?

If no, based on your axprorionce, what it your bast estimate of wheo your patient can relurn tg werk?
With Restrictions: _unedeAesrm i A¢ A without Restrictons, Lot eming .

Phiyzician Name (Pleass Prim): Degree & Specially:

Jo[’\f\ 5 l‘gf\?dwl CaL, tAD [ fgunAw CG’%

Address: {Straet, Cily, Stete, Zip Code)

3132 0 Pord W&‘g’\ﬂ-‘-n;{.{dn 24 4 (70{49 AL G on (T L2497

Talophone Rombar Eax Nomben Feders! Tox 1D &

(nlop. ) U2 Y2 (SLa Y 313 kA0 280K0 b tlS

Phystoian Signatfre. Dale:
SR \] ¥

s

= ON ™ ™ s



(Page 69 of 378)

Jessi

Cigna i"-“ ‘ﬂ"‘

PO Box 29221 wym
Phoenix, AZ 85038-9221 ey
Phone 800.352.0611 ext.8635673 f“‘" e~
Fax 866.472.3221 C
www.mycigna.com l g n a
JUDITH OZBURN

N77 W24666 CENTURY COURT
SUSSEX, WI 53089

December 16, 2015

Name: Tudith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Com pany: Life Insurance Co of North America

Dear Ms Ozburn:

Thank you for speaking with me on December 16, 2015. This letter is in follow up to our conversation. We
are writing to you regarding your claim for Long Term Disability benefits.

In order to fully understand your condition, and determine your eligibility for ongoing Long Term
Disability benefits, we need additional information from you and your treatment providers.

According to your employer’s disability policy:

"Definition of Disability/Disabled

The Employee is considered Disabled if, solely because of Injury or Sickness, he or she is:

1. unable to perform the material duties of his or her Regular Occupation; and

2. unable to earn 80% or more of his or her Indexed Earnings from working in his or her Regular
Occupation.

After Disability Benefits have been payable for 60 months, the Employee is considered Disabled if; solely
due to Injury or Sickness, he or she is:

1. unable to perform the material duties of any occupation for which he or she is, or may reasonably
become, qualified based on education, training or experience; and
“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services

are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Comecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporaticn.

e 00
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December 16, 2015
Page 2

2. unable to earn 80% or more of his or her Indexed Earnings.
The Insurance Company will require proof of earnings and continued Disability.”

We have requested medical records for the time period of April 1, 2015 to present from Dr. Broderick, Dr.
Steinert, and Dr. Jarchow. To date, we have received the following:

-Office vist note datred November 13, 2015 from Dr. Jarchow

-Office visti notes dated April 15, 2015 through September 14, 2015 and Medical Request Form dated
November 11, 2015 from Dr, Broderick

-Medical Request Form dated November 9, 2015 from Dr. Steinert

Please be advised that although we have requested this information on your behalf, it is ultimately your
responsibility to ensure that we receive the requested information.

If we have not heard from you or have not received any of the requested information byJanuary 15, 2015
we will have no alternative but to make a decision based on the information currently in your file because
we will be unable to establish that you are continuing to make a claim for benefits.

JUDITH OZBURY, it is very important that you contact us as soon as possible so that we can make a
complete, accurate, and timely assessment of your condition.

Your contract contains the following provision:

"Failure of a claimant to cooperate with the Insurance Company in the administration of the claim

may resuit in termination of the claim. Such cooperation inchides, but is not limited to, providing any
information or documents needed to determine whether benefits are payable or the actual benefit amount
due."”

Your contract states:

"Written proaf, or proof by any other electronic/telephonic means authorized by the Insurance Company,
that the loss continues must be furnished to the Insurance Company at intervals required by us. Within 30
days of a request, written proof of continued Disability and Appropriate Care by a Physician must be given
to the Insurance Company."

Please contact our office at 800.352.0611 should you have any questions. You may also access your claim
status by visiting www.myCigna.com.

Sincerely,

)m

Jessi
Group Claims Associate

e XD
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From:Inbound I her10. hnet.com

Sent: Thursday, December 17, 2015 07:39:35 PM

To:Lason\troy-prod-cignlux

Ce:

Subject:Fax Messuge received on 12/17 19:39 [rom CSID , TO {4 Puges] 2889570A001

<>

CONFIDENTIALITY NOTICE: II you have received this email in enor.
please immediately notify the sender by e-mail at the address shown,
This email transmission may contain confidential information. This
informatian is intended only for the use of the individual(s) or entity to
whom it is intended even ifaddressed incorreetly. Pleasc delete it from
your files if you are not the intended recipient. Thank you for your
campliance, Copyright(¢) 2015 Cigna

M ORM el o™~ —
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Dec 18 1512:39a

J Ozbum

4’%7//7 ! \/6’5€I‘C-o,
Re “Judith Ozbiupon

24 2-372-"430

2623724430

£2/r7/15
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Nov 24 1505:22p JOzbumn 2623724430 p.8

Disclosure Authorization

1 _C|g gna.

ACIalmant's Name Ju DITH OZB URN

NOTE: This authorization is designed to comply with HIPAA and’ relates to lnformatlon necessary to admrmster coverage and

services under your employer's employeé health and welfare plan(s) (“thePlan”)-and: similar or coordinating governmental
- benefits, You are not required to sign the authorization, butif you do not, the Plan, insurers or other prowders of services or
_ coverage under the Plan may not be able to process your request for Plan benef ts, coverage or servlce_s

: AUTHORIZATION ‘
. .lauthorize any physrclan, medical professxonal or other health care provider, hospital or other medical f'acdrty, pharmacy, health
) plan, other _medically related entity; rehabilitation professional; vocational evaluator; employee assistance plan insurance
conipany, reinsurer, health niaintenarice organization, third party administrator, broker or other'i insurance service provrder,
similar.entity; the Medical information Bureau; the Association of Lifé Insurance Companies, which operates the Health Claims
Index and the Disability Income  Record’ System; government organization or-agency, including’ the Social Security
Admijnistration; financial institution, accountant or tax preparer; consumer reporting  agency; and employer or group
policyholder that has mformatlon about my’ healm prescriptions, fi inancial, eamlngs or employment history, or otfiel insurance
claims and benefits to provide access to 'or copies of this information to the Plan and to any individual or entity who-provides
~ “services 1o of fiisuifance benefits onbehalf of the Plan; including but not fimited to the requesting-company(ies) named- below
. ("Company") To.the extent | miay be el[glble for.governmental benefits similar to or that coordinate with: those available to me
under the Plan, | also authonze disclosure of information necessary to apply for or determme -my elrgibilrty for. such benef'ts to
o -the relevant government agency and/or vendor prowdrng apphcatlon assistance

. nformat:on about my health may relate to any d:sorderof the immune system mcludmg but net lrmrted to HIV and AIDS~ use of
" drugsor alcohol; and mentaland physrcal hrstory, condrtfon advlce or treatment, but does not mclude psychotherapy notes '

| understand that any mformatlon obtalned with this authorization wrll be used for evaluatmg and administering my coverage,
including any claim for benefits, or otherwise providing services related to or on behalf of the Plan, which: may include, butis not
Jimited to"assisting me In retuming to work and Plan administration. With respect to governmental benefits similtar to-or that
coordinate with benefits available to me under the Plan, | understand that the information will bé used to help determine my
-eligibility for any such benefits and may Include assisting me in applying for the benefits. 1 understand that the information
. disclosed under this autRorization is subject to redisclosure and may no-longer be protected by .certain federal regulations
"governing the privacy of health information, although it will contifue. to be protected by other apphcable privacy laws and
regulatrons ' . .

L.

- 918840142304 -

- If my. employer [union, group assoclatron} sponsors any other plans whether or not underwntten or. admrnlstered by a G igha
cornpany, the information and/or records obtained may ‘also be shared with the underwriting company (insurer) or
administrators of those other plans, including their internal or external health management, disease management,. wellness,
ernployee/member assistance program or other 5|mrlar programs, for the purpose of admmlstenng any serwce, beneﬁt or
feature descnbed in those plans. - ‘

A For any claum for |nsurance benefits, this authonzatzon is valid for the shorter of 24 months. or the duratron of my claam. For all
_other permitted disclosures, this authorization Is valid for“orie (1) year from the date below I am entxtled toa: ‘copy of this
: authorrzatron and a photographlc or electromc copyof rtrsasvalid as the original-——" ~ - ’

| understand that | do not have to give this. authonzatron. i1 choose not to glve the authonzatxon or zf l later revoke - |

_understand that the Plan, insurers, or other providers of services or ‘benefits related to the Plan who rély on this authorization

~-may not be able to evaluate or administer my request for Plan benefits, coverage. or services and that my request for Plan

- henefits, coverage or:services may be denied as a result. | may revoke this authonzat:on by sending written notice to-the Claim
) .Manager handlmg my claim. . ,

%M/// B o /]/25‘//::/

{Claimafit's Srgnature) T : 3 - : (Date Srgned}

dad,fﬁfdzéafn e

A

(PrintName) .~ L T Cate ofBirh) 1

| signed on behalf of the claimant as - {indicate relatlonshlp) If Power of Attorney Deslgnee 2

- Guardlan, or Conservator, please attach a copy of the document grantlng authority. - 0 4

_',.Company Names Life lmurance Company of North Amenca, Clgna Life lnsurance Company of New York, Gie igna Worldwrde /2
Insurance Company, Great-West Life & Annuity Insurance Company, First Great-West Life & Annuity Insuraice Company, New

" England Life Insurance Company, Alta Health & Life lnsurance Company and Connectscut General Llfe lnsurance Company 0

1
GB-609428 Rev.11/2014 : S : ' PageSof6 §
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From:Inbound Fax@exchyt0.graphnet.com

Senl: Tuesduy, November 24, 2015 12:25:35 PM

To:Lason\troy-prod-cignlax

Ce:

Subject:Fux Message received on 11724 12:24 from CSID, TO (9 Puges] 1951440A001

<>

CONFIDENTIALITY NOTICE: I[ you have received this email in error.
please immediately notify the sender by e-mail at the address shown.
This email tr ission may contain confidential information. This
information is intended anly for the use of the individual(s) or entity to
whom it is intended even i addressed incotrectly. Please delete it from
your files if you are nol the intended recipient. Thank you for your
compliance. Copyright {c) 2015 Cigna
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Nov 24 16 05:20p J Ozburn 2623724430 p.2
: James : _

¢ : : 3 1
P!gn B?:xzszzt : : ' eg“i" o
Phosax, AZ 85038 9221 . : ‘ ENE 5 ‘
Phone 3003520511 eXoS3R247 _ g—
FaxSSBATLIZY - . . L e A
wmyclana com , o ‘ R S cggn'&*
JUDITHOZBURN * '
N77 W24666 CENTURY-COURT

SUSSEX, WI 53089

- November 03, 2015 - . - - S . : Coe A - .
Name: ' JudithOzbum 3

Incident Number: 7 10001043-01
. Policy Number: -~ - - FLK-0980068-

Policy Name: S " Kohl's Corporation

, -Underwrmng Company' Llfe Insurance C6 of North Amenca '

Dear Ms Ozbum

Thank you for- spcakmg with meon November'3, 2015, This letter is in follow up- to ouf convetsatlon We
- are wntmg to you regardmg your claim for Long Term Dlsablhty beneﬁts

In order to fully undcnstand your condmon, and detcrmme your ehglblhty for ongoing Long Tcrm
: stabﬂlty beneﬁts we need addmonal mformahon from you and your tmatmcnt prowders

" 918640142301 -

Accordmg to your employer § dxsahﬂlty pohcy
* The Employee is considered Dzsabled if, solely because of Injury or Sickness, he or she is:

i urzable to perform the materzal duttes of kzs or her Regular Occupauon arzd

2 wzable to earn 809’ or more of | hzs or her Indared Earnmgs from. workmg in hz.s' or her Regular
Qccupation.

After Disability Beneﬁts have been payable for 60 months, the Employee is conszdered Dzsabled if, solely '
due to Injury or Sickness, he or she is:

1. unable to perform the material durzes of any occupation far which he or she i s, or may reasonably
become; qualified based on education, training or experience; and

. 2. unable to earn 80% or move of his’ or her Indexed Earnings.
The Insurance Company will reguire proof of earnings and continued Disability. "
: _"ngm md!.h:-"l’tcu of Life” logomc mwmmlccmks of Cigna Intelk | Propesty, luc, li d for use by Cigna Corpamtion and its i bisidars ducts rod services

'mpmxdedbynrunonghm lrrizs, incduding Lifo los: Canp ofNonhAmcu, e ieut Genenl de Compmydei;melfc Imm:achnpanycf
Now York, zudnot by, Ci@naCmmmhon. . ) . .

2ONTBEN™=2 -
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Nov 24 15 05:20p JOzburn ) 2623724430 p.3
November 03, 2015
Page 2

We have requested medical records for the time period of April 1,2015 to present from Dr. Steinert, Dr.
Broderick and Dr. Jarchow.

Please be advised that although we have requested this information on your belalf, it is ultimately your
sesponsibility to ensure that we receive the requested information.

Your contract contains the following provision:

"Failure of a claimant to cooperate with the Insurance Compaiy in the administration of the claim

may result in termination of the claim. Such cooperaiion includes, but is not limited to, providing any
information or documents needed to determine whether benefits are payable or the actual benefit amount
due.”

Your contract states:

“Written proof of loss, or proof by any other electronic/telephonic means authorized by the Insurance
Company, must be given to the Insurance Company within 90 days after the date of the loss for which a
claim is made. If written proof of loss, or proof by any other electronic/telephonic means authorized by the
Insurance Company, is not given in that 90 day period, the claim will not be invalidated ror reduced if it is
shown that it was given as soon as was reasonably possible. In any case, written proof of loss, or proof by
any other electronic/ielephonic means authorized by the Insurance Company, must be given not more than
one year after that 90 day period. If written proof of loss, or proof by any other electronic/telephonic means
autherized by the Insurance Company, is provided outside of these time limits, the claim will be denied.
These time limits will not apply while the person making the claim lacks legal capacity.

Written proof, or proof by any other electronic/telephonic means authorized by the Insurance Company,
that the loss continues must be furnished to the Insurance Company at intervals required by us. Within 30

days of a request, writlen proof of continued Disability and Appropriate Care by a Physician must be given
to the Insurance Company.”

Pleasc contact our office at §00.352.0611 should you have any questions. You may also access your claim
status by visiting www.myCigna.com.

Sincerely,

jafw&b

James
Group Claims Associate

Enclosure(s)
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Jessi

Cigna -g".‘%‘!p

PO Box 29221 vty w
Phoenix, AZ 85038-9221 el
Phone 800.352.0611 ext. 8635673 PR
Fax 866.472.3221 C
www.mycigna.com ” g n a
JUDITH OZBURN

N77 W24666 CENTURY COURT
SUSSEX, W1 53089

December 18,2015

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Com pany: Life Insurance Co of North America

Dear Ms Ozburn:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
+  Complete copies of office visit notes from April 1, 2015 to present
»  Hospital Intake/Discharge summary, and/or Operative Report(s)
+  Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
»  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
»  Restrictions and limitations that prevent(ed) patient from returning to work
+ Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work” note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 800.352.0611 should you have any questions.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corperation and its operating subsidiaries. All products and services
are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and nct by Cigna Corporatior.

g D
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December 18, 2015
Page 2

Sincerely,

2%

Jessi
Group Claims Associate
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Settles, Jessica (Jessi Settles) 629

From: Settles, Jessica (Jessi Settles) 629
Sent: Friday, December 18, 2015 3:22 PM
To: ‘Spak, Pamela J.'

Subject: RE: LTD claim

Attachments: mirr.pdf; DA.pdf

Hi Pamela,

Please see the attached medical records request for the time period of 4/1/15 to present and Disclosure Authorization.
Please let me know if you have questions or concerns.

Jessi Settles

LTD Claims Manager

CIGNA Disability Management Solutions
972.863.5673 (direct)

800.352.0611 ext.8635673 (toll-free)
866.472.3221 (fax)
Jessica.settles@cigna.com

Confidential, unpublished property of Cigna. Do not duplicate or distribute. Use and distribution limited solely to
authorized personnel. © Copyright 2015 Cigna.

From: Spak, Pamela J. [mailto:Pamela.Spak@sedgwickcms.com]
Sent: Friday, December 18, 2015 2:29 PM

To: Settles, Jessica (Jessi Settles) 629
Subject: RE: LTD claim

Yes there has been treatment beyond 4/1/15.

Pam Spak | Claims Examiner-wWC | Brookfield, W
Sedgwick Claims Management Services, Inc.
DIReCT 262-785-8769@

EmaIL PAMELA SPAKE SEDGWICK.COM
www.sedgwick.com | The leader in innovative claims and productivity management solutions

o M = e PBons M B e T S oo e R | Y i e 5 T i o e S b e R SRS e i AR o P

From: Settles, Jessica (Jessi Settles) 629 [mailto:Jessica.Settles@Cigna.com]
Sent: Friday, December 18, 2015 2:06 PM

To: Spak, Pamela J.
Subject: LTD claim

Good Afternoon,
| am working on the LTD claim for Ms. Judith Ozburn and need to confirm if there has been any type of testing and or
medical records on file for her Worker's Compensation claim for the time period of 4/1/15 to present. Can you please

advise?

Thank you for your assistance and please let me know if you have questions or concerns.

1
e B30
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Jessi Settles

LTD Claims Manager

CIGNA Disability Management Solutions
972.863.5673 (direct)

800.352.0611 ext.8635673 (toll-free)
866.472.3221 (fax)
lessica.settles@cigna.com

Confidential, unpublished property of Cigna. Do not duplicate or distribute. Use and distribution limited solely to
authorized personnel. © Copyright 2015 Cigna.

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2015 Cigna

The information transmitted is intended only for the person or entity to which it is addressed and may contain
confidential and/or privileged material. Any review, retransmission, dissemination or other use of, or taking of
any action in reliance upon this information by persons or entities other than the intended recipient is prohibited.
If you received this in error, please contact the sender and delete the material from any computer.

Sedgwick’s messaging system has detected that you, as the email recipient, use an email system that supports
and enables Transport Layer Security (TLS) email encryption. This message and its contents were transmitted
securely to this recipient's email gateway via industry-standard TLS encryption.
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=

= Jarchow F amily Chiropractic

River View Offices * 510 Haribrook Drive « Hartland, Wisconsin 53028

Dr. DUANE 0. JARCHOW PHONE
Chirgpractor 2B2367-66099

December 23, 2015

Cigna

P.0. Box 29221

Phoenix, AZ 85038-9221

Attn: Jessica Settles

RE: Judith Qzburn

Incident Number: 10001043-01

Dear lessica,

Please refer to the doctor that put Judith Ozburn on disability.

Dr. Duane D. JarchgW, D.C.

Jarchaw Family Chiropractic

HEALTH THRU CHIROPRACTIC

A=ONTWON™TN-=-
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12/24/2015 85:18 2623676701 JARCHOW FAM CHIROD PAGE
Rajosh o
PO Box 28221 &*g«‘; M‘-:,g tq
Phoantx, AZ 850385221 R
Phorn 855.439,1931 : ,,.a-a [,
Fax 888.472.3221 .3 .
Dr Vicky Jarchow
510 Hartbrook Dr

Aea

HARTLAND, W1 53028

Noveniber 05, 2015

Name: Judith Ozburn

Incident Number; 10001043-01

Policy Number: FLK-0980068

Policy Name: Koh!l's Corporation,

Underwriting Company: Life Inswrance Co of North America
Dear Dr Vicky Jarchow:

We are reviewing the Loung Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958, '

Please provide the following information:
*  Complete copies of office visit notes from April 01, 2015 to present
Hospital Intake/Discharge summary, and/or Cperative Report(s)
Test results/findings (for example: MRI's, EKG's, x-1ay’s, etc)
Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
Reatrictions and limitations that prevent(ed) patient from returning to work
¢+ Estimated seturn to work: date/date patient was releaged to retum to work
Enclosed is an authotization to release this information to 1.

Please be advised that an “off work” note is itot sufficient documentation to certify digability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address,

Ifthere is a fee for the medical recotds requested, please forward a bill including your Tax ID number with
the return of the requested records,

Please contact our office at 800.352.0611 should you have any questions,

“Cigas”™ eud the “Tres of Life" loge e rugisterd ssrvicn mara of Cigna Itelisetun] Propesty, tne, Lverard e wnhy Gifius Corpavetion wod ifs opemating subicdfivrioe, Allftodusts sad Mvices

A1 ptovided by op meh opemtinig suhelding Lib 3 i
vaath%. 8 o inctuding Lif Tnsurmcs Conpany af Notth Atterion, Coanoeticttt Generel Ll [anasinte Conmpaty sad Clgen Lifa Ttumos Cagpany uf
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November 03, 2015
Page 2

Sincerely,

Rajesh
Medical Records Processor

Enclosure(s)

JARCHOW FaM CHIRO

PAGE 84
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12/24/2615 @5:18 2623676701 JARCHOW FAM CHIROD PAGE 85
Disability Management Solutions ™ S{Ifﬁ.& 3:3::% ;nab;?;nce %a

y * Al *Dian i

Medical Request Form e Compeay of Noxth Aerka

Connecticwt Genetal Life Insurance Company CIGNA
CIGNA Lifc Tnsuraace Company of Newr ‘York

We are evaluating your patient’s disability claim. Plcase respond to the following cuestions,
Please provide copies of supporting reports, sach as office notes/consultations, testing.
{Failure {0 provide the yeports may result in delxy i the claim detormination).

The Genetic Information Nondlscrimination Act of 2008 QG(NA) prohlblts employers and other entitles coverad by the GINA Title (1
from raquesting or requidng ganstic Information of amployeea or thelr family membars. In ordar to comply with this law, we ara
asking that l3’fou not provide any genstic irfarmation when respmdlnqhto this request for medical information. "Genetic Information,”
as defined by GINA, includes an individual's family madical history, the results 'of an individugl's or family member's genetic tasts,
the fact that an Individual or an Individual's family member sought or received genetic services, and genetic Information of & fetus
carried by an individual or an individual's family member or an ambryo lawiully held by an individual or family member receiving

assistive reproductive services,
’-C'lalmant Name: Dala of Bifth:
JUDITH OZBURN 07/07/1958

What ia the primary diagnosla?

What Is tha ICD-9 code: Data of Injury/iliness: Is this canditlon work ralated?
D Yes E] Ko

What ara the specific additional factora impacting retum tywork, if any?

When did you first treat your pallent | Hava you freated your patfant for this Impalrment prior to Date of last visit: Yvhen Is your patlent's
for this current Impalrmeant eplsode? | this eplanda? ' next affics vigit?

‘ O vyes [JNo Ifyes, when?
Does traatment plan for this Impalment eplsoda Include any of the following? (Flease iist as appropriate and provide supportirg dacumentation)

[ Physical Therapy: ] Electrodiagnostic Studies:
[J sumery: ] imeging Studies:
] Spacietty Rafermi; 7 other

Pleass liat &/l eurrent medicatlons thet are related to this Impalrment or tmpact return to wark; (Plegae Includé doaag; and frequency)

Whet are the specific rastrictions that you have placed on your patlent?
At Warl

At Home (Activitins of Daily Living):

'?ouid Wyhr;ur pguont retumn to work at this time if accommadations ware made for the listad rastrictions? Clve [JNo
no, no .

If no, hered on your experdence, what i your bast sstimate of whan your patlent can return to work?
VVIIN xesuienone: Yo Kagthcuons:
— e e
Physiclian Name (Please Print}: Degrae & Spacialty:

Addrean: (Street, Giy, Stote, Zip Coda)

" Telophona Numbgr Fax Number; ' ‘Federat Tax 10 #

(

Physictan Signatura; Date:

618138 Rev. 0312071

OQ=0ONTWON™TN=—-
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" Feonlslnbmind Faefhuecg] Ditmpha o+
SentsWedneudyy, Jnanay 14, 3018 1194023 A
T3 LRIt M- prod i vy .

CONFIDENTIALITY NOTICE: 1 yo1 have recebverd this canall i cadl,. "
 Plaser mmarlittely nanfy the somfer by a-mail ot 1we Address shown, |

ThiQ ransi! rmianindnn 1y emninin Ao infwenigiom, Thic A
- infarmadon 1k ftended nidy for tho uso of the individualls) or encity'to |
-who i is intendsd qven i nddrevsed inemmectiv, Monme delete X fom -
your (5laa JF you aro 0t the infanded neglmient. "Mk you freyour | ¢
 commlinnea, Copysight () 2015 Clgon e .
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Disclosure dutharization . PN % o
L Gl Mo U B2RLRN < Ll e T
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- Phasnacy: bABRN plan; othor madmally etated sty Y {7 3 ) duglzalo: wrel .
<o MeRtmon plan; ladurenca mimaeny, miskerar, Peaht mel v oy , B 4 .
oo, Ciher ot dnpdcq pravioet, of gimiler Anty; the Mndlea) Infe fhyaay) te Anen Bf tio ky C
) Sempanite, which meraiva W Honth Claltme ndor n the Disuliy income Amcrd Zysmey grvemment®
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t SR doe paeetAmARAL banafte SMidor (0 of thre croralmee ity those Tiviriahia 0 A Urme ion Pian, \ nino numodes

o+, ORE3kom o mlomalkn renaoey |6 MRY fOF 57 trbnmmine My ®IRIINIY [of KIS boroftin o an rolovore gevevenmivn

o . opurey mdior wndir areviaing ApIMRTEA itsMalana, D e T .
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~
=" Jarchow Family Chiropractic

River View Officas < 510 Hartbrook Drive * Hartland, Wisconsin 53029

Dr. DUANE 0. JARCHOW
Chlropractor

December 23, 2015

Cigna
P.O. Box 29221
Phoenix, AZ 85038-9221

Attn: Jessica Settles
RE: Judith Ozburn

Incident Number: 10001043-01

Dear Jessica,

Please refer to the doctor that put Judith Ozburn on disability.

Since

Dr. Duane D. JarchgWw, D.C.

Jarchow Family Chiropractic

HEALTH THRU CHIROPRACTIC

PHONE

262-367-6699

Ol ON™TON™N-
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Rajesh

Cigma A

PO Box 28221 . n aﬁ ¥ i
Phoentx, AZ 85038-9221 «4:;’ " g:}, -y :«
Phone 855.439.1931 4 e
Fax 886.472.3221

Dr Vicky Jarchow

510 Hartbrook Dr

HARTLAND, Wi 53029

November 05, 2015

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr Vicky Jarchow:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958. '

Please provide the followmg information:
Complete copies of office visit notes from April 01, 2015 to present
Hospital Intake/Discharge summary, and/or Operative Report(s)
Test results/findings (for example: MRI's, EKG's, x-ray’s, etc)
Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc J
Restrictions and limitations that prevent(ed) patient from returning to work
+  Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Plcase be advised that an “off work” note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 800.352.0611 should you have any questions.

“Cigma” uﬂ&wﬂhﬂd!ﬂbHupn‘“ununs-nnunnﬁnachmhmﬂxmﬂYhyuv1ﬂahnnmdﬁxn-hy&snf eom xnd Ba mg sipidrarisn. All products md savices
are provided by or Girough mich op OmvndeuﬁAmukLCumﬁhmonuﬂUﬁnmnnuCammqnddcuuﬁmmnmnOMand
VnﬁutHHNNWCbnOnutﬂl
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Page 2
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Disability Management Solutions ™

Medical Request Form

CIGNA Group Insurance *
Liffe » Accident *Disability

Life Insurance Company of North America
Connecticut General Life Insurnace Company  CIGNA
CIGNA Life Insurance Company of New Yotk

We are evaluating your patient’s disability claim. Please respond to the following questions.
Please provide copies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reports may resultin delay in the claim determination).
The Genstic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entitles covered by the GINA Title ll

from requssting or requiring genetic information of employees or th
asking that you not provide any genetic |
as defined by GINA, includes an individua

oir family members. In order to comply with this lew, we are

nformation when respending to this request for medical Information. "Genetic Information,”
I's family medical history, the results of an individual's or family member’s genetic tests,

the fact that an Individuat or an individual's family member sought or recelved genetic services, and genetic Infonmation of a fetus
carried by an individual or an individuaf's family member or an embryo lawfully held by an individual or family member receiving

assistive reproductive services.

Clalmant Nama; Date of Birth:

JUDITH OZBURN 07/07/1958

What is the primary diagnosia?

What Is the ICO-8 code: Dato of Injury/lliness: I8 this conditlon work related?
' Ovyes [Jno

What are the specific additional factors impacting retum to work, if any?

Whaen did first treat your patient | Have you treated your patient for this Impairment prior to Date of last visit: When Is your patlant's

for this cur):'::t lm;mlrnmynt:u epgi:oda? this eply:gde? pa pal ' next office

[OYes []No Ifyes when?

O physical Therapy:

Doas treatment plan for this Impalrment eplsode Include any of the following? (Please list as ppropriats and provide supparting documantation}
[J Electrodiagnostic Studles:

[ surgery:

] spaciatty Refarrat:

[ meging Studies:
[[] other:

Pleasa {ist all current medications thet are related to this Impairment or Impact return to werk: (Please include dosege and frequency)

At Work:

At Home (Activities of Daily Living):

What are the speclfic restrictions that you have placed an your patient?

H no, why not?

VYN KESUICUONS,

Could your patient retum Lo work at this tima if accommodations were made far the listed restrictions? CYes [Neo

If no, based on your experience, what la your best estimata of whan your patient can retum to work?

VYINOUL KESINCUTTTS!

Physician Name (Please Print): Deagree & Specialty:
Address: (Stree!, City, State, Zip Coda}

Telephong Number: Fax Numb;r. Federal Tax |D #
Physician Signature: Date:

618136 Rov, 0472011
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Jun171607:32p J Ozburn

June 16, 2016

Judith Ozburn
N77 W24666 Century Court
Sussex, WI 53089

RE: Claimant
Date of Birth
Employer
Date of Injury
Claim Number

Dear Ms, Ozburn:

2623724430

fif45y

W

Sedgwick CMS

P.O. Box 14538, Lexington, KY 40512
Telephone: 262 785 8769 Facsimile: 262 785 8799

: Judith Ozburn

1 7/7/1958

: Kohl's Department Stores, Inc.
1 10/1/2013

: 30131235088-0001

Worker's Compensation indemnity benefits have been terminated, Temporary total disability
benefits were paid to you through May 24, 2016.

Sincerely,
/?(&«'If cg@fd/

Pam Spak
Claims Examiner - WC

p.2
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Brett ;
Cigna Q‘?“}g -
PO Box 29221 :\, ;:
Phoenix, AZ 85038-9221 N T
Phone 855.207.8101 ext.2772603 Fal | e
Fax 866.472.3221

www.mycigna.com

JUDITH OZBURN
N77 W24666 CENTURY COURT
SUSSEX, Wi 53089

July 08, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Com pany: Life Insurance Co of North America

Dear Ms Ozbum:
This letter is in reference to your Long Term Disability claim under the above referenced policy number.

Effective July 8, 2016 I will be the Claim Manager assigned to your claim. This transfer will have no effect
on the Long Term Disability benefits you are currently receiving.

Please direct all future inquiries and mail regarding your disability claim to my attention. I look forward
to the opportunity to work with you during this time. For your convenience, I have provided my contact
information below.

Brett Stang, Group Claims Associate
Cigna
PO Box 29221
Phoenix, AZ 85038-9221

Phone: 855.207.8101 ext.2772603
Fax: 866.472.3221

Please contact our office at 855.207.8101 should you have any questions.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc, licensed for use by Cigna Corperation and its operating subsidiaries. All products and services
are provided by cr through such cperating subsidieries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.

e 5



(Page 183 of 378)

July 08, 2016
Page 2

Sincerely,

Prett

Brett
Group Claims Associate
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Approve Document

Approve Document

Please select the document review status: -
Approve
Reject
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Brett

Cigna “.‘1“0&&
PO Box 20221 e
Phoenix, AZ 85038-9221 AT
Phone 855.207.8101 ext 2772603 ol |
Fax 866.472.3221 -

! | ; E ]
www.mycigna.com C I; g n a &
JUDITH OZBURN

N77 W24666 CENTURY COURT
SUSSEX, W1 53089

July 13, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068
Policy Name: Kohl's Corporation
Underwriting Com pany: Life Insurance Co of North America

Dear Ms Ozburn:

Thank you for speaking with me on July 8, 2016. This letter is in follow up to our conversation. We are
writing to you regarding your claim for Long Term Disability benefits.

In order to fully understand your condition, and determine your eligibility for ongoing Long Term
Disability benefits, we need additional information from you and your treatment providers.

According to your employer’s disability policy:

"The Employee is considered Disabled if, solely because of Injury or Sickness, he or she is:

1. unable to perform the material duties of his or her Regular Occupation; and

2. unable to earn 80% or more of his or her Indexed Earnings from working in his or her Regular
Occupation.

After Disability Benefits have been payable for 60 months, the Employee is considered Disabled if; solely
due to Injury or Sickness, he or she is:

1. unable to perform the material duties of any occupation for which he or she is, or may reasonably
become, qualified based on education, training or experience; and

2. unable to earn 80% or more of his or her Indexed Earnings.

The Insurance Company will require proof of earnings and continued Disability."

We have requested medical records for the time period of December 1, 2015 to present from Dr. Jarchow.
November 1, 2015 to present from Dr. Steinhart and Dr. Broderick. January 1, 2016 to present from Falls
Relaxation & Therapeutic Massage. We also need to obtain the Independent Medical Examine report that
was performed on August 25, 2015.

“Cigna” andthe “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its cperating subsidiaries All products and services
are provided by or through such operating subsidiaries, including Life Insurence Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Cerporation.

e HEED
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July 13,2016
Page 2

Please be advised that although we have requested this information on your behalf, it is ultimately your
responsibility to ensure that we receive the requested information.

Your confract contains the following provision:

"Failure of a claimant to cooperate with the Insurance Company in the administration of the claim

may result in termination of the claim. Such cooperation includes, but is not limited to, providing any
information or documents needed to determine whether benefits are payable or the actual benefit amount
due.”

Your contract states:

"Written proof, or proof by any other electronic/telephonic means authorized by the Insurance Company,
that the loss continues must be firnished to the Insurance Company at intervals required by us. Within 30
days of a request, written proof of continued Disability and Appropriate Care by a Physician must be given
to the Insurance Company.”

If you have been awarded Social Security Disability Insurance (SSDI) benefits by the Social Security
Administration (SSA) or you have an application for SSDI benefits that is currently in the review process
with the SSA, we will be considering that fact in our claim review. We are requesting that you forward
us a copy of the reports for any independent medical assessments that have been conducted by the Social
Security Administration or any medical documentation provided to the SSA for the review of your SSDI
application. Please forward this information within 30 days

If we are unable to obtain the requested information we may make a decision based on the documentation
currently on file or send you for testing. You may be receiving further details from our vendor to schedule a
functional capacity evaluation or an independent medical examination.

Please contact our office at 855.207.8101 should you have any questions. You may also access your claim
status by visiting www.myCigna.com.

Sincerely,

Prett

Brett
Group Claims Associate
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Brett

Cigna ""-“i‘i -
PO Box 29221 :'g Q:
Phoenix, AZ 85038-9221 = i-
Phone 855.207.8101 ext.2772603 el |

Fax 866.472.3221 d - ‘. ! | '
www.mycigna.com C :I? “ n G’ &

Bonnie Beeck
N96 W18058 County Line Rd
GERMANTOWN, W1 53022

July 13, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Com pany: Life Insurance Co of North America
Dear Ms Beeck:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete copies of office visit notes from January 1, 2016 to present
+  Hospital Intake/Discharge summary, and/or Operative Report(s)
»  Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
»  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+  Restrictions and limitations that prevent(ed) patient from returning to work
+  Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions.

“Cigna” and the “Tree of Life" logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and sevices
are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.
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July 13, 2016
Page 2

Sincerely,

Brett

Brett
Group Claims Associate

Enclosure(s)
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Nov 24 15 05:22p JOzburn 2623724430 p.8
0. .’ . ‘» ‘. : ' “‘
Disclosure Authorization _ o o _,,a..,,
T e e ._.'.”C|gna.
-Clalmant's Name:: JUDITH OZBURN

NOTE: This authorization is designed to comp!y with HIPAA and’ nelates to lnformatron necessary to admrmster coverage and
services under your employer's employee health-and welfare plan(s) {"the.Plan")-and: similar or coordinating governmental

- benefits, You are rot required to sign the authotization, but if you de.net, the Plan, insurers or other providers.of services ot
coverage under 1he Plan may not be able to process your request for Plan beneﬁs , cOverage or services. ]

’ AUTHORIZATION

_tauthorize any physician, medical professronal or other health care provider, hospltal or other medrcal facrlrty' pharmacy, health

' plan- other _medically related entity; rehabilitation professiorial; vocational evaluator; employee assistance plan, Tnsurance
compady, reinsurer; health maintenance organization, third party administrator, broker or other insurance service provider, or

similar entity; the Medical information Bureau; the Association of Lifé Irisurance Companias, which operates ‘the Health Claims

index and the Cisabllity Income  Record’ System; government organization or agency, induding’ the Social Security

Administration; financial Institution, accountant or tax preparer; cohsumer reporting . agency; .and employer or group

policyholder that has mformanon about my’ haahh prescriptions, financial, earnlngs or émployment history, of other Insurance

* claims and benefits to provide access to ‘or copies of this information to the Plan and to any individual or entity who provides

“5ervices to of Hisuiance berfits onbehalfof the Plan;including but not limited to the requesting-company(ies)-named-below

. {*Com pany") To.the extent | may be ellgible for. governmental bienefits similar to or that coordinate withr those available to me

undgr the Plan, | also authorize disclosure of lnformaﬁon necessary to apply for or determine my elrglbllrty for such benef‘ts to

o :the relevant govemmentagency and/or vendor provrdmg appllcatlon asslstance

lnformatlon about my health may relate to any d!sorderof the Immune system lncludmg but not li mlted to HIV and AIDS' use of
_drugsor alcohol and mental and physrcal history, condltlon. advlce or treatment, but does not mclude psychotherapy nobes ’

I understand that any mformatlon obtamed with this authonzatron wrll be used for evaluating and admlnlstenng my coverage,
including any claim for benefits, orotherwise providing services related to or on behalf of the Plan, whichmay include, butls not
limited to assisting me In retuming to workand Plan administration. With respect ta governmental benefits similar to or that
coordinate with benefits available to me under the Plan, I understand that the Information will be used to help detérmina my
- eligibility for any such benefits and may Include assisting me in applying for the benefits. | understand that the information
. disclosed under this authorizatlon is subject to'redisclosure and may no [onger be protected by .certain fedetal regulations
" governing the privacy of health information, although it will continue.to’ be protected by other applu:able privacy laws and
regu Iatxons : . . )

Mfmy employer [unron, group assoclatlonl sponsors any other: plans whether or not underwntten or admlnxstered by a Ci igna
carnpany, the information and/or records obtained may. also be shared with the underwriting’ company _(insurer} or
-, administrators of those other plans, incliding their internal or extemal health management, disease management,. wellness,
employee/member assistance program or other snmxlar programs, for the purpose of admrmstenng any semce, benef' t or
featuredescnbedln those plans. - '

[T

- . 918640142304

For any clalm for i rnsuran:e benefits, this authonzat:on is valid for the shorter of 24 months or the duratron of my clarm For all
~ other permitted disclosures, this authorization Is valid for one (1) year from the date helow. | am enmled to acopy of this
: authoruatron and-a photographlc or electronxc copyofi it isasvalid as theorigingl—" -~ )

| understand that (. do not have to give thls authorization. If | choose nct to glve the authonzatron or xf I later revoke - |
understand that the Plan, insurers, or other providers of services or benefits related to the Plan who rely on this authorization
_--may not be able to evaluste or administer my request for Plan benefits, coverage. or services and that my request for Plan

- - benefits, coverage or:services may be denied as a result. | may fevoke this authormtron by sending written notice to the Clalm
] .Manager handling my clalm

W i}/ _ - ///2%//;’
R (Clarm t’sSrgnature Co i . o

AR (DateSrgned)

(/aa’,fﬁ ,4 dzéa,«n : - o ’7/7’/5?’ 1

T GrincName) . o - (Bate of Bir) 1

| srgnecl on behah‘ cf the claimant as ) ___: {indicate relanonshrp) If Power of Attomey Deslgnee 2
. Guardlan, or Conservator, please attach acopy of the documem grantl ng authority. - N 4
Company Names: Life Insurance Company of North Amenca, Cigna Life lnsurance Company of New York, Crgna Worldwide /2
-‘-Insurance Company, Greéat-West Life & Annur ity Insurarice Company, First Great-West Life & Annuity Insurshce Company, New
England Life Insurance Company, Alta Health & Life lnsurance Company and Connectlcut General Llfe lnsurance Company (1)
GB-GO342B Rev.11/2014 L ' Pagesofo 5
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Brett

Cigna ﬁﬁ‘ “i‘i‘
PO Box 29221 watVes
Phoenix, AZ 85038-9221 et T
Phone 855.207.8101 ext 2772603 e

Fax 866.472.3221 C .
i 0
www.mycigna.com . !l i n a #

Dr Vicky Jarchow
510 Hartbrook Dr
HARTLAND, WI| 53029

July 13,2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr Vicky Jarchow:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
+  Complete copies of office visit notes from December 1, 2015 to present
+  Hospital Intake/Discharge summary, and/or Operative Report(s)
«  Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
+  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+  TRestrictions and limitations that prevent(ed) patient from returning to work
+ Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work’ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions.

“Cigna® and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corperation and its operating subsidiaries. All products and services
are provided by or through such cperating subsidiaries, including Life Insurance Company of Nerth America, Comnecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.
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Sincerely,

Pouett

Brett
Group Claims Associate

Enclosure(s)
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. Life* Accident * Disability
M edlcal Requ€St F orm Life Insurance Company of North America
Connecticut General Life Insurance Company CIGNA
CIGNA Life Insurance Company of New York

Disability Management Solutions ™ CIGNA Group Insurance %"

We are evaluating your patient’s disability claim. Please respond to the following questions.
Please provide copies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reports may result in delay in the claim determination).

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by the GINA Title II
from requesting or requiring genetic information of employees or their family members. In order to comply with this law, we are
asking that you not provide any genetic information when responding to this request for medical information. "Genetic Information,"
as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests,
the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member receiving
assistive reproductive services.

Claimant Name: Date of Birth:
JUDITH OZBURN 07/07/1958

What is the primary diagnosis?

What is the ICD-9 code: Date of Injury/lliness: is this condition work related?
|:] Yes D No

What are the specific additional factors impacting return to work, if any?

When did you first treat your patient Have you treated your patient for this impairment prior to Date of last visit: When is your patient's
for this current impairment episode? | this episode? next office visit?

[Jyes []No Ifyes, when?

Does treatment plan for this impairment episode include any of the following? (Please list as appropriate and provide supporting documentation)

] Physical Therapy: ] Eectrodiagnostic Studies:
[] surgery: [] Imaging Studies:
[[] specialty Referral: ] other:

Please list all current medications that are related to this impairment or impact return to work: (Please include dosage and frequency)

What are the specific restrictions that you have placed on your patient?
At Work:

At Home (Activities of Daily Living):

Could your patient return to work at this time if accommodations were made for the listed restrictions? D Yes [:] No
If no, why not?

If no, based on your experience, what is your best estimate of when your patient can return to work?
With Restrictions: Without Restrictions:
Physician Name (Please Frinf): Degree & Specialty:

Address: (Street City, State, Zip Code)

Telephone Number: Fax Number: Federal Tax ID #:
Physician Signature: Date:
e TRER
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~Cla|mant's Name: -

Disclosure Authorization

f\ Clgna .

J UDITH OZBURN

NOTE: This authorization is designed to comp!y with HIPAA and’ relates to informatlon necessary to admrmster coverage and
services under your employer’s employeé health- and welfare plan(s) (“the:Plan*)-and: similar or coordinating governmental
benefite. You are not required to sign the authottzation, but if you do.net, the Plan, insurers or other provrders of servicas ot

' coverage underthe Plan may not be able to process your request for Plan benef‘ts  coverage orservlces

: authorrzataon and-a photog raphic or electronlc copyofi it isasvalid as theorigingl—— -~~~

- AUTHORIZATION

{authorize any physnclan, medical professwnal or other health care provider, hospltal or other medical facrllty, pharmacy, health
'plan, other _medically related entity; rehabilitation professional; vocational evaluator; employee assistance plan insurance

company, reinsurer, health’ raintenance organization, third party administrator, broker or other insurance service provrder.

similar entity; the Medical information Bureau; the Association of Lifé Insurance Companaes which operates the Health Claims
index and the Disabllity Income’ Record’ System; government organization or agency, induding the Social Security
Administration; financial Institution, accountant or tax preparer; cohsumer reporting .agency; and employer or group
policyholder that has 1nformat|on about my health, prescriptions, findncial, earnings or employment history, or'other Insurance

" claims and benefits to provide access to ‘or copies of this information to the Plan and to any individual or entity whoprovides
" "SEIVices 16 of INsurance berrefits onbehalfof the Plarnyincluding but not limited to the requesting-company(jes) named- below
: ("Company Y. To,the extent { miay be eI{grble for governmental benefits similar to or that coordi nate with-those available to me

under the Plan, { also author!ze disclosure of lnformation necessary to apply foror determ]ne my elzglburty for such benef‘ ts to

' ':the relevant government agency and/or vendor provrdmg applrcatlon asslstance,

lnformatlon about my health may relate to any dlsorderof the lmmune system Includmg but not hmlted to HIV and AIDS- use of
_drugs or alcohol and menta! and physncal history, condltlon. adv!ce or treatment, but does not mclude psychotherapy notes '

| understand that any mformatlon obtamed with this authorlzatron wrll be used for evaluating and administering my coverage,
including any claim for benefits, orotherwise providing services related to or on behalf of the Plan, which: may indude, butis not
limited to assisting me In retuming to work-and Plan adminlstration. With respect ta governmental benefits simitar to or that
coordinate with benefits available to me under the Plan, | understand that the information wilt be used to help determine my

-eligibility for any such benefits and may Include assisting me in applying for the benefits. | understand that the information

. disclosed under this authorization is subject to-redisclosure and may no longer be protected by certain federal regulations
"governing the prlvacy of health information, although it will contifue to’be protected by other apphcable privacy laws and
regula’uons ' . :

Jfmy employer [umon, group assodaﬂon] sponsors any other: plans whether or not underwntten or. admlnis‘cered by a Cigna

company, the information and/or records obtained may also be shared with the underwriting’ company _(insurer) or
administrators of those other plans, incliding their internal or extemal health management; disease management, wellness,
employee/member assistance program or other srmﬂar programs, for the purpose of admrnlstenng any servnce, benef' t or
featuredescnbedln those plans. - )

For any c[arm for insurance benefits, this authonzatron is valid for the shorter of 24 months or the dt urahon of my clasm. For all
other permitted disclosures, this authorization Is valid for one (1) year from the date below. | am enmled oa: copy of this

| understand that |, do not have to give this authorization. If 1 choose net, to glve the authonzatxon or nf I laner revoke - |

uriderstand that the Plan, insurers, or other providers of services or ‘benefits related to the Plan who rely on this authorization
.--may not be able 1o evaluate or administer my request for Plan berefits, coverage. or services and that my request for Plan
- benefits, coverage or:services-may be denied as a result. | may tevoke this authonzat:on by sending written notice to-the Claim

_-Manager hancling my claim

W % N L i
RE (Cimm t’sSlgnature) : : ] o ”.

{Date Srgned)
(/aa"ﬁ’% /4' ﬁzéa/\ﬁ : ' ' o 7/7/9/091 1
T ilncRame) — . ~ ~ate of Birh) 1
| sngned oh behalf of the claimant as . lindicate relatlonshlp) l‘fPower of-' Attomey Desrgnee, 2
: Guardlan, or Consewator, please atiacha copy of the documem grantl ng authority. - ST 4
e Company Names: Life Insurance Company of Nonh Amenca. Cigna Life lnsurance Company of New York, Clgna Worldwide /2
E ‘A~lnsurance Company, Gréat-West Lifé & Annuity Insurance ‘Company, First Great-West Life & Annuity Insurehce Company, New 0
England Life Insurance Company, Alta Health & Life insurance Company and Connecticut General Llfe lnsurance Company 1
GB-609428 Rev.11/2014 R | Page5of6 g
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Brett

Cigna

PO Box 28221

Phoenix, AZ 85038-9221

Phone 855.207.8101 ext.2772603
Fax 866.472.3221

wWww.mycigna.com

Dr John Broderick

13133 N Port Washington Rd
Suite G06

MEQUON, Wi 53097

July 13, 2016

Name:

Incident Number:

Judith Ozburn

10001043-01

b
Neile

Cigna

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr John Broderick:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958,

Please provide the following information:
+  Complete copies of office visit notes from November 1, 2015 to present
+ Hospital Intake/Discharge summary, and/or Operative Report(s)
+  Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
+  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+ Restrictions and limitations that prevent(ed) patient from returning to work
+  Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work” note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions.

“Cigna” and the “Tree of Life" logo are registered service marks of Cigna Inteflectual Property, Inc., licensed for use by Cigna Carporation and its operating subsidiaries. All products and services
are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.

e 5028
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July 13, 2016
Page 2

Sincerely,

Pruett

Brett
Group Claims Associate

Enclosure(s)
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3 Life * Accident » Disability
M edlcal Reques t F orm Life Insurance Company of North America
Connecticut General Life Insurance Company CIGNA
CIGNA Life Insurance Company of New York

Disability Management Solutions ™ CIGNA Group Insurance ‘ %

We are evaluating your patient’s disability claim. Please respond to the following questions.
Please provide copies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reports may result in delay in the claim determination).

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by the GINA Title I
from requesting or requiring genetic information of employees or their family members. In order to comply with this law, we are
asking that you not provide any genetic information when responding to this request for medical information. "Genetic Information,"
as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests,
the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member receiving
assistive reproductive services.

Claimant Name: Date of Birth:
JUDITH OZBURN 07/07/1958

What is the primary diagnosis?

What is the [CD-8 code: Date of Injury/liiness: Is this condition work related?
i vyes [Ino

What are the specific additional factors impacting return to work, if any?

When did you first treat your patient Have you treated your patient for this impairment prior to Date of last visit: When is your patient's
for this current impairment episode? this episode? next office visit?

[lyes [INo Ifyes, when?

Does treatment plan for this impairment episode include any of the following? (Please fist as appropriate and provide supporting documentation)

] Physical Therapy: [] electrodiagnostic Studies:
D Surgery: D Imaging Studies:
[] Specialty Referral: [] other:

Please list all current medications that are related to this impairment or impact return to work: (Plkease include dosage and frequency)

What are the specific restrictions that you have placed on your patient?
At Work:

At Home (Activities of Daily Living):

Could your patient return to work at this time if accommedations were made for the listed restrictions? I:] Yes D No
If no, why not?

If no, based on your experience, what is your best estimate of when your patient can return to work?
With Restrictions: Without Restrictions:
Physician Name (Please Prinf): * Degree & Specialty:

Address: (Street, City, State, Zip Code)

Telephone Number: Fax Number: Federal Tax ID #:
Physician Signature: Date:
e HOERD
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~Claumant’s Name:*

Disclosure Authorization -‘ i)“(ixclgna

IUDITH OZBURN

NOTE: This authorization is designed to comply with HIPAA and’ relates to information necessary to admvmster coverage and
services under your employer's employeé health: and welfare plan(s) {“the:Plan")-and: similar or coordinating governmental
benefits, You are not required to sign.the authorization, but If you do.net, the Plan, insurers or other plowders of services or

' coverage under the Plan may not be able to process your request for Plan benet"s , coverage or services.

- AUTHORIZATION

{authorize any phys:clan, medical professnonal or other.health care provider, hospltal or other medtcal faci mty, pharmacy, health
“plan; other .medically related entity; rehabilitation professiorial; vocatiohal evaluator; employee assistance p!an insurance

company, reinsurer; health’ maintenance organization, third party administrator, | troker or other'i msurance seyvice provrder,

similar entity; the Medical Information Bureau; the Association of Lifé Insurance Companles which operates ‘the Health Claims
Index and the Disability Income- Record’ System; government organization or agency, including’ the Social Security
Adminfstration; financlal institution, accountant or tax preparer; cohsumer reporting . agency; .and employer or group
policyholder that has Information about my health, prescriptions, financial, earnings or -employment history, or other Insurance
claims and benefits to provide access to ‘'or copies of this Information to the Plan and to any individual or entity who-provides

" ‘services to of thsuiance benefits onbehalf of the Plar;including but not limited to the requesting-company(ies) named- below
. {(*Company™. To the extent | may be, eI[glbIe for governmental benefits similar to or that coordinate with-those avai ilable to me

under the Plan, | also suthorize disclosure of information nécessary to bpply for or determine ‘my eltglblmy for such benet‘ ts to

o ;the reievant govemmentagency and/or vendor prowdmg apphca‘aon asslstance

A Informat!on about my health may relateto any dxsorderof the immune system mcludmg but not i mlted to HIVand AIDS- use of
_drugs or alcohol; and mental and physu:al history, condltion. advlce or treatment, but does nat mclude psychotherapy notes )

| understand that any mformatlon obtamed with this authonzatnon wull be used for evaluating and amenistering my coverage,
including any claim for benefits, orotherwise providing services related to or on behalf of the Plan, whichimay indlide, butis not
limited to assisting me In retuming to work-and Plan administration. With respect ta governmental benefits simitar to or that
coordinate with benefits available to me under the Plan, | understand that the information will be used to help detérmine my
eligibility for any such benefits and may include assisting me in applying for the benefits. | understand that the information

. disclosed unider this authorization is subject to redisclosure and may_nolonger be protected by certain federal regutations
' governing the privacy of health Information, although it will continue.to’be protected by other appllcable privacy laws and
regulat;ons - ) )

Ifmy emplayer [umon, group assodatlon] sponsors any other: plans whether or not underwritten or admfnistered by a Ci igha

carhpany, the information and/or records obtained may also be shared with the underwriting company _(insurer} or

. administrators of those other plans, incliding their internal or extemal health management, disease management,. wellness,

employee/member assistance program or other snmﬂar programs, for the purpose of admmlstenng any semce, beneﬁt or
featuredescnbedln those plans. - )

Fcr any c[alm for i msu rance benefits, this authonmt:on is valid for the shorter of 24 months or the duranon of my cla:m. For all
other permitted disclosures, this authorization Is valid for one (1) year from the date below. | am er entxtled woa copy of" this

; authonzatnon and-a photog raphic or electronxc copyofi it isasvalid as theorigingl-——— -~~~

| understand that | do not have to give thTs authorization. If | choose not_to glva the authonzat:on or nf I later revoke - |
.uniderstand that the Plan, insurars, or other providers of services or benefits related to the Plan who ‘rely on this authorization

.-may not be able to evaluate or administer my request for Plan benefits, coverage or services and that my request for Plan
- benefits, coverage orservices-may be denied as a result. | may revoke this authonmuon by sending written notice to the Claim

) .Manager handllng my cIaIm

W / B ///Zj“j/f
(Clarm t’sSugnature) : 3 ] o

©. (Date Slgned)

(/aa’zf/é /f" ﬂzéarﬂ : - o 7/7/5/JI 1
ey (PrintName) S SR = “Dateof Birth) 1
i signe‘d on behalf cf the claimant as . {indicate relatmnshup) IfPower of Attcmey Deslgnee, 2
: Guardlan, or Consewator, please attach acopy of the documem grantlng authority, - : I 4
Company Names Life lnsumnce Company of Norﬁ'\ Amenca, Clgna Life lnsurance Company of New York, Clgna Worldwide /2

.A-Insurance Company, Great-West Lfé & Annuity Insurance Company, First Great—West Life & Annoity Insurance Company, New
England Life Insurance Company, Alta Health& Life Insurance Company and Connectlcut General Llfe lnsurance Company (1)
GB-609428 Rev.11/2014 e ’ Pagesbfs 5
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Brett

i ‘ j‘ "
Cigna ,’ﬁ‘ “‘ ‘p
PO Box 29221 aytiph
Phoenix, AZ 85038-0221 - Q:g
Phone 855.207.8101 ext.2772603 ,»-“ ———

Fax 866.472.3221 k- .
wwwmycigna.com C 2Ii g n a 3

Dr Dirk Steinert
Germantown Clinic

N112 W15415 Mequon Rd.
Germantown, W 53022

July 13,2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
Dear Dr Dirk Steinert:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
+  Complete copies of office visit notes from November 1, 2015 to present
Hospital Intake/Discharge summary, and/or Operative Report(s)
o Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
+  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
¢ Restrictions and limitations that prevent(ed) patient from returning to work
« Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellechial Property, Inc., licensed for use by Cigna Corporaticn and its operating subsidiaries. All products and services
are provided by or through such cperating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.

e B
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July 13,2016
Page 2

Sincerely,

Proett

Brett
Group Claims Associate

Enclosure(s)
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Disability Management Solutions ™

Medical Request Form

CIGNA Group Insurance

Life * Accident * Disability

Life Insurance Company of North America
Connecticut General Life Insurance Company
CIGNA Life Insurance Company of New York

%w

CIGNA

We are evaluating your patient’s disability claim. Please respond to the following questions.
Please provide copies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reports may result in delay in the claim determination).

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by the GINA Title 1l

from requesting or requiring genetic information of employees or their family members.
asking that you not provide any genetic information when responding to this request f

In order to comply with this law, we are
or medical information. "Genetic Information,"

as defined by GINA, includes an individual's family medical history, the resuits of an individual's or family member's genetic tests,
the fact that an individual or an individual's family member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member receiving

assistive reproductive services.

Claimant Name:

JUDITH OZBURN

07/07/

Date of Birth:

1958

What is the primary diagnosis?

What is the ICD-9 code:

Date of Injury/lliness:

|s this condition work related?

DYes D No

What are the specific additional factors impacting return to work, if any?

When did you first treat your patient
for this current impairment episode?

Have you treated your patient for this impairment prior to
this episode?

[]Yes

T No

If yes, when?

Date of iast visit:

When is your patient's
next office visit?

l___l Physical Therapy:

] surgery:

|:| Specialty Referral:

D Electrodiagnostic Studies:
[] Imaging Studies:

[] cther.

Does treatment plan for this impairment episode include any of the following? (Please list as appropriate and provide supporting documentation)

Please list all current medications that are related to this impairment or impact return to work: (Please include dosage and frequency)

At Work:

At Home (Activities of Daily Living):

What are the specific restrictions that you have placed on your patient?

If no, why not?

With Restrictions:

Could your patient return to work at this time if accommodations were made for the listed restrictions?

Without Restrictions:

|:] Yes

If no, based on your experience, what is your best estimate of when your patient can retum to work?

[:INo

Physician Name (Please Frint):

Degree & Specialty:

Address: (Street, City, State, Zip Code)

Telephone Number:

( )

Fax Number:

( )

Federal Tax ID #:

Physician Signature:

(e HOER
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Disclosure Authorization

ﬁ Clgna .

-Clalrnant s Name:* JUDITH OZBURN

NOTE: This authorization is designed to comp!y with HIPAA and’ relates to lnformatlon riecessary O admlmster coverage and
services under your employer's emplayeé health and walfare plan(s) ("the:Plan)-and: similar or coordinating governmental

- benefits. You are not required to sign the authostzation, but if you do.not, the Pian, insurers or other prowders of services or
coverage underthe Plan may not be able to process your requestfor Plan beneFts , coverage or services.

‘ B . AUTHORIZATION ’
1 authorize any physician, medical professuonal or other health care provider, hospltal or other medtcal facrllty, pharmacy, health
' plan, other _miedically related entity; rehabilitation professiorial; vocational evaluator; employee asslstance plan, insurance
company, reinsurer; health’ maintenance orgafization, third party administrator, broker or other i msurance sexvice provider, or
similar entity; the Medical information Bureau; the Association of Life Insurance Companles which operates ‘the Health Claims
Index and the Cisabllity Income  Record” System; government organization or agency, induding’ the Social Security
Admlnlstratlon, financial Institution, accountant or tax preparer; consumer reporting . agency: . and employer or group
policyholder that has informati of about my'| health prescriptions, financial, earnings or - émploymeant history, or otlier insurance
claims and benefits to provide access to ‘or copies of this information to the Plan and to any individual or entity who provides
" "SETVICES 10 of EhsUrance berisfits'onbehal{ of the Plarincluding-but not limited to the requesting-company(jes) named-below
. ("Company") To the extent | may be ellgible for. governmental benefits similar to or that coordinate with-those avallable to me
under the Plan, | also authorize disclosure of Information nécessary to apply for or determme my elzglblluty for such benef'ts to
' ':the relevant govermnentagency and/or vendor prowdmg apphcatlon asslstance. R

lnformatlon about my health may relate to any dlSOl'dEl‘Of the lmmune system lncludmg but not li mrted to HIV and AIDS‘ use of.
,drugs or alcohol; and mental and physncal history, cond ltlon, advlce or treatment, but does not mclude psychotherapy nobes '

| understand that any mformatlon obtalned with this authonzat:on wnll be used for evaluating and admlnlstermg my coverage,
including any claim for benefits, orotherwise providing services related to or on behalf of the Plar, whichmay inclide, butis not
limited to assisting me In retuming to work-and Plan administration. With respect to governmental benefits simitar te or that
coordinate with benefits available to me under the Plan, | understand that the information will be used to help detérmine my
-eligibility for any such benefits and may include assisting me in applying for the benefits. | understand that the information
. disclosed under this authorizatlon is subject to redisclosure and may no-longer be protected by certain federal regulations
" governing the privacy of health Information, although it will continue.to’be protected by other applicable privacy laws and
regu Ia'uons o )

JIfmy employer [umon, group assoclatlon] sponsors any other: plans whether or not underwritten or. admlnistered by a Cigna
carhpany, the information and/or records obtained may also be shared with the underwriting company _(insurer] or
administrators of those other plans, incliding their internal or extemal health management, disease management,.wellness,
employee/member assistance program or other srmllar programs, for the purpose of admmlstenng any semce, benef‘ it or
feature describedn those plans.

PR .

-. 818840142304

For any c[alm fori msurance benefits, this authonzatson is valid for the shorter of 2. months or the duratlon of rny ‘claim. For all
~ other permitted disclosures, this authorization’ Is valid for one (1) year fiam the date below. | am enmled to a-copy of this
: authonzatcon anda photographlc or electlonlc copyofi it isasvalid as the origingl—— =~ T ’

I understand that |, do not have ta give thls authorization. If | choose net to glve the authonzat:on or lf I later revoke - |
‘uniderstand that the Plan, insurers, or other providers of services or “benefits related to the Plan who rely on this authorization
.-may not be able to evaluate or administer my request for Plan benefits, coverage. or services and that my request for Plan
- banefits, coverage or.services may be denied as a result. | may fevoke this authonzat:on by sending written notice to the Claim
i .Manager handllng my clalm . ,

J . % ' ' ///z %//f '
: (Clarm t’sSlgnature) R : ) o L [DateSngned)

(/aa’,fﬁ ,4 dzéa»ﬂ : a '7/7/ff 1

T PrintRame) T — I (Bate of irhy 1

| srgned on behalf of the claimant as i ___ {Indicate relanonshlp) lfPower of Attomey Deslgnee 2
: Guardlan, or Conservator, please attach a copy of the document grantlng authority. - . . 4
Company Names: Life Insuranca Company of North Amenca. Clgna Life Insurance Company of New York, Clgna Worldwide /2
_.lnsurance Company, Great-West Life & Annuity Insurance ‘Tompany, First Great:West Life & Annuity Insuraiice Company, New 0
" England Life Insurance Company, Alta Health & Life lnsurance Lompany and Connectlcut General Llfe Insurance Company 1
GB-609428 Rev.11/2014 R ' Pagesbfﬁ 5
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From:Inbound_Fax@exchg10.graphnet.com
Sent: Thursday, July 14, 2016 04:42:45 PM
To:Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 07/14 16:42 from CSID <262 257 7981>, TO <8664723221> [28 Pages} 2584071 A001

<<2584071.pdf>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2016 Cigna

O—_~0ON™~h-—~"YO0O
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|

Facsimile Transmission Cover Sheet

Transmit to FAX number Date Time
1.262.257.7982 July 13, 2016 11:26:11 AM
Lo RO om0
Dr Dirk Steinert Brett
Phone:
855.207.8101 ¢xt.2772603
Subject: Cigua Incident # 10001043-01
Comments:

Please see the following correspondence for your review. Please contact us with any questions.

CONFIDENTIALITY NOTICE: If you have received this facsimile in error, please immediately notify the
sender by telephono at the number above. The documents accompanying this facsimile transmission contain
confidential information is intended only for the use of the individual(s) or entity named above, Thank you
for your compliance.
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. Nov241505:22p

JOzburn

Ui Disclosuré A
O Claimam"sName. JUD]TH OZBURNJ . SN

" NOTE: This authiotizstion Is-designed to comply-with HIPAA and relates to Informtion necessaiy 16 administer overage and.
"+, services under your employer’s employed heglth: and welfare plan(s) {"the Plan®)-and: simiar of coordinating guvernmental
L benefits, You are not reaulred fo sign the sutharization, butif you'do nat, the Pary, insuters o other providers of services or .

o osoverage undar thie Plin may rist be dble toprovess your requast for Plan banafits, coverageor servleas, - o Lol

STt T T e e T e AUTHORIZATION L e T e . L

o,y i authionze any Phybiclen, medical professiotal 6 otherhaalth care provider, hospital or othér medical facllity: priarmacy; haalth
T e plar other medically related. entity;, rehabyiftation jirofessional; vacaticnal evalyator; amplayee assistance platy,. insurance

-, COMiPARY, refnsurer, health miaintensice organtzation, third party admintstracor, brokef or other'insurarice service provider, or

, |+ similarentity; the Medical iiformation Bureaw; the Association of Lifé Insurance Companles, which oparatag the Heatth Clolins

©olo e U Tnddex - anid - the  Disablifity - lacome: Racord Systam; ‘govemment erganization. of egency,. incluging the Soctsl . Security
Cr e ¢ Administration; financlal institution;. accauntant or- tax praparer cansumar. ¥éporting . ageney; . and, employer or group’,
.. -, policyholdrthat has Information sbolt my haalth, prescriptions, finsnicial, earnings or efploymant histary, ot othei insurance
- Claipas énd benefits fo provide access to 0r copies of this nformation to the Plan and to any Indiiduat of entlty whopresvides”,
N T L IsurancE igrisfitsonbehalf of the Plargincloding but net limited 1o the reguesting-company{jes) nameti-below
T e {"Company). To.this extent 1 may b sltgible for.governmental baneflts sipllar ¥o or that coordinste With-those 'avatlalde to me -
e ’ 3 ine my eligibility for such benefits to-

PR -
a et .

., . under the Plan, | alss suthorize disclosire of infarmation nécessary to spply for-or detesni
"L e relévant govermment ageticy and/or vendor providingapplication sssistanca, . ...: ..., e 3
L information aliowt my Realth My el ata to any disorderof the insmurd system including but natfimited 1 HIV and AIDS deeof
o1 drigéos alcohol and mentsl and physical history, conditon; adviee or treatmant, but doas not include psychotherpyiotes. . K
o " 1 undaiitsid that ey informetiei obtalned with this slsbiorzatien Will e used for evaluatinig end sdmintsterin my Eovernge,
.- including sny clalm for benefits, or otharwise providing services reloted o or on Hehalf of the Plar, which may inclixdé, butjs pot .
-+ Nimfted to assisting me In retuming o work and Plan administation, With respect to govesnimental benefits simitar to-or that -
;- codidinate with beneflts avallable to me'under the Plan, 1 understand that the Information will b ssd to help detéiriine iy
- eligibility for any such bengfits and may Include asslsting ine in apilying for the benafits, | understand that the Informeation’
¥ - discloged wider this authorlzation Is subfect to redisclosure and may nolonger be protetted by certaly Taders! regulations
Lo gu\lelrnTng the privacy of haalth information, although It wilt centinue to be protected by other applicable, privacy Jaws' and
: mgulations. . L, L e L e e . e e e o

TR

L

S
eBMI42304 7 -

o228 LI my gmployer (il Groiip sscoclation] $porisors any athérplshd, vihetbier o not andsrwrittenir, sdrinfstered bys Cigna.
w R oy, “the. informatlon and/or tecords qbtaimg,may'a!;o,be.shamd_vilm.the.un'demrftlng_:a‘npany,((murer) or-
- v admintsteators of thosa other plans; ifcluding thelr Iftemel or axtemial health menayement, disease management, wellness,

" employes/membar assistaice program of other similer progrars, for the purpose of administering any setvice, benefit or -
v oo featuredescribedinthose plans. T - VA LS EVOIS
« oo, o For aniyclaim for hsbirice banefics this sithorization 15 valle for the horter oF 53 Toritis oF tHie duraiion of my claim. Fér 8]
C et oother permited diselosures, this authotization'ls valld for ane' {1} Year fioi the dats below. | am eptitled 10 B'Lopy of this -
T authanzatiohvand a photographic or elettroniceopy of it isas valld & the olighngl, = 1" —rre————r 1— T e

D veecclundersgtand that. | db not have to- gve this.stuthorizaton. if | chotse ral. to give.the suthenzagen & of I 1 later vevoke |’
*,7  understond that the Plan. Insurérs, of othar provitders of services or banafits related to tha Plan who rely cin this authorzation .
o, ., wyhay hot be dble to evalugts or adminlster my requast fow Plan benelits, coverage. o services snd that . my request for Plan’ -,
;77 banefits, coverage of servicesmay be denled ag'a result.d may evoke this auihe)ization by setiding written notice tathe Clakn
.- Managerhandling my claim. . L e e e

: / ' _ .(?lalm&«x’gﬁigmmm) TR 7

PREY

.. -+ (Date Slgned)

' Teel )t .

S (PrntName) L

L e

. (Dareot n) -

St T}

L el bt shsdirneas - g i e
S lv..-Guardl'an,_orCOﬂservam’r;pleaseatta’cha'copybft_he dpcumemgmnﬂngaummhyv: ,P” ) .,° ‘“’“’ "\By Jesignes, ;.

« T
v,

yCombahy Names: U Insuvarice Calripaty of North Atnériea, Cloia L Insiance Coiising U6 Nk Vo Gl W st
x -}ngu{ance:Compan;r, Great-West Lifg 8¢ Annuity Insurance Coriparey, First GreatWest Life & Annulty Insuraice Company, New
S Ehgbnd Life insuritice Company; Alta Health & Life Insurance Company and Corhecticut Gerieral L&feiﬁsurancéto’inbaﬁy..
e LGB h:s'ne'a.'i':,'a'oi"’f_"..' T R SV . Do R TN,

..... . PSRN e,

- Figesite.5

T e s g e e s iy et

0
1

.. Lo
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]

» o : ™ CICGNA Gyowp Insurance
Dzsa.bzlzty Management Solutions Life * Accideot * Disabilty
Medical Regquest Form Lite Insorance Company of Norh America

Conncotigyt Genatal LIf: Insumnce Compacy — CRGNA
CIGNA Life Insursnce Corpany of New York

We are evaluating your patient’s disability olaim, Plesse respond to the following questions.
Pleage provide capies of supporting reports, such as office notes/consultations/testing.
(Failure to provide the reporis may vesull in delay in the cldm determiniation),

The Gensllc Information Nondiserimination Act of 2008 (GINA) prohibits emrluyem and other entities covered bg tha GINA Title it
from requesling or requiring genetic information of employees or their famlly members. In order ta comply with this Jaw, we are
asking that gou not provide any genetic information whar respondlnqhto this request for medical information, "Genetic Information,”
as defined by GINA, Includes an Individual's famlly madical history, the results of an Individual's or family mamber's genetle tests,
the fact that an individual or an individual's family member sought or raceived genetic services, and genatic information of a fetus
carrlad by an individual or an Individual's family member or an smbrya lawfully held by an individual or famlly member recalving
assistive reproductive services,

Clalmant Name? Tiate of Birth:
JUDITH OZBURN 07/07/1958

hatiathe primery digresist {95 Contuaaid-rad dprdigana
’ . a .

Whatls the ICD-8 code: : Date of Iéuryllllnm}: I5 this condition work related?

3102 Forel) P Clves [N

What are the specifte additional factors impacting return fo wark, if any?

Wher did yob first treat your patient Have y ted your patient for this impalrmant prior fo Dato of jasl visli: When Is yauy patient's
{or thia wrmnﬂmpa)nnsi\l ag’l‘:oda? W youres e 4 next ome% vieﬁ'?

-t -pbis Yoo [INo_tyes st <LREZ PPt by D001, | [9-7+ Q014

Does traatment plan for dits Impairmant eplsode Include any of the follawing? (Pleasa st as appropriate and provide supperfing documentation)
[) Physical Therapy: ] Bisctrodiagnostlc Studies:

1 surgery: 7] imaging Stugtes;

B spacilty Referar- DK ARODERTTY, NEUROLEY [ oter

Pleasa llst all curent medications that are related to this impalment or kmpact retum 1o work: (Fleasa include dosage end Trequoncy)

-

o
‘.—-"’Fﬂ-.--—

Wh"::’l g:;;e the spacific restrictions that you have placed on your patiant?
At Work: -
N 9 Welh—rp o Mo From MNew 19}'157’ P Brodened.

AtHome {Activites of Dally Living):

rom—

Could your patient raturn to work at this time if accommodetions were mada for he lisled restrictions? | ] Yes [ ] No

{f no, why not? r'Pbefe,, ~t5 TZ’ 'Ed"bd‘?/‘l:“(_,

If ne, based on your expariancs, what s your bost astimate of whan yaur patlant can ratum to wesc?
With Restrictions: Without Restrictions:

Phyelelan Name (Piaase Prn): Dagree & Spacially:

KT o I/ A

Addrmua; (Street, Cly, Siate, Zip Codo,

}
NS YIS IVNERUMS PO GERMASTOEND _LIT 53022

Talephone Numbar: Fax Numhar; Fadersl Tex ID #:

(269250 75p0. (U2 )25 7-79 81 | 370827943

Physician Slgnateer—— o m Data:
GTBTI R oa T Pz 77/ / %Z/ ¢

£ ' Yily oN 1864 LGT T9T NMOLNVWYID WSO  WTE*E 9100 "wirinr
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Brett

Cigna

PO Box 26221

Phoenix, AZ 85038-9221

Phone 8552078101 axt 2777803
Fax 869.472.9221

W mycana.com

Dr Dirk Stelnert
Gemantawn Clinic

N112 W15415 Mequon Rd,
Gemantown, Wi 53022

July 13, 2016

Name: Judith Ozbum
Incident Number: 10001043-01
Policy Number; FLK-0980068
Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America
De¢ar Dr Dirk Steinert;

We arc reviewing tho Long Term Disability claim for your patient JUDITH QZBURN. Your patient’s dats
of birth is July 07, 1958.

Please provide the following information:
*  Complete copies of office visit notes from November 1, 2015 to present
Hospital Intake/Discharge summary, and/or Operative Report(s)
Test results/findings (for example: MRI’s, EKG’s, x~ray’s, ¢tc)
Treatment plan (including meds, frequency of treatment, referrals, Physical Thetapy, etc.)
Restrictions and limitations that prevent(¢d) patient from returning to work
+ Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to releage this information to us.

Please be advised that an “off work” note i3 not sufficient documentation to certify disability.

In order to help expedite the haudling of your patient’s claim, please fax this information to 866.472,3221,
If necessary, you may also mail the requested informaation to the above address.

If there is & fee for the medical records requested, please forward & bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions,

“Clama” md tha “Tees of Life” Iaga axy. eogiataed servios Iy of Clyma Intellogtnel Propioty, Lo, Mepnsed Bt tis by Glgns Competotivn and Ity opesptisg subalBiaries. AR prodiots nd yervices
e provided by or hrough such opesaring mbldier! , taeduding Lifo I Cempanty of Nerth Attrica, Coxnetlovt Geomm) Life Insursnce Compeny sod Clgas Lifo Insmmmoe Sompady of
New York, mnd not by Cigra Carporetisn.

e pE0p N 1860 £67 797 NHOLNVAYID WSO WAZE'E 9107 bl

e
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Jul. 14 2016 3:33PM

CSM GERMANTOWN 262 257 7981

No. 4044 P,
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Return to School/Work OZBURN, JUDITH A - ATH-00859873

* Final Report *

Docurnent Type: Return to School/Work

Document Date: June 07, 2016 9:19 CDT

Document Status: Auth (Verified)

Performed by/Author:  Last, Teresa M MA on June 07, 2016 8:21 CDT
Verified By: Last, Teresa M MA on June 07, 2016 9.21 CDT

Encounter info: 5608964, NCOZ, Clinic, 08/08/2016 - 06/06/2016

* Final Report *

[‘m Columbia St. Mary's

Cormirnunity Physicians

Certificate for Return to School / Work / Daycare

The patient identified above has been under the care of : _Dr John Broderick
X MD

_DO

_PA

_NP

Clinic Name / Phone Number: _Ozaukee Neurology / 262-243-8371
Effective dates for restrictions: 10/31/13

Limitations / Restrictions (if any): unable to work

and is able to return to: (_)School ( )Work (_)Daycare on: unable to work_
Comments: next appointment scheduled for 12/5/16

Signature: _

Date Signed; _

Completed Actlon List: '

Printed by: Nelson, Kathleen A RN
Printed on: 07/14/2016-10:58 CDT

9 4 py0yoN 1860 LG0 190 NMOLNYA¥IH WSJ  WdEEC'E

Page 1 of 2
(Continued)
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Jul, 19, 2016 2:54PM  OZAUKEE NEUROLOGY 262-243-8342 No. 8716 P 5

THELIE N0 ErET

- B18AMN2304

-t Guardtan, or Conservator;

Nov 24 16 05:22p J Ozburn 2623724430 p.8

Dlsclpsurel!‘u'.lthorizatmn,:,_ R i‘{ﬁCi‘gnaw

.cmm-n;'smme:JUD,ﬂHQZBURN L 5 Co

NOTE: This authorizetion is designed to comply with HIPAA and rélates to Informétion necessary to administer coverage and

services undear your employer's employed health and welfare plan(s), {"the :Plan’) sl similar ot cocydinaling governrpenml

benefits. You ave not required to sign the autharization, but if you do not, the Plan, insurers or other providars of services or
_ coverage under the Plan may hot be &ble to process your request for Plan barwfits, coverage of services, S

.. "AUTHORIZATION ‘ ’ ' - '

.. .lauthorize any physicien, medical profassionalor other health care providar, hospltal or other medical facility; pharma;y; health
plan; ottier midically related aotity; retwhilitadon professional; vocatgnal evalyator; emplayes assistanze plan;, insurance
company, reinsurer, health' malntenarice organization, third party administrator, broker or ather insurence service providar, or

" similar entity; the Madical Information Bureaw; the Association of Lifé (dsurahce Companies, which operates'tha Health Claims
Index and the Disabllity Income- Record System; gowerntent organization of-agency, induding the Social Security
Adminfstrationy financlal institution, accountant or tax, preparer; consumer reporting  aGency; .and employer or group
policyholder that has infiormation about my health, prescrptions, findnclal earninge or émployment histosy, or othier Insurance
clotms and bineflts to provide dccess to of copies of this (nformation to the Plan and to any itdividual or ehtity whoprovides

~ BErvCEs (0 O Itsurance iepefitson behalf-of the Plarrinciuding bot not imited to the requesting-coipany(ies) named below
.. . ('Company"). To.the extant | may b ellaible for.govemmental benefits similar to or that conrdinate with those svallabla to me

undgi tha Plan, | also suthorize difcicture of information swassary to apply for or detanying.my efigibility for such bénetits to

o v v -

" the relevant governinent agrncy andfor verrdor providingapplication assistance.

.lnfo.rrn:;tion about r;ayhaulth ray retote to any disorderof the imimue system in.ctuding but not ﬁ;;nimd to HIV and AIDS; use of
drugs or afcohok snd mental and physical history, condition, advice or treatrment, but does not include psychotherapy hotes,

{ understaid that any ibformation obtalned with this authiorization will be used for avaluating and administering my éoverage,
including any chim for banafits, orotherwise providing services related to or on Lighalf of the Plan, which may Incliidie, butis not
", limived 1o assisting me In retuming to work-and Plan administration, With respect to governmental benafits simifar to or that
coordinate with bepefits'avatlable to me under the Plan, § understand that the information wili be used to help deteiming my
eligiliity for any such banefits and may Incluthe assisting me In epplying for the benefits. | understand that the Information
disclosed-under this authorlzation is subjéct to-redisclosure end may, no-[onger be proterted by Certain federal regulations
'guvellat:}ng the privacy of health infarmation, although it will continue.to be protected by othér applicable privacy laws and
regujadens. .

¢ 3

. .JE iy employer [unlon, graup assoclation] dpensors any other glans, whether or not undevwritten ot. administered by:a CGgna
corhpany, tha Information and/or records obtained may also be shared with the underwriting’ company, (Insurer) or
adralnistrators of those othér plans, including their Intamal or ‘external health management, disease managament, wallness,
employee/mamber asslistance program or other similar prograrns, for the purpose of edminlstesing atty service, benefit or
featuredesciibedinthoseplans, © ° - e ' ' I : '

For any claim for nsuranice benefits, this authorization Is valid for the shorter of 24 months.or, the duration of my claim. For al
other parmitted disclosures, this auttiodzatlon 1s valid foc one (1) yeay ftoin the date balow. | am entitled to a‘copy of this

SO ‘suthnitzationarid-a photogrephic or aledtronic copy afitisasvalld as the origingl=~—' -« —— = —m 1w oo

I undetstand it | do npt have to give this.authorization. If | choese not, ta give the authorlzation - ot if | later revoke - |
urderstand that the Plan; insurars, or other providers of sarvices or banefits related 10 tha-Man who rely oh this authorization
~may hot be shile 10 eveluate or administer ray request for Plan benafits, coverage. or sarvices and that my request for Plan
beneflts, coverage orservices may be denled as a result,{ may revoke this authorization by sending wrliten notice to-the Claim

. Manager hatdling my claim.

-

/oty WiV XA

/ . {Clrimant's Sigrature) ’ {Date Signad) -
Judith A Oebrwp AT
T . B (Prirv:N‘ar.ne) . L - : (Date of Birtn}
I tighed on bahalf of the claimant as- : . lndicate valadonshipl.lf‘Pau}e'mF AltGmey Dasignae,

- .

please attacha copy of the docurhent granting authedty.
. Company Nawmes: Life Insurance Company of Nowth America, Cigna Life Insvirnce Company of New York, Cigna Worldvide
.Ingurpp;eicompap}{, Great-West Life 8 Annulty ft_‘isurance Company, First Great-Wast Life & Ahnglty insuraiice Company, New

" Englard Life Insurance Company, Alta Heslth & Uife isurante Company and Connecticut General Life Iisuratics Company.

GB-609478 Rew. 1172074 Pagesofb
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Return to School/Work
* Final Report *

* Perform by Last , Teresa M MA on June 07, 2016 9:21 CPT
* Sign by Last , Teresa M MA on June 07, 2016 9:21 CDT
* VERIFY by Last , Teresa M MA on June 07, 2016 $:21 CDT

Printed by: Nelson, Kathleen A RN

OZBURN, JUDITH A - ATH-00859873

Page 2 of 2
Printed on: 07/14/2016 10:58 CDT (End of Report)
L4 o0y ol 1960 167 797 NMOLNYWYID WSD  WJEE-E 9100 ‘wl'Inf
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Jul. 19, 2016 2:53PM  OZAUKEE NEUROLOGYV 262-243-8342 No. 8716 P 1

Ozaukee Neurology 13133 North Port Washington Road Suite G06 Mequon W1 53097

[‘w Columbia St. Mary's

Community Physicians
A Passion for Patient Care..

FAX

Date: - [4"((“'

Number of pages including cover sheet: 2\___

FROM:

YA 6(,’ (A Lo

Db, Brexkl D Joha Brodeee

Phone: 262,243,8371
262.243.8342

Phone:

Fax Phone: S{UL’ T B AN
CC:

Fax Phone:

REMARKS: [J URGENT or your review (J Raply ASAP ] Please comment

e 4 1009 (09z 0|

The information contained in this FAX is privileged and/or confidential and is intended only for the use of the person
to whom it is addressed. If the reader of this messsage is not the intended recipient, you are hereby notified not
to read, distribute or copy the materials attached without the prior written consent of the sender.

If you have received this FAX in error, please notify the sender by calling 262,243,8371.

03-5617-1 Rev. 8/08
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Breft
Clgns @‘ﬁ&%ﬁw
P 0221 oagiBgran
Pgogzi):.z AZ 85038-0221 s _ ,)@ b
Phone 855.207 8101 ext 2772603 P
Fax 846.472.3221 o
Dr John Brodsrick
13133 N Part Washington Rd
Suile G0O6

MEQUON, Wi 53097

July 13, 2016

Name: Judith Ozburm

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Corporation

Underwriting Company: Life Insurance Co of North America

Dear Dr John Broderick:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete copies of office visit notes from November 1,2015 to present
*  Hospital Intake/Discharge summary, and/or Operative Report(s)
s Test results/findings (for example: MRI's, EKG’s, x-Tay’s, etc)
»  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+  Restrictions and limitations that prevent(ed) patient flom retorning to work
+  Estimated return to work date/date patient was released to retwm to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In otrder to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions.

“Clgna” md the “Yy.co of Lile™ logo avo registercd service marks of Cigna Intallortunl Propsaty, Ine,, licanzed for usa by Gigna Corpotation and It op fing subsidiaries. All products and yvices
sropravided by or through sueh apermiing subsldiarles, Ineludig Lifa lnsursncs Company of Novth Amaica, Connedticut Geneial Lifo Inswranca Company and Cigna Life Inyrance Company of
New Yerk, mnd nol by Cigna Corporation,

OO0 ™SO —~"~NO0
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Jul. 19, 2016 2:53PM  OZAUKEE NEUROLOGY 262-243-8342

July 13, 2016
Page 2

Sincerely,

Brett

Brett
Group Claims Associate

Enclosure(s)

No. 8716

P.

3
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From:Inbound_Fax@exchg10.graphnet.com
Sent:Friday, July 15,2016 06:01:11 PM

To: Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 07/15 18:00 from CSID <2623724430>, TO <8664723221> [9 Pages] 2636845A001

<<2636845.pdf>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by c-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2016 Cigna
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From:Inbound_Fax@exchg10.graphnet.com
Sent:Tuesday, July 19, 2016 04:00:47 PM
To:Lason\troy-prod-cignfax

Cce:

Subject:Fax Message received on 07/19 16:00 from CSID <262 243 8342>, TO <8664723221> [9 Pages} 2748933A001

<<2748933.pdf>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2016 Cigna
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PO Box 29221 — b5
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Fax 866.472.3221 e

m .
www.mycigna.com C l!}g‘ n a? s

Dr Vicky Jarchow
510 Hartbrook Dr
HARTLAND, WI 53029

August 12, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Department Stores, Inc.
Underwriting Com pany: Life Insurance Co of North America
Dear Dr Vicky Jarchow:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
»  Complete copies of office visit notes from December 1, 2015 to present
+  Hospital Intake/Discharge summary, and/or Operative Report(s)
o Test results/findings (for example: MRI’s, EKG’s, x-ray’s, etc)
+  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
+ Restrictions and limitations that prevent(ed) patient from returning to work
+ Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work” note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at 855.207.8101 should you have any questions.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corparation.
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August 12, 2016
Page 2

Sincerely,

Pruett

Brett
Group Claims Associate

Enclosure(s)

precge D
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Nov 24 1505:22p JOzburn 2623724430 p.8

FETT T T

-. 918040142304

~Clarmant's Name:-

.Drs{clos.ureAgthéfizat_'?f‘_‘ ST f) Clgno.

IUDITH OZBURN

NOTE: This authorization is designed to compty with HIPAA and’ relates to Information necessary to admrmster coverage and
services under your employer's employee ‘health- and welfare plan(s) ("the.Plan™)-and; similar or coordinating governmental
benefits, You are not required to sign the authorization, but if you do.net, the Plan, insuters or other provrders of services ot

' coverage under the Plan may not be able to process your request for Plan beneﬁts coverage or services.

‘ : . AU'I'HORIZATION
{ authorize any physician, medical professronal or other.health care provider, hospltal or other medrcal facrhty, pharmacy, health

\ “plan; other _medically related entity; rehabllitation professional; vocatichal evaluator; employee assistance plan nsurance

: authorrzatuon and-a photographlc or electromc copyofi it isasvalid as the original:

: Guardran, or Conservator, please attach acopy of the documem grantl ng authority, -

Company Names: Life Insurance Company of North Amenca, Cigna Life Insurance Company of New York, Cigna Worldwrde
.A‘Insurance Company, Great-West Lifé & Anriuity Iisurance ‘Company, First Great-West Life & Annuity Insurshce Company, New
England Life Insurance Company, Aha Health & Life insurance Company and Connectscut General Llfe lnsurance Company

company, reinsurer, health’ maintenance orgahization, third party administrator, | broker or otheri msurance service provrder.

similar entity; the Medical Information Bureau; the Association of Lifé Insurance Companies, which operates ‘the Health Claims
index and the Disabllity income  Record System; government organization or agency, induding’ the Social Security
Administration; financial institution, accountant or tax preparer; cohsumer reparting  agency; and employer or group
policyholder that has mformatmn about my health, prescriptions, finéncial, eartiings or employment history, or 'othet insurance
claims and benefits to provide access to ‘or copies of this information to the Plan and to any individual or entity who provides

" 'SErvices 10 of Hisutance: benefits on behalf of the Plarg-including but not limited to the requasting-company(jes)-named-below
. ("CDrn pany") To.the extent { may be el[gxble for. governmental benefits similar to or that coordinate with-those avallable to me

under the Plan, 1 also authorlze disclosure of lnformation nécessary to apply foror determlne my elrglbﬂnty for such benef‘ ts to

' :the relevant govemment agency and/or ve ndor provrdmg appllcatl on asslstance

lrrformatlon about my health may relateto any dlsorderof the Immune system includrng but not limrted to HIV and AIDS- use of
_drugs or alcohol; and mental and physrcal history. cond|tlon, adv!ce or treatment, but does nat mclude psychotherapy nobes '

| understand that any mformatlon obtamed with this authonzatron wrll be used for evaluating and admlnrstermg my coverage,
including any claim for benefits, orotherwise providing services related to or on biehalf of the Plan, which: may indude, butis not
limited to assisting me In retuming to work-and Plan adminlstration. With respect ta governmental benefits simitar to or that
coordinate with benefits available to me under the Plan, | understand that the information will be used to help detérmine my

- eligibility for any such benefits and may include assisting me in applying for the benefits. | understand that the information

. disclosed 'under this authorization is subjact to redisclosure and may no longer be protected by .certain federal regulations
“governing the privacy of health !nformation. although it will continue.to’be protected by other applicable pr!vacy laws and
regulatrons ) o

dfmy employer [umon, group assodatlon] sponsors any other: plans whether or not undetwritten or. admfnistered by a Cigna

carmpany, the information and/or records obtained may also be shsred with the underwriting’ company _ (insurer) or
administrators of those other plans, incliding their ihternal or extemal health management, disease management, .wellness,
employee/member assistance program or other srmnlar programs, for the purpose of admmlstenng any servrce, benef‘ it or
feature described In those plans, - .

For any c[arm for insurance benefits, this authonzatron is valid for the shorter of 24 months or the duratron of my claern For all
other permitted disclosures, this authorization s valid for one (1) year ftom the date below 1 am enutled 10 aTopy of this

| understand that . do not have to give thls authorization. If | choose net, to give the authorrzaoon or rf I later revoke - |
.uniderstand that the Plan, insurers, or other providers of services or ‘benefits related to the Plan who rely on this authorization

.--may .not be able to evaluate or administer my request for Plan berefits, coverage. or services and that my request for Plan
- benefits, coverage or.services may be denied as a result. 1 may revoke this authonza‘aon by sending written notice to-the Claim
_ .Manager handllng my claim. . )

Dentir j/ ' - ///z %//f -
/ - (C!mm t’sSrgnature) R : : ' . . (DateSrgned}

(/ao/ﬁ% A Dabprn ’7/7'/52’
~ . {Print Name) . B ) . _ B (Date of Birth)
| srghed on behalf of the claimant as . lindicate relatIonshrp) lf'Pov'ue‘r'of Atto'rneyDeﬁlgnee,

DAoL

0
_ 1
GB-609428 Rev.11/2014 R PageSore 5
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Brett
Cigna “. 4 L
PO Box 28221 iyl
Phoenix, AZ 85038-9221 =

¢
o
M-’

Phone 855.207.8101 ext.2772603 1
Fax 866.472.3221

oo Cigna.

JUDITH OZBURN
N77 W24666 CENTURY COURT
SUSSEX, WI 53089

August 12, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Department Stores, Inc.
Underwriting Com pany: Life Insurance Co of North America

Dear Ms Ozburn:

. Thank you for speaking with me on August 12, 2016. This letter is in follow up to our conversation. We are

writing to you regarding your claim for Long Term Disability benefits.

In order to fully understand your condition, and determine your eligibility for ongoing Long Term
Disability benefits, we need additional information from you and your treatment providers.

According to your employer’s disability policy:
Definition of Disability/Disabled

The Employee is considered Disabled if, solely because of Injury or Sickness, he or she is:

1. unable to perform the material duties of his or her Regular Occupation; and
2. unable to earn 80% or more of his or her Indexed Earnings from working in his or her Regular
Occupation.

After Disability Benefits have been payable for 12 months, the Employee is considered Disabled if, solely
due to Injury or Sickness, he or she is: '

1. unable to perform the material duties of any occupation for which he or she is, or may reasonably
become, qualified based on education, training or experience; and

2. unable to earn 80% or more of his or her Indexed Earnings.

The Insurance Company will require proof of earnings and continued Disability

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by or through such cperating subsidiaries, including Life Insurance Company of Nerth America, Connecticut General Life Insurance Compeany and Cigna Life Insurance Company of
New York, and not by Cigna Corporation.
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August 12, 2016
Page 2

We have requested medical records for the time period of December 1, 2015 to present from Dr. Jarchow.

Please be advised that although we have requested this information on your behalf, it is ultimately your
responsibility to ensure that we receive the requested information.

If we are unable to obtain the requested information by September 12, 2016, we may make a decision based
on the documentation currently on file or send you for testing. You may be receiving further details from
our vendor to schedule a functional capacity evaluation or an independent medical examination.

JUDITH OZBURN, it is very important that you contact us as soon as possible so that we can make a
complete, accurate, and timely assessment of your condition. '

If you have been awarded Social Security Disability Insurance (SSDI) benefits by the Social Security
Administration (SSA) or you have an application for SSDI benefits that is currently in the review process
with the SSA, we will be considering that fact in our claim review. We are requesting that you forward
us a copy of the reports for any independent medical assessments that have been conducted by the Social
Security Administration or any medical documentation provided to the SSA for the review of your SSDI
application. Please forward this information within 30 days.

Your contract contains the following provision:

"Failure of a claimant to cooperate with the Insurance Company in the administration of the claim

may result in termination of the claim. Such cooperation includes, but is not limited to, providing any
information or documents needed to determine whether benefits are payable or the actual benefit amount
due."

Your contract states:

"Written proof, or proof by any other electronic/telephonic means authorized by the Insurance Company,
that the loss continues must be furnished to the Insurance Company at intervals required by us. Within 30
days of a request, written proof of continued Disability and Appropriate Care by a Physician must be given
to the Insurance Company.”

Please contact our office at 855.207.8101 should you have any questions. You may also access your claim
status by visiting www.myCigna.com.

Sincerely,

Prett

Brett
Group Claims Associate

e BIH
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| Jarchow Family Chiropractic

River View Offices * 510 Hartbrook Drive * Hartland, Wisconsin 53029

Or. DUANE D. JARCHOW PHONE
Chtropractor . : 262-367-6689
Pugust 152004

To whom it may concern:
RE: Juolith Ozburn

Enclosed are the copies that you have requested for our
patient.

The service charge for this is $40.00

Thank you,

Jarchow Family Chiropractic

HEALTH THRU CHIROPRACTIC

M ON~O-=~0O
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$For
" Jarchow Family Chiropractic

%"4"
\; River View Offices * 510 Hartbrook Drive « Hartland, Wisconsin 53029

Dr. DUANE D. JARCHOW
Chiropractor k

December 23, 2015

Cigna

P.0. Box 29221

Phoenix, AZ 85038-9221

Attn: lessica Settles

RE: Judith Ozburn

Incident Number: 10001043-01

Dear Jessica,

Please refer to the doctor that put Judith Ozburn on disability.

Since

Dr. Duane D. Jarchgt, D.C.

Jarchow Family Chiropractic

PHONE

N 262-367-6699

O-=0ON™0—"0wO0
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Brett

Cigna

PO Box 29221

Phoenix, AZ 85038-9221

Phone 855.207.8101 ext. 2772603
Fax 8654723221« -

AN
Dr Vicky Jarchow
510 Hartbrook Dr
HARTLAND, W1 53029

August 12, 2016 i AUG 172 2016
Name: Judith Ozbum . i
Incident Number: 10001043-01

Policy Number: FLK-0980068 ’

Policy Name: Kohl's Department Stores, Inc.

Underwriting Company: Life Insurance Co of North America

Dear Dr Vicky Jarchow:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
e Complete copies of office visit notes from December 1, 2015 to present
«  Hospital Intake/Discharge summary, and/or Operative Report(s)
o Test results/findings (for example: MRI’s, EKG's, x-ray’s, etc)
»  Treatment plan (including meds, frequency of treatment, referrals, Physical Therapy, etc.)
»  Restrictions and limitations that prevent(ed) patient from returning to work
«  Estimated return to work date/date patient was released to return to work
Enclosed is an authorization to release this information to us.

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address. o

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

Please contact our office at §55.207.8101 should you have any questions.

“Cigm" and the “Tree of Life™ logo are registered sarvics marks of Cigna Intallectual Propany, Inc., licensed for wse by Cigna Cs jon and its i baidiaries. All products and services
are provided by or through such oporati bsidiaries, including Life Company of North Ametica, Connecticut Genaral Lifs insuranco Compmy md Cigna Life Insurancs Company of

New York, md not by Cigna Corporation,
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From:lnbound Fax{exchglO.graphnet.com

Senl:Friduy. June 17,2016 03:28:21 PM

To:LasonMroy-prod-cignfax

Ce:

Subjecl:Fax Message received on 06/17 15:27 from CSID , TO [2 Puges] 1528483A001

<>

CONFIDENTIALITY NOTICE: If you huve received this cuail in error,
please immediately notify the sender by e-mail ot the address shown.
This email transmission may contain confidential infonnation. This
information is intended only for the use of the individual(s) or entity to
whom it is intended cven il'addressed incomectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
complianee. Capyright (c) 2016 Cigna

Moo~ a~mo
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From:Inbound Faxfexchgl0.graphnet.com

Sent:Monday, December 21, 2015 122, 4 PM

To:Lason\troy-prod-cignfax

Ce:

Subject:Fux Messnge received on 12/21 12:55 from CSID , TO [12 Pages] 2977899A001

<>

CONFIDENTIALITY NOTICE: II you have ceceived this email in etror.
please immediately notify the sender by e-mail at the address shown,
This email transmission may contain confidential information. This
information is intended anly for the use of the individual(s) or entity to
whom it is intended even it addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2015 Cigna
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12/22/2015 @6:85 2623676701 JARCHOW FAM CHIRO PAGE @1

Jarc 0w Family Chﬂ’@pm«:w

7 Elver View Oflcas v 510 Barivrask Driva + Hartiand, Wisconsin 3028

-

icne 262-387 5855

Fae | 2623676701
g ' Date; | /JA?//gr ‘ ’ ' -

ey Jssica Sefbes
Company . @‘gvm
Fax# ?/é L/?? 522/

Tatal pages, including cover page

| CME Jueidad # 49 0p do435-0/
75 <7n?//p{ Dzbura

Disclaimenr

The PH!, (Protected Health Information) cantzined in this FAX is HIGHLY
. CONFIDENTIAL, R is Intended for the exclusive use of the sddressee. It

is to be used only to aid in providing specific healtheare services to this |

patient. Any other use is a violation of Federa[ Law (HIPAA) and will be

raparted as such

. Iz";
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Jarchow Family Chiropractic

River View Offices « 5§10 Hartbrook Drive + Hartland, Wisconsin 5$3029

Or, DUANE D. JARCHOW

PHONE
Chlropractor

262-367-6699

To whom it may concern:

jo% %/4% Oeburn

Enclosed are the copies that you have requested for our
patient.

The service charge for this is $40.00

Thank you,

Jarchow Family Chiropractic

HEALTH THRU CHIROPRACTIC

A =SSN —hNN-—-
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Fry d FaxfdexchglO.graphnet.com

Senl: Wednesday, December 23,2015 11:06:41 AM

To:Lason\troy-prod-cignfax

Ce:

Subject:Fux Messuge received on 12/23 11:06 (rom CSID , TO [7 Puges] 3071099A001

<>

CONFIDENTIALITY NOTICE: I you have received (his email in error.
please immediately notify the sender by c-mail ut the address shown.
This email transmission may contain confidential information. This
information is intended anly for the use of the individual(s) or entity to
whom it is intended ¢ven if addressed incotcetly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (¢) 2015 Cigna
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12/22/2015 BE6:805 2623676701 JARCHOW FaM CHIRD PAGE @2
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Jarchow Family Chiropractic
River View Offices « 510 Hartbrook Drive - Hartland, Wisconsin 53029
Dr. DUANE D, JARCHOW PHONE
Chirapragtor

To whom it may concern:

e %aé/ Crebur

262-367-6600

Enclosed are the copies that you have requested for our

patient,

The service charge for this is $40.00

Thank you,

Jarchow Family Chiropractic

HEALTH THRU CHIROPRACTIC
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12/24/2015 ©5:18 2623676701 JARCHOW FAM CHIRO PaGE @1

m,‘.'
L:

" Jarchow Family CM@pmcM

{ _!r Rivar Visw Officas * 310 Hartorack Drive ¢ Harllend, Wisconsin $30£¢

Fnone: 252-3E7-3838
Pax  282-35T<LTQ1

i ' Date; /9/523//? ’ ' - ' | . “ y

Send To:

Atetgnﬁcn? f » 5-@7(7%"5
Company : &/0}//” {

Faxd 946 - 4/7915;2;7/

Total pages, including cover page

Camments: PQ i //%a{/é 2 20

Disclaimen

Tne PHI, (Protected Health Information) contained in this FAXIs HIGHLY

: GONF!DENTIAL It s intendad far the exclusive use of the addressee, |t
is to be used orlly to ald In providing spedfic healthears servicas to this .
patient. Any other use is a violation of Fedaml Law (HIPAA) and will be
repartad as such,

- ! .
Jrpan #1000 142 =0/ : ot
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Melissa

Cigna ! 4"%‘:iﬁ
PO Box 29221 "':! ‘fg
Phoenix, AZ 85038-9221 ) ," -
Phone 800.352.0671 ext.8634410 il o

Fax 866.472.3221 g ;
wwvimycigna.com C :m g‘ n a( *

Dr John Broderick

13133 N Port Washington Rd
Suite G06

MEQUON, WI| 53097

August 25, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Department Stores, Inc.
Underwriting Com pany: Life Insurance Co of North America
Dear Dr John Broderick:

We are reviewing the Long Term Disability claim for your patient JUDITH OZBURN. Your patient’s date
of birth is July 07, 1958.

Please provide the following information:
*  We have reviewed your 6/6/16 office note and the restrictions of no work.

*

Do you have measurable exam findings that to help us better understand her current deficits? If so
please list them:

e & & °

Has the patient had any recent neuropsych testing? If so, please attach to the return fax for our
review.

L
L

Please be advised that an “off work™ note is not sufficient documentation to certify disability.

In order to help expedite the handling of your patient’s claim, please fax this information to 866.472.3221.
If necessary, you may also mail the requested information to the above address.

If there is a fee for the medical records requested, please forward a bill including your Tax ID number with
the return of the requested records.

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellechual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by cr through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corperation.

e D
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August 25, 2016
Page 2

Please contact our office at 855.207.8101 should you have any questions.
Sincerely,

Melissa
Nurse Case Manager
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From:Inbound_Fax@exchg10.graphnet.com
Sent:Friday, August 12, 2016 05:26:24 PM
To:Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 08/12 17:25 from CSID <2623724430>, TO <8664723221> [11 Pages] 3728276A001

<<3728276.pdf>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidentia! information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (¢) 2016 Cigna
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Aug 1216 09.29p J Ozburn 2623724430 p.10

Wisconsin Depariment of

Worker's Compensation Owision
Worklorey Devulupran 201 E. waaninglon Ave., |im. 161
P.O, Bux To0!

Medison, Wl 83767-7a01

Telephone: (GDU) 263-1340  Maclison
(#14) 77-4007  Milwaukee
{020} 8325460 Applaton

PRACTITIONER’S REPORT QN AGGIDENT OR INDUSTRIAL DISEASE IN LIEU OF TESTIMONY

_FILED ONBEHALEOF  _[]“EMPLOYEE .- (T EMPLOYER OR'INSURANCE CARRIER. *~ .~ ==

Personal information you provide may be used far secondary purposes [Privacy Law, s. 15.04(1)(m}].

WC Claim Number 1. Employee Name
Judith Ozburn

Employee Social Security Nomber Employee Address

2. Employar Name 3. Date of Traumatic Event

| Employer Address Worker's Compensation Insurance Garrier

4, Describe the accidental event or work exposure 1o which the patient atiributes hisiher condition. (A copy of medical history or
noles containing this information will sutfice i complete.)

Please refer to the attached report for answers to questions 4 through 19.
All responses contained therein are to a reasonable degree of medical probability.

S. Give a complete dascription of physical or mental disability and diagnosis. (A copy of the medical history or notes containing Lhis
information will suffice if complele and limited to the work injury.)

6. Did you treat the patient? if so, between what dates? | 7. Date of last examinaltion or evaluztion 8. Date disahility from wark began

[ vYes O No
9. Date injured was or wil be able to retum to a limited type of work.” State any lemporary mitations.

10. Bate injured was or will be atle to retum to fult fme work subject only to permanent timitations. State any permanent limaations.

11. Inyour opinion, is i probable that the event in ltem 4 direclly 12. f not directly, is it probable that the event described in ltem 4
caused the disability? caused the disability by precipitation, aggravation and
acceleration of a pre-existing progressively deteriorating or
[ Yes [] No degenerztive condition bayond nomal progression?
O Yes O No
13. If the patient suffers from a condition caused by an appreciable If yes, give date disahility rom work began:

period of work plece expasure (from item 4), was that expasure

efther the sale cause of the condition, or atleast a material

contibutory causative factor in the condition's onset or

progression? O Yes T o
WKG-16-B (R 1199}
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14. Hag acclkdent of industrial disease resulted In any permanent disabilty?  [] Yes [] No

15. Estimate percertage of permanent disability to the merber, eye or ear involvad, or sompare 1o pemanent total disability if injury is 1o lorso or heed,
causexd by Ihe: acoldent or work exposune dascribed in iom 4.

16. What elements constitute permanent disabiity (such as limitation of motice, deformily, weakness, pain, lack of eadurance or components of itness, e.g..
isolconias, photo toxicity, fiver disease)? If limitation of motion, describe nature and percentage of limitation of each part of each member affected. (Make
estimales on voluntary, not passive motions) i amputation, slale exact point bone was amputated and whether stump is tender or hardy.

17. What s the prognosis of this disability? {f guardad, please explan:

18. Do you expect that any further freatment will be necessary for this condition?
[(Oves [INo i YES, explain:

18. Prior to this accident or illness, did employee have any permanent disability?
[(OYes [INo 1iYES, explain:

20. | ama practitioner licensed in and practicing Tn Wisconsin.

CERTIFICATION
William A. Merrick, Ph.D. 1 certify, subject to the penalty of fine and/or
Practiioner’s typed or printed name imprisonment, as provided in Sec. 943,39 of the
Wisconsin Statutes, that the above report truly and
clo Exam\Woris, 2480 Rimrock Read, Suite 303 correctly sets forth the history, my findings, diagriosis

Practiioner's Address (Street or P.O. Box) and opinion,

Madison, W 53713
Practitioner's Address {City, State and Zi Cods)

1-888-588-9292
Practiiorers Phone Number
8/25/2014
University of Chicagp
College Signawre of Practioner Date Signed

IMPORTANT: Section 102.17(1)(d) of the Wisconsin Stalutes provides that the contents of cenified medical and surgical repoits presented by ngr\les shall
constitute prima tacie evidence as to the matter contained therein. Repors must be fled with the department and thg ather parties _ﬁﬂeen day§ prior fo the
date of hearing 1o be ecceptable as evidence. If notso filed, & will be necessary to produce the doctor to give oral testimony at the time of hearing.
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Approve Document

Approve Document

Please select the document review status: -
Approve
Reject
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Other Claim Strategy

OthER CLAIM StrATEGY

Summary
Primary Diagnosis 3102 - POSTCONCUSSION SYNDROME Any Occupation Date 04/30/2019 -
Med Approved Thru
Benefit Start Date 04/30/2014 Benefit Term Date 08/31/2016
DOT Title - DOT Description -
Job Title and Demand Level sr systems analyst - -- Work Related -

Strategy Details

Title On-going Claim Strategy
Restriction and Limitations -
Subjective/Objective Finding and -
Treatments
Outstanding Issues and Follow 8/26/16 - STAFFING
Ups
Upon further review, medical information on file no longer supports disability of Cx. Cx had a head injury at work in October 2013
when hit head on a cabinet when standing up. This was a mild head injury, as the file indicates that there was no loss of
consciousness, CT/MRI was normal, and Cx did not require emergency medical care or neurosurgery. Cx first presented for medical
care six days after the accident; but did not go to the emergency room or require an ambulance. Cx was able to recount the details of
the event to providers, thus demonstrating no posttraumatic amnesia. Therefore the severity of the concussion was very mild, as

there was no loss of consciousness or posttraurmnatic amnesia. Note that post-concussion symptoms resolve in the vast majority of
patients by six months.

Dr. Brodrick's (Neurologist) initial exam on 11/2013 was normal, including normal mental status (alert, oriented x 3, normal speech,
and language, memory), cranial nerves, 5/5 strength throughout with normal tone and bulk, and steady gait. Otherwise Dr. Broderick
repetitiousty documented on follow ups that Cx lost train of thought and repeated self, had word finding issues, photophobia,
increased tone, muscle tenderness, and steady gait. Dr. Broderick did not assess strength, coordination, or sensation April 2016, On
Cx DQ, Cx notes able to drive, cook, clean, shop, do laundry, read, and watch tv. In addition, several notes from Psychological
Services Health Services, LLC in 2015 repeatedly stated that Cx drove. These activities require intact fine manipulation, reaching,
simple/firm grasping, and lifting/carrying of at least 10 Ibs. In addition, driving requires intact attention, concentration, reaction time,
vision/depth perception, grasping, reaching, sitting, and use of lower foot controls. Dr. Jarchow repetitiously documented that Cx had
reduced range of motion in the neck; however driving requires intact neck range of motion.

Strategy 8.30.16 - Cx is a 56 yof, Sr. Systern Analyst, Dx is concussion with mild neurccognitive disorder due to traumatic brain injury; Sed
Qcc; Cm to close claim as medical information no longer supports disability. Dr. Brodrick's (Neurologist) initial exam on 11/2013 was

feecge LR



(Page 352

of 378)

Status

normal, including normal mental status (alert, oriented x 3, normal speech, and language, memory), cranial nerves, 5/5 strength
throughout with normal tone and bulk, and steady gait. Otherwise Dr. Broderick repetitiously documented on follow ups that Cx lost
train of thought and repeated self, had word finding issues, photophobia, increased tone, muscle tenderness, and steady gait. Dr.
Broderick did not assess strength, coordination, or sensation Aprii 2016. On Cx DQ, Cx notes able to drive, cook, clean, shop, do
laundry, read, and watch tv, In addition, several notes from Psychological Services Health Services, LL.C in 2015 repeatediy stated
that Cx drove. These activities require intact fine manipulation, reaching, simple/firm grasping, and lifting/carrying of at least 10 Ibs. in
addition, driving requires intact attention, concentration, reaction time, vision/depth perception, grasping, reaching, sitting, and use of
lower foot controls. Dr. Jarchow repetitiously documented that Cx had reduced range of motion in the neck; however driving requires
intact neck range of motion. Spoke with ox 7/8/2016. No SSA exam took place, and he didn't give any info to the SSA that he did not
provide to us. CX was awarded 1.5 years ago and is an aged award. Unable to identify SSA records with the required specificity to
support a direct SSA records request per SSA’s regulations, manuals, and guidelines. Cm to close claim as of 8/31/16.

7/13/16 - Cm starting OCR and requesting MRs from Dr. Jarchow, Dr. Sheinhart, Dr. Broderick, and Falls Relaxation & Therapeutic
Massage. Per NCM review in January of 2016, CM to obtain IME performed on 8/25/15. Cx is a 56 yof, Sr. System Analyst, JO/DOT
on file. No PCL/Eligibility issues. Dx is concussion with mild neurocognitive disorder due to traumatic brain injury. Cx has difficulty
wiwork findings, easily distracted even by audible stimuli from another room, and deficits identified on neuropsych evaluation and
cognitive behavioral therapies. Cx continues to exhibit difficulty wicomputer screens causing headaches, eye pain, and cervicalgia as
well. SSDI award is on file. No VC engagement. CM to follow up in 30 days for status of OCR.

71816 - Cm spoke with Cx to start OCR 1.
7/11/16- OCR letter sent following 2nd eye review
QOCR 2 - 8/10/16

OCR Deadline/Staffing - 9/9/16

1/7/16 - Cm recommends continued support of this claim. Cx is a 56 yof, Sr. System Analyst, JO/DOT on fite. No PCL/Eligibility
issues. Dx is concussion with mild neurocognitive disorder due to traumatic brain injury. Per NCM staffing, medical continues to
support restrictions as evideniced by continued difficulty wiwork findings, easily distracted even by audible stimuli from another room,
and deficits identified on neuropsych evaluation and cognitive behavioral therapies up to 4/2015. Customer continues to exhibit
difficulty wicomputer screens causing headaches, eye pain, and cervicalgia as well. SSDI award is on file. No VC engagement. CM
to follow up in 4-6 months to obtain updated functionality and treatment ptan, including IME report dated 8/25/15.

Completed
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Cigna ﬁﬁ’i‘ﬁiﬂ
PO Box 29221 2%’ -
Phoenix, AZ 85038-9221 n‘)’?’ ¢

Phone 855.207.8101 ext.2772603 o I
Fax 866.472.3221 o

Www.mycigna.com

JUDITH OZBURN
N77 W24666 CENTURY COURT
SUSSEX, WI 53089

August 31, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Kohl's Department Stores, Inc.
Underwriting Company: Life Insurance Co of North America

Dear Ms Ozburn:

This letter is about your Long Term Disability (LTD) claim. We have separated this letter into subject
headings for your ease of reference.

Will You Receive/Continue to Receive Disability Benefits?

After completing our review of your claim, we are unable to continue paying benefits beyond August 31,
2016.

What Provisions of the Disability Policy Apply to the Decision on Your Claim?

According to your Employer's policy
Definition of Disability/Disabled

"The Employee is considered Disabled if; solely because of Injury or Sickness, he or she is:

1. unable to perform the material duties of his or her Regular Occupation; and

2. unable to earn 80% or more of his or her Indexed Earnings from working in his or her Regular
Occupation.

After Disability Benefits have been payable for 60 months, the Employee is considered Disabled if, solely
due to Injury or Sickness, he or she is:

1. unable to perform the material duties of any occupation for which he or she is, or may reasonably
become, qualified based on education, training or experience; and

2. unable to earn 80% or more of his or her Indexed Earnings.

“Cigna” and the “Tree of Life" logo are registered service marks of Cigna Intellectual Property, Inc,, licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by or through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and nct by Cigna Corperation.
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The Insurance Company will require proof of earnings and continued Disability.”

What Information Was Reviewed?

We recently completed a review of the information on file. When reviewing your claim for disability
benefits, all information on file was considered. This included, but was not limited to the following:

*  Medical Records from Dr. Broderick from November 25, 2103 through June 6, 2016
*  Medical Records from Dr. Jarchow from March 29, 2014 through March 23, 2016

*  Medical Records from Dr. Steinert from November 11, 2103 through April 11, 2016
*  Medical Records from Dr. Merrick from May 1, 2014 and August 25, 2014

*  Medical Records from Dr. Furumo from November 11, 2103 through May 20, 2014.
*  Disability Questionnaite '

Who Reviewed Your Claim?

Claim Manager, Senior Claim Manager, Nurse Case Manager, Medical Director, Board Certified in
Neurology

How Was the Claim Decision Reached?

You had a head injury at work in October 2013 when you hit your head on a cabinet when you stood

up. This was a mild head injury, as the file indicates that there was no loss of consciousness, CT/MRI
was normal, and you did not require emergency medical care or neurosurgery. You first presented for
medical care six days after the accident; but did not go to the emergency room or require an ambulance.
You were able to recount the details of the event to your providers, thus demonstrating no posttraumatic
amnesia. Therefore the severity of the concussion was very mild, as there was no loss of consciousness or
posttraumatic ammnesia.

Dr. Broderick’s initial exam on November 2013 was normal, including normal mental status (alert, oriented
X 3, normal speech, and language, memory), cranial nerves, 5/5 strength throughout with normal tone and
bulk, and steady gait.

Dr. Broderick repetitiously documented on follow ups that you lost your train of thought and repeated
yourself, had word finding issues, photophobia, increased tone, muscle tenderness, and steady gait. Dr.
Broderick did not assess strength, coordination, or sensation on April 2016.

On the disability questionnaire, you noted that you were able to drive, cook, clean, shop, do laundry,
read, and watch TV, In addition, several notes from Psychological Services Health Services, LL.C in 2015
repeatedly stated that you drove.

Note that these activities require intact fine manipulation, reaching, simple/firm grasping, and lifting/
carrying of at least 10 Ibs.

In addition, driving requires intact attention, concentration, reaction time, vision/depth perception, grasping,
reaching, sitting, and use of lower foot controls.
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Dr. Jarchow repetitiously documented that you had reduced range of motion in the neck; however noted that
driving requires intact neck range of motion.

At this time your claim has been closed and no further benefits are payable.

How Was Your Social Security Award Considered in the Claim Decision?

We are aware that you have been awarded Social Security Disability Insurance (SSDI) benefits by the
Social Security Administration (SSA) and have considered that fact in our review. We have confirmed that
you have not been reassessed by the SSA since your initial award in April of 2015. As a result, we are in
receipt of more recent information than the SSA had to consider at the time of its decision 1 1/2 years ago.
Your SSDI award is less relevant to our evaluation because your award is aged and inconsistent with more
current medical information we have gathered.

What If You Don’t Agree With The Claim Decision?

If you disagree with our determination and wish to have it reviewed, please follow the steps described
below.

Based on the information provided by your Employer, your claim is governed by the Employee Retirement
Income Security Act of 1974, Public Law 93-406 (ERISA). ERISA requires that you go through the
Company’s administrative appeal review process prior to pursuing any legal action challenging our claim
determination.

Here’s how to submit your administrative appeal review request:

+  Submit your appeal letter to us within 180 days of your receipt of this letter.

+  Your appeal letter should be sent to the Life Insurance Co of North America representative signing
this letter to the address noted on the letterhead.

*  Your appeal letter may include written comments as well as any new information you may have.

+  You may also submit additional information. Additional information may include, but is not limited
to: medical records from your doctor and/or hospital, test result reports, therapy notes, etc. These
medical records should cover the period of April 1, 2016 through present.

«  Documentation of a scheduled Functional Capacity Evaluation within thirty days of receipt of this
adverse determination letter.

+  Copies of any other diagnostic test results to include X-rays, Magnetic Resonance Imaging or
(MRI) Computed tomography (CT) which document the severity of your condition to the extent
that you are unable to perform the duties of your occupation or any occupation. Please include
copies of any recent test results performed (in the last 6 months). In the absence of such report we
shall assume that these revealed normal findings and unimpaired function.

*  Specific restrictions and limitations that preclude you from performing the duties of your regular
occupation or any occupation. What specific essential job functions, activities of daily living, and
social/recreational activities are you incapable of performing?

* A discussion by your treating physician(s) of the medical evidence which prevents you from
performing the duties of your occupation or any occupation. What are the current data sources used
to make these determinations?

e BID6
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* A discussion by your treating physician(s) describing your current and future treatment plan(s).
What are the problems of treatment? What are the treatment goals? What are the treatment
strategies for each goal? How does the treatment plan address you returning to work?

You have the right to bring a legal action for benefits under the Employee Retirement Income Security Act
of 1974 (ERISA) section 502(a) following an adverse benefit determination on appeal.

Nothing contained in this letter should be construed as a waiver of any rights or defenses under the policy.
This determination has been made in good faith and without prejudice under the terms and conditions of the
policy, whether or not specifically mentioned herein.

Please be aware that you are entitled to receive, upon request and free of charge, information relevant to
your claim for benefits.

How May You Contact Your State's Department of Insurance?

You have the right to have this matter reviewed by the Office of the Commissioner of Insurance. They can
be contacted at:

P.O. Box 7873

Madison, WI 53707-7873

1.800.236.8517 (in state) or 608.266.0103

Please contact our office at 855.207.8101 should you have any questions.

Sincerely,

Prett

Brett
Group Claims Associate
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Stang, Brett 646

From: Stang, Brett 646

Sent: Thursday, September 01, 2016 9:46 AM
To: 'Sandy Seidl'

Subject: Long Term Disability Claim

Dear Sandy:

We have completed our evaluation of the Ms. Ozburn’s claim for Long Term Disability (LTD) benefits.
Judith Ozburn’s claim for LTD benefits has been denied as of August 31, 2016.

Final benefits have been paid through August 31, 2016.

Judith Ozburn has received a detailed explanation of the denial of benefits. This letter included a
detailed explanation of where additional information may be forwarded and appeal procedures.

Please be advised, we do not assume receipt of a claimant's Continuation of Insurance and/or Waiver of
Premium claim for Life Insurance if the LTD claim is not active. Consequently, we have not assumed
receipt of Judith Ozburn’s Waiver claim, nor have we offered her Conversion Rights.

We are providing this information so that you may update your premium billing records and offer Judith Ozburn’s the
opportunity to convert/port coverage if necessary.

Sincerely,

Brett Stang

Group Claims Associate - Long Term Disablity
Cigna Disability Management Solutions
Phoenix Field Claim Office

855-207-8101 Ext. 2772603

866-472-3221 (fax)

brett.stang@cigna.com

Y
AN g 3
V. Cigna.
To help the people we serve improve their health, well-being, and sense of securily.

CONFIDENTIALITY NOTICE: If you have received ihis e-mail in eivor, pleose immediately notify the sender by e-mail af the address showr.. This e-rnail frarsnission
may contain cenfidential information. This information is intended orly for the we of the individual(s) or enlity to whom it was infencled evenif addressed
incorectly. Plecse deiete it from your files if vou are not the infended recipient. Thank you for your compllaonce.

Confidential, unpublished property of Cigna. Do not duplicate or distribute. Use and distribution imited solely fo authorized personnel ©
Copyright 2016 Clgna.
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Authorization to Release Information iy b et
Third Party

Life Insurance Company of North America
Connecticut General Life Insurance Company

CIGNA Life Insurance Company of New York

I, , hereby authorize Life Insurance Company of North Ametica or any of its

affiliated companies to furnish any and all information with respect to my

insurance claim under policy number . A photostatic copy of this authorization shall be

considered as effective and valid as the original. | understand that I, or my authorized representative, will receive a

copy of this authorization upon request.

| understand that this information will be used for the purpose of 's Long Term

Disability (LTD) Claim.

| understand that this authorization is valid up to one year from the date of signature and that | may be asked to
complete an additional authorization form after that date. | or my authorized representative may revoke this

authorization at any time as it applies to future disclosures by writing the Company.

Date; ‘ . Signature:

If claimant is under 18 years of age or incapacitated, the parent or guardian must sign. If claimant is deceased, the

personal representative or executor of the estate must sign.

GIGNA Group Insurance Is aregistered service mark of CIGNA Intellectual Property, Inc, licensed fer use by instrance compary subsidiaries of CIGNA Gorporation, induding Life
Insurance Company of North America, CIGNA Life Insurance CompanyWWeoﬁcm General Life Insurance Company. Products and senvices are provided by these
insurance company subsidiaries and not by CIGNA Corporation.
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Brett

Cigna M,
PO Box 20221 wtlso
Phoenix, AZ 85038-9221 AW
Phone 855.207.8101 ext.2772603 i
Fax 866.472.3221 C‘ A
JUDITH OZBURN

N77 W24666 CENTURY COURT
SUSSEX, Wi 53089

October 06, 2016

Name: Judith Ozburn

Incident Number: 10001043-01

Policy Number: FLK-0980068

Policy Name: Koh!'s Department Stores, Inc.
Underwriting Company: Life Insurance Co of North America
Dear Ms Ozburn;

A third party has requested information regarding your claim, the specifics of which are captured on the
enclosed form. Prior to releasing information to a third party, we must obtain a signed authorization. If you
would like for us to release information, please sign and date the enclosed Third Party Authorization form.
The form should be returned to us at the return address provided as soon as possible. No information will be
released to the third party until we have received the signed authorization.

Please note that signing the authorization is voluntary. Choosing not to sign the authorization will not
adversely impact your claim,

Please contact our office at 855.207.8101 should you have any questions.

Sincerely,

Pouett

Brett
Group Claims Associate

Enclosure(s)

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellechial Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services
are provided by o through such operating subsidiaries, including Life Insurance Company of North America, Connecticut General Life Insurance Company and Cigna Life Insurance Company of
New York, and not by Cigna Corperation.
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Authorization to Release Information
Third Party - Employer Life Insurance C
Connecticut Generz
CIGNA Life Insurar

I, JUDITH OZBURN, hereby authorize Life Insurance Co of North America or any of its affiliated
companies to furnish {Insert Name of Third Party} or any Agent/Broker working on behalf of {Insert Name
of Third Party} any and all information with respect to my insurance claim under policy number Kohl's
Department Stores, Inc.. A photostatic copy of this authorization shall be considered as effective and valid
as the original. I understand that I, or my authorized representative, will receive a copy of this authorization
upon request.

I understand that this information will be used for the purpose of {INSERT SPECIFIC PURPOSE}.

I understand that this authorization is valid up to one year from the date of signature and that I may be asked
to complete an additional authorization form after that date. I or my authorized representative may revoke
this authorization at any time as it applies to future disclosures by writing the Company.

Date: Signature:

If claimant is under 18 years of age or incapacitated, the parent or guardian must sign. If claimant is
deceased, the personal representative or executor of the estate must sign.




(Page 361 of 378)

. s g CIGNA Group Insurance
Authorization to Release Information e Aosktom « Dioatilty
Th”' d P ar ty Life Insurance Company of North America

Connecticut General Life Insurance Company
CIGNA Life Insurance Company of New York

1, , hereby authorize Life Insurance Company of North America or any of its

affiliated companies to furnish any and all information with respect to my

insurance claim under policy number . A photostatic copy of this authorization shall be

considered as effective and valid as the original. | understandthat I, or my authorized representative, will receive a

copy of this authorization upon request.

| understand that this information will be used for the purpose of 's Long Term

Disabllity (LTD) Claim.

[ understand that this authorization is valid up to one year from the date of signature and that | may be asked to

complete an additional authorization form after that date. | or my authorized representative may revoke this

authorization at any time as it applies to future disclosures by writing the Company.

Date; . Signature;

If claimant is under 18 years of age or incapacitated, the parent or guardian must sign. If claimant is deceased, the

personal representative or executor of the estate must sign.

CIGNAGroup Insurance |s a reglstered service mark of CIGNA Intellectual Property, Inc,, llcansed for use by Insurance company subsldiaries of CIGNA Corporation, Induding Life
Insurance Company of North America, CIGNA Life hsurance Company of New York and Connecticut General Life Insurance Company. Products and services are provided by these
Insurance corpary subsidiaries and not by CIGNA Corporation.
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[ oY
MADISON OFFICE
H a W k S 222 W. Washington Avenue, Suite 450
QUIndeIsc P.O. Box 2155

Madison, Wi 53701-2155

ATTORNEYS AT LAW PH: 608-257-0040 FAX: 608-256-0236

October 31, 2016

VIA U.S. MAIL AND FACSIMILE

Cigna

Artn: Brert, Group Claims Associate

PO Box 29221

. Phoenix, AZ 85038-9221
Fax: 866-472-3221
Re: Claimant: Judith Ozburn

Incident No.: 10001043-01
Policy No.: FLK-0980068

Dear Bretr:

. Judith Ozbur.n, has engaged our firm to represent her regardihg her long-term disability .
insutance (“LTDI”) benefit claim in connection with her employment at Kohl’s. I write now to ask
that you kindly send me a copy of your entire file in this marter.

I have enclosed a signed. Authorization to Release Information — Third Pacty which will
permit you to release information to ine. Please note that all communications regarding Ms.
Ozburn’s LTDI claim should come through our office.

Please send to our office copies of all the following documents®:

¢ The Plan Documents and Summary Plan Description;

e All medical records and notes;

e Al surveillance videos

* All internal rules, guidelines, protocols, etc. referenced or relied upon in making the decision
in the claimant’s case, including any claims procedure manuals;

¢ All records, notes and summaries of phone calls;

¢ All communications regarding the claimant, including but not limited to emails;

o All correspondence relating to the claimant, including but not limited to correspondence to
and from the claimant’s treating physicians;

P

[N P

. .'. P A ) . LU L . - . . .8 . :

129 U.S.C. §1132 provides for penaltes to be assessed against an administrator who fails to comply with a request for
any information required by ERISA within 30 days after such request has been made. A court may assess penalties in the
arhount of $110 a day, pavable to the participant, from the date of such failure, and other relief as it deems proper.

WWW.HQ-LAW.COM
OFFICES IN MILWAUKEE, MADISON, AND APPLETON

peiy
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All information from third-party soutces, such as consultants, investigators, third party
reviewers and reviewing companies;

All reviews conducted by your medical, vocational and investigative personnel;

All medical, vocational and/or investigative reviews conducted at the request of the insurer;
Any and all documents, including billing records, reflecting any compensation paid to
medical, vocational and/or investigative reviews conducted at the request of the insurer;

All reports produced at your request regarding the claimant or the claimant’s claim for
benefits;

The identity, credentials and notes of all reviewers, including medical personnel;

Any and all other documented information that may have influenced your decision to deny
the claimant’s claim for benefits.

If you have any questions in connection with this request, please do not hesitate to contact me

and thank you for your attention to same.

/eeb

Sincerely,

D ol il dnodo—

Danielle M. Schroder
Attorney

Eaclosure
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AUTHORIZATION TO RELEASE INFORMATION
- TO A THIRD PARTY

I, Judith Ozburn . hereby authorize,_Cigna , or any affiliated companies
to furnish to Hawks Quindel, S.C., or any of their agents working on behalf of
myself, any and all information with respect to my insurance claim under incident
number__ 10001043-01 . A copy of this authorization shall be considered as
effective and valid as the original. 1 understand that I, or my authorized
representative, will receive a copy of this authorization upon request.

I understand that this information will be used for the purpose of a Short
and/or Long Term Disability claim.

[ understand that this authorization is valid up to two years from the date of
the signature and that I may be asked to complete an additional authorization for
after that date, I or my authorized representative may revoke this authorization at
any time as it applies to future disclosures by writing the Company.

Dated: 10/31/2016

If claimant is under 18 years of age or incapacitated, the parent or guardian must sign. [fclaimant
is deceased, the personal represenative or executor of the estate must sign.
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From: Inbound_Fax@exchg10.graphnet.com
Sent:Monday, October 31, 2016 03:45:04 PM
To:Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 10/31 15:44 from CSID <6506556633>, TO <8664723221> [4 Pages] 6833471 A001

<<(833471.pdf>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2016 Cigna
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From: Emily Brix Fax: (608) 256-0236 To: Fax: +1 (866) 4723221 Page 1 of 4 10/31/2018 2:42 PM

MADISON OFFICE

H a W k s 222 W, Washington Avenue, Suite 450
Quindelse | rosoes

Madison, Wi 53701-2155
ATTORNEYS AT LAW PH: 608-257-0040 FAX: 608-256-0236

FACSIMILE TRANSMISSION COVER SHEET

DATE: 10/31/2016
TO: Cigna
Attn: Brett, Group Claims Associate
FAXNUMBER: 866-472-3221
FROM: Hawks Quindel Attorneys at Law
RE: Judith Ozburn / Incident No.: 10001043-01

MESSAGE: Enclosed please find a letter from Attorney Schroder requesting a copy of our
client’s file along with an authorization executed by our client.

Please call Emily B. at 608/257-0040 with questions, thank you.

YOU SHOULD RECEIVE A TOTAL OF _4_PAGES
(INCLUDING THIS COVER SHEET)

If you have any problems receiving this FAX, please call our office above.

CONFIDENTIALITY NOTICE:
Unless othenvise indicated or obvions from the nature of the transmiteal, the infarmation contained in this facsimile message is legally privileged
and confidential mformation intended only for the use of the individual or entity named below. If the reader of this message is not the intended
cecipient, or the employee or agent responsible to deliver it to the intended recipient, you are bereby notibed Ut any dissernination, distribution
or copy of this facsimile i strictly prohibited. If you have received this communication in error or are not sure whether it is privileged, please
ammechiately notify us by telephone and return the original message to ug at the address above via the United States Postal Sexyice., Thank you,

ADDITIONAL OFFICE IN MILWAUKEE | WWW.HG-LAW,.COM
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From: Emily Brix
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Fax: (608) 256-0236 To: Fax: +1 {866) 4723221 Pags 2 of 4 10/31/2016 2:42 PM

H 3 WkS MADISON OFFICE
222 W. Washington Avenue, Suite 450
Q din d e l P.O. Box 2155
s.C. )
Madison, Wi 53701-2155
ATTORNEYS AT LAW © PH: 608-257-0040 FAX: 608-256-0236

October 31, 2016
VIA U.S. MAIL AND FACSIMILE

Cigna

Attn: Brett, Group Claims Associate
PO Box 29221

Phoenix, AZ 85038-9221

Fax: 866-472-3221

Re: - Claimant:. Judith Ozburn
Incident No.: 10001043-01
Policy No.: FLK-0980068
Deat Brett:

Judith Ozburn has engaged our firm to represent her regarding het long-term disability
insurance (“LTDI”) benefit claim in connection with her employment at Kohl’s. I write now to ask
that you kindly send me a copy of your entire file in this matter.

I have enclosed a signed Authorization to Release Information — Third Party which will
permit you to release information to ine. Please note that all communications regarding Ms.

Ozburn’s LTDI claim should come through our office.

Please send to our office copies of all the following documents®

e The Plan Documents and Summary Plan Description;

¢  All medical records and notes;

o All surveillance videos

o Al internal rules, guidelines, protocols, ete. referenced ot relied upon in making the decision
in the claimant’s case, including any claims procedure manuals;

e Al records, notes and summaties of phone calls;

¢ All communications regarding the claimant, including but not limited to emails;

o All correspondence relating to the claimant, including but not limited to correspondence to
and from the claimant’s treating physicians;

129 U.S.C. §1132 provides for penalties to be assessed against an administrator who fails to comply with a request for
any information required by ERISA within 30 days after such request has been made. A court may assess penalties in the
amount of §110 2 day, payable to the partcipant, from the dute of such failure, and other relief as it deems proper.

WWW.HQ-LAW.COM
OFFICES IN MILWAUKEE, MADISON, AND APPLETON
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From: Emily Brix

378)

Fax: (608) 256-0236 To: ' Fax: +1{866) 4723221 Page 3 of 4 10/31/2016 2:42 PM

o Allinformation from third-party sources, such as consultants, investigators, third party
reviewers and teviewing companies;

e Al reviews conducted by your medical, vocational and investigative personnel;

o All medical, vocational and/or investigative reviews conducted at the request of the insurer;

e Any and all documents, including billing records, reflecting any compensation paid to
medical, vocational and/or investigative reviews conducted at the request of the insurer;

e Al reports produced at your request regarding the claimant or the claimant’s claim for
benefits;

¢ The identity, ctedentials and notes of all reviewers, including medical personnel;

¢ Any and all other documented information that may have influenced your decision to deny
the clatmant’s claim for benefits.

If you have any questions in connection with this request, please do not hesitate to contact me
and thank you for your attention to same.

P

Sincerely,

Danielle M. Schroder
Attorney

Jeeb

Enclosure

O~ O0ON™S—=W™S0-
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From: Emily Brix

Fax: (608) 256-0236 To: Fax: +1 {866) 4723221 Page 4 of 4 10/31/2016 2:42 PM

AUTHORIZATION TO RELEASE INFORMATION
' - TO A THIRD PARTY

I,__Judith Ozburn_, hereby authorize,_Cigna , or any affiliated companies
to furnish to Hawks Quindel, S.C., or any of their agents working on behalf of
myself, any and all information with respect to my insurance claim under incident
number__10001043-01 . A copy of this authorization shall be considered as
effective and valid as the original. I understand that I, or my authorized
representative, will receive a copy of this authorization upon request.

I'understand that this information will be used for the purpose of a Short
and/or Long Term Disability claim.

I understand that this authorization is valid up to two years from the date of
the signature and that I may be asked to complete an additional authorization for
after that date, I or my authorized representative may revoke this authorization at
any time as it applies to future disclosures by writing the Company.

Dated: 10/31/2016

If claimant is under 18 years of age or incapacitated, the parent or guardian must sign. If claimant
is deceased, the personal represenative or executor of the estate must sign.

O ON -~ W~O =~
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From:Inbound_Fax@exchg10.graphnet.com
Sent:Tuesday, November 8, 2016 02:56:54 PM
To:Lason\troy-prod-cignfax

Cc:

Subject:Fax Message received on 11/08 14:56 from CSID <6506556633>, TO <8664723221> [4 Pages] 7148789A001

<<7148789.pdi>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This emaif transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (¢) 2016 Cigna
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From: Emily Brix Fax: (608) 256-0238 To: Fax: +1 (866) 4723221 Paga 1 of 4 11/08/2016 1:54 PM

FAX

Date:

11/08/2016

Pages including cover sheet: 4

To:

From: Emily Brix

Hawks Quindel, S.C.

222 West Washington Avent

Madison

Wi 53701-2155

Phone

Phone

(608) 960-4005 * 1824

Fax Number | +1(866) 4723221

Fax Number |(608) 256-0236

Attn: Brett,

Pursuant to

Re: Judith Ozburn / Incident No.:

Group Claims Associate

our telephone conversation,

10001043-01

enclosed please find an

insurance file request with an updated authorization.

Please call Emily B. at 608/257-0040 with questions, thank you.

O—_0ON ™00 ™=
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From: Emily Brix Fax: (608) 256-0236 To: Fax: +1 {866) 4723221 Page 2 of 4 11/08/2016 1:54 PM

MADISON OFFICE

H a W k S 222 W. Washington Avenue, Suite 450
QUlndelsc . P.O.Box 2155

_ Madison, WI 53701-2155%
ATTORNEYS AT LAW PH: 608-257-0040 FAX: 608-256-0236

November 8, 2016
VIA FACSIMILE

Cigna

Attn: Brett, Group Claims Associate
PO Box 29221

Phoenix, AZ 85038-9221

Fax: 866-472-3221

Re: Claimant: Judith Ozburn
Incident No.: 10001043-01
Policy No.: FILK-0980068

Dear Brett:

Judith Ozburn has engaged our firm to represent her regarding her long-term disability
insurance (“LTDI”) benefit claim in connection with her employment at KohVs. T write now to ask
that you kindly send me a copy of your entire file in this matter.

I have enclosed a signed Authotization to Release Information — Third Party which will
permit you to release information to me. Please note that all communications regarding Ms.

Ozburn’s LTDI claim should come through our office.

Please send to our office copies of all the following documents®

¢ The Plan Documents and Summary Plan Description;

o  All medical records and notes;

¢ All surveillance videos ‘

o All internal rules, guidelines, protocols, etc. referenced or relied upon in making the decision
in the claimant’s case, including any claims procedure manuals;

¢ All records, notes and summaries of phone calls;

¢ All communications regarding the-claimant, including but not limited to emails;

o All correspondence relating to the claimant, including but not limited to correspondence to
and from the claimant’s treating physicians;

129 {1.8.C. §1132 provides for penalties to be assessed against an administrator who fails to comply with a requesr for
any information required by BERISA within 30 days after such request has been made. A coutt may assess penalties in the
amount of $110 a day, payable to the participant, from the date of such failure, and other relief as it deems proper.

WWW.HQ-LAW.COM
OFFICES IN MILWAUKEE, MADISON, AND APPLETON
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From: Emily Brix

Fax: (608) 256-0236 To: Fax: +1 {866) 4723221 Page 3 of 4 11/08/2018 1:64 PM

e All information from thitd-party sources, such as consultants, investigators, third party
reviewers and reviewing companies;

¢ Al reviews conducted by your medical, vocational and investigative personnel;

e All medical, vocational and/or investigative reviews conducted at the request of the insurer;

¢ Any and all documents, including billing recotds, reflectng any compensation paid to
medical, vocational and/ot investigative reviews conducted at the request of the insurer;

e All reports produced at yourrequest regarding the claimant or the claimant’s claim fos
benefits;

e The identity, credendals and notes of all reviewers, including medical personnel;

¢ Any and all other documented information that may have influenced your decision to deny
the claimant’s claim for benefits.

If you have any questions in connection with this request, please do not hesitate to contact me
and thank you for your attention to same.

Sincerely,

Danielle M. Schroder
Aroruey
/eeb

Enclosure
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From: Emily Brix Fax: (608) 256-0236 To: Fax: +1 {866) 4723221 Page 4 of 4 11/08/2016 1:54 PM

AUTHORIZATION TO RELEASE INFORMATION
TO A THIRD PARTY

I, Judith Ozburn . hereby authorize, Life Insurance Company of
America__, or any affiliated companies to furnish to Hawks Quindel, S.C., or any of
their agents working on behalf of myself, any and all information with respect tomy
insurance claim under incident number__10001043-01 . A copy of this
authorization shall be considered as effective and valid as the original. 1
understand that I, or my authorized representative, will receive a copy of this
authorization upon request.

I understand that this information will be used for the purpose of a Short
and/or Long Term Disability claim.

I understand that this authorization is valid up to two years from the date of
the signature and that I may be asked to complete an additional authorization for
after that date, I or my authorized representative may revoke this authorization at
any time as it applies to future disclosures by writing the Company.

Dated: 11-08-2016

If claimant is under 18 years of age or incapacitated, the parent or guardian must sign. If claimant
is deceased, the personal represenative or executor of the estate must sign,

O—_20ON ™S00 ™=



(Page 376 of 378)

From:Inbound_Fax@exchgl0.graphnet.com
Sent:Friday, November 18,2016 12:27:11 PM
To:Lason\troy-prod-cignfax

Ce:

Subject:Fax Message received on 11/18 12:26 from CSID <6506556633>, TO <8664723221> [3 Pages] 7553886A001

<<7553886.pdf>>

CONFIDENTIALITY NOTICE: If you have received this email in error,
please immediately notify the sender by e-mail at the address shown.
This email transmission may contain confidential information. This
information is intended only for the use of the individual(s) or entity to
whom it is intended even if addressed incorrectly. Please delete it from
your files if you are not the intended recipient. Thank you for your
compliance. Copyright (c) 2016 Cigna
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From: Emity Brix Fax: (608) 256-0236
' H aw kS MADISON OFFICE
222 W. Washington Avenue, Suijte 450

Quin delsc P.0. Box 2155

DATE:

TO:

FAXNUMBER:
FROM:

RE:

MESSAGE:

To: Fax: +1 (866) 4723221 Page 1 of 3 11/18/2016 11:25 AM

Madison, Wi 53701-2155

ATTORNEYS AT LAW PH; 608-257-0040 FAX: 608-256-0236

FACSIMILE TRANSMISSION COVER SHEET

11/18/2016

Cigna Group Insurance

Attn: Brett Stang

866-472-3221

Hawks Quindel Attorneys at Law
Judith Ozburn

Pursuant to your letter dated November 11, 2016, enclosed please tind a
completed copy of your Third Party Authotization on behalf of our client.

Please call Emily B. at 608/257-0040 with questions, thank you.

YOU SHOULD RECEIVE A TOTAL OF _3_PAGES
(INCLUDING THIS COVER SHEET)

If you have any problems receiving this FAX, please call our office above.

CONFIDENTIALITY NOTICE:

Unless otherwase indicated or obvious from the nature of the transmittal, the information contaned in this facsinule message is legally privileged
and confidential informanon intended only for the use of the individual or entity named below. If the reader of this message is not the intended
secipient, or the employee or ngent responsible to deliver it to the intended recipient, you are hereby notified that any disserrunation, distribution
or copy of this facsimile is strictly prolibited. 1f you have received this communication in error or are not suge whether it i privileged, please
immediately notify us by wlephone and retum the original message to us ar the address gbove via the Unired States Postal Service. Thank you.

ADDITIONAL OFFICE IN MILWAUKEE | WWW.HQ-LAW.COM
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From: Emily Brix Fax: (608) 256-0238 To: Fax: +1 (866) 4723221 Page 2 of 3 11/18/2016 11:25 AM
va-QS-ZOTﬁ Q806 AM CIGNA CORPOQRATION GP3-277-3739 12
ot bl
iu?sﬁ CE N na
Facsimile Transmission Cover Sheet )(- g *

Group Insurance
Life » Accident + Diseblity

L}
To; Emlly Brix

Name Brett Stang

Depariment Clgna Qroup Insurance
Phone §65-207-8101 EXT: 2772609
Fax 866-472-3221

Address P.O. Box 28221
Phoenix, AZ 85038

5 VR :

Emily:

| have attached a copy of the our Third Party Authotization to show the name that needs to be Included before
we can release the Information,

Thank you

CONFIDENTIALLTY NOTICE: If you have revelved this facsinmile ip erver, please immediately notify the sender
by telephone at the number above, The documants aoccompanying this facaimile transmission contain
oontidential information. This information is intended enly for the use of the individual(s) or entity nemed.
above, Thank you for your compllancas.

*GIENA" and "CIONA Oroup Insuranca” oro vemivvered eorvies markn and vofer to various cperating suhoidfaries of CIGHA Corporsticd, Produdtn
and purvicos ave provides by eperating subpldiaries and contractod ‘compenies and nok by CIGNA Corpovation, oporating wubsidiariop inolude lice
Taguraits Campany of Horth Amyriga, CIGNA LAZ® IDNUFRRCO Qomppny 0f NEW YOIX, anu doup ) uife Ing S Pany.

[incknow!edﬁmant Raquasted To Fax a reply, dial:
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~ J archow Family Chiropractic

River View Offices + 510 Hartbrook Drive » Hartland, Wisconsin 53029

Dr. DUANE D, JARCHOW PHONE
Chiropractor 262-367-6699

Tor: 18, 2015

To whom it may concern:
Pr %M Cebwnn

Enclosed are the copies that you have requested for our
patient.

The service charge for this is $40.00

Thank you,

Jarchow Family Chiropractic

HEALTH THRU CHIROPRACTIC
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