Office of the Indiana Attorney General

CONSUMER COMPLAINT FORM

To prevent delay, please be sure to complete both sides of this form in full. Please print clearly or type. DO NOT include your Social

Security Number on this form or in any accompanying documens.

1. YOUR INFORMATION

2. WHO IS YOUR GOMPLAINT AGAINST?

XMr. OOMrs. OMiss [OMs. [IDr.
Name Brian Kahn
Address . )
City -~ : State IN
ZIp 46074 County Hamilton

Age [J18-24 [125-34 [I35-44 [145-54 [155-64 [l65+
Phone _, . Day
Are you or your spouse active military? I Yes ] No

E-mail___

Name/Firm St. Vincent Hospital and Health
Services

Address 10330 N Meridian Sireet, Suite 200

City Indianapolis State IN

ZIp 46290 Gounty Marion

Phone (317) 338-8035

E-mail

Person you dealt with

| 3. WHEN DID TRANSACTION/INCIDENT OGGUR?

Date September 2012

At the firm’s place of business

[ My home

[ Away from the firm's place of business (work, convention, eic.)
] Other

4. WHERE DID THE TRANSACTION/INCIDENT YOU ARE COMPLAINING ABOUT TAKE PLACE? (Check box when applicable)

By Mail
1By Internst/e-mail
1By telephone

5, WHAT WAS THE VERY FIRST CONTAGT BETWEEN YOU AND THE FIRM?

11 telephoned the firm

[l responded to a TV/radio ad

(1A person came to my home

! received information by e~-mail
(1 received information in the mail

[ went to the firm’s place of business
[ received a telephone call from the firm
1 responded o an offer on the Internet
(1 responded fo a printed advertissment
Other referred by doctor

6. DO YOU CONSENT TO DISGLOSING THE FOLLOWING TO 'T.HE PUBLIG? 7. WHAT WAS THE TRANSACTION FOR?
The nature and status of your complaini and the name of the firm? Yes [INo My business
Your name? Yes [INo | XIMy family/household
Your phone number? LlYes XNo CIMy farm
8. HOW DID YOU PAY? ' |
[CCash [ICredit Card (IMedicaid [XIPrivats Insurance
[JCheck [ Installment Loan [ Medicare [J0ther
l 9. DID YOU SiGN ANY WRITTEN AGREEMENT? IF YES, PLEASE ATTACGH A COPY OF THE AGREEMENT. Yes [INo
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10. HAVE YOU COMPLAINED TO THE BUSINESS? (Check box when applicable) - XYes [No
When? November 2012, December 2012, January 2013 Action taken? no response

11. WITH WHAT OTHER AGENCY HAVE YOU FILED THIS COMPLAINT? none

When? . Action taken?
} 12, HAVE YOU CONTACTED A PRIVATE ATTORNEY? - ' CYes [XiNo
l 13. HAVE YOU STARTED A GOURT ACTION? IF YES, PLEASE ATTAGH A GOPY OF ALL COURT PAPERS. [CYes No J
r1 4. HAVE YOU BEEN SUED OVER THIS ISSUE? IF YES, PLEASE ATTACH A COPY OF ALL GOURT PAPERS, C1Yes [XINo

| 15, DOLLAR AMOUNT ASSOCIATED WITH YOUR LOSS, IF ANY, $1.234.96
16. PLEASE DESCRIBE YOUR COMPLAINT IN DETAIL (ATTAGH ADDITIONAL PAGES IF NEGESSARY)

Please attach a copy of all papers invoived {order blank, warraniy, credit card receipt and statement, invoice, contract or written agreement, advertissment, cancelled
check, correspondence and ail other related documents). Please print clearly or fype. DO NOT INCLUDE YOUR SOGIAL SECURITY NUMBER.

| was refarrad to a St Vincent physical therapy office by my doctor. | called my insurance company (Anthem) and they tfold me | would have a
$40 co-pay per visit. At the same time, my wife was having physical therapy for the same issue at a U Health facility. She was paying $40 per
visit. After my first visit, the receptionist said she did not accept payment and wait for the bill in the mail. My first bill charged $646.15 for 3
visits. | immediately called and cancelled all future appointments although I sl had 4 additional appointments | had not yet been billed for.
The next bill was for $588.81 for 4 more visits, so the total was $1,234.96 for 7 total visits. By calling Anthem and St Vincent, | learned the
charges were different because St Vincent was billing the visits as a "Hospital Facility" visit and not an office visit. The vislis took place at a
2-story office huilding with other medical offices there, not in a hospital. If you review the itemized statements 1 have included, you can see that
St Vincent was billing my insurance company almost the exact same as U Health was billing for my wife, but because St Vincent coded these
charges as "Hospital Facility" they are able to charge both my insurance cotmpany and me more money. How are they able to charge more for
the same services? At my first appointment, they had me sign a form that, among other things, stated they billed as a Hospital Facility, but they
don't tell you that it means you will pay more. | only found that out after | received the bills. How should consumers know that? | had aiready
asked my insurance company if | was covered and they told me | was.

1 wrote a letter to St Vincent disputing the charges November 6, 2012. 1 called to follow up on November 30 and | was told | would hear back in
2.3 weeks. | called again December 18, 2012 and was told a supervisor "Chris" would refurn my call. After no call, | called again-January 16,
2013 and was again fold Chris would return my call.

17. HOW WOULD YOU LIKE YOUR GOMPLAINT RESOLVED?

1 would like the bills adjusted to reflect $40 per visit.

18. CONSENT AND VERIFICATION

{ affirm, under the penaltiss for perjury, that the foregoing representations are frue. | consent fo the Consumer Protection Division obtaining or

releasing any information in furtherance of the disposition of this complaint. | consent fo the release of information included in this complaint to

other public agencies attempting 1o discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. )

{ understand $hat | should nat include my Social Security Number in any information submitted to the Consumer Protection Division. If1do

provide my/; bciﬁ%x@mben ] expressly consent to the disclosure of my Social SecurityNumb r in accordance with Indiana Code § 4-1-10-5(2).
' /

/J17/13
Your Sifjnature Date
WHAT WILL HAPPEN NOW? WHAT ELSE SHOULD YOU DO? MAIL COMPLETED FORMS TO:
The Consumer Protection Division will send a copy of your complaint fo the Attorney General Greg Zoelier
respondent firm or licensed professional. This office cannot disclose your complaint Consumer Protection Division
against a licensed professional to the public unless this office files a disciplinary Government Center South, 5" floor
action against the licensed professional. This office represents the State of indiana 302 West Washington Street
and is fimited in the remedies it can pursue. You may be entitled fo compensation indianapolis, IN 46204
or other rights that we cannot pursue for you. In addition fo filing this complaint, you PH: 317-232-6330  FAX: 317-233-4393
may want to consider contacting a private attorney or your local small claims court. - www.indianaConsumer.com
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011013 Page 1 0of2
St. Vzncent Hospital and Health Services
2001 West 86th Street

P.0. Box 40970 @
Indianapolis, IN 46240-0970 3 AMOUNT PAID
ADDRESS SERVICE REQUESTED $

Please write account

number on check. ATSSSIBUET (TN TR AR [N RN NN NN N TN N | I LC :J ‘{ﬂ D [_ .
SIGNATURE
oz 5% D& 0=
. , =
KEEXEXEFXEERLRXXEXAYTO* *3-DIGIT 460 Pay by Credit Card or Make Check Payable to "

*MB1-1-L706* 2-2-305 726
9 BRIAN E KAHN
b~ T
8 CARMEL IN 46074-2311

ll"lIl"IlllIlllI""llllIll"“!lIlllllll"l“lI"""IIIIIII"

ok KAHN**%*BRIAODLL113%xxb4b1L5L

Hospttal and Health Serv:ces
2001 West 86th Street

ST. VINCENT HOSPITAL AND HEALTH SERVICES

9600 RELIABLE PARKWAY
CHICAGO, IL 60686-0096

TR e prge g oo Q0 e E O]

|| PLEASE GHECK HERE AND SHOW ADDRESS
CORRECTION ON REVERSE SIDE

BRIAN E KAHN

" P.0./Box 40970
: }Indlan:;ohs, IN 46240-0970 L DAIE 09/20/12
PAYMENT EXPECTATION ‘ ‘Rehabilitation Therapy

St. Viincent would appreciate a
a}é nent: t;m full when you recewe your
em nt.

Total Charges

7oL are unable to pay in full, we ofter
ayment plans at zero percent mterest
i Ih no. prequahficatlon :

f St. Vincent, you have the
pect the finest level of Health
have many choices for your:
¢ds and we want to thank you
“us. 'We hope that our servlces
ur expectations.

CUSTOMER SERVICE CONTACT
INFORMATION

Monday through Frlday
8:00 AM — 4:00 PM
317-338-8035 -
800-582-8258 toll free
317-583-2737 fax

-~ E-Mail: b billing@stvincent. org‘

“To Pay Your Bill Online Please Go To:
WWW. stvmcent org .~ .

‘01/20/13

- 01/10/13

'1095.00 -
1095.00

. .448.85
-448.85

E _$646.15

with a collection agency.

FINAL NOTICE - PLEASE CONTACT US IMMEDIATELY . FINAL NOTICE

St. Vincent offers a guaranteed, zero percent mterest and no appllcatlon required payment plan through
our pariner Torre Pines Bank. Torre Pines is not a colléction agency and there will be no impact on your
credit. Please contact Customer Service now to take advantage of this opportunity and avoid being placed

7 20APR11
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T

St. Vincent Hospital and Health Services Number - Statement Date | AmolintTiue] 2
2001 West 86th Street 11]26/12 $588.81
P.0. Box 40970 % e
Indianapolis, IN 46240-0970 3 AMOUNT PAD L & D
ADDRESS SERVICE REQUESTED $ 12117112 »
Pl i N v,
Reeregout o —owvr] [0 @9
SIGNATURE .
UMBER: B O O &=

=]
©
2]
Q
(=]

*MB1-1-L368* 1-1-373 374
BRIAN E KAHN

CARMEL IN 46074-2311

l'"ll'|'"lll']l‘l'l"“lll'll"I'I"'|""'""l|lll'l"I|

ST. VINCENT HOSPITAL AND HEALTH SERVICES
9600 RELIABLE PARKWAY
. CHICAGO, IL 60686-0096

TGP g g gL est s f o] 0]

AHN#%%%BRIALLZ7LEx*x588819

aym

ement

nt in full wher you receive your

TOMER SERVICE CONTACT

: TTON e
Monday through Friday =~

U8:00 AM —4:00 PM

$00-582-8258 toll free

i fiE-'-Mail: billing@stvincent.org '

_ To Pay Your Bill Online Please Go To:

: 10/01/12 11/26/12
PAYMENT EXPECTATION || Rehabilitation Therapy |  1063.00
/incent would appreciatea || Total Charges 1063.00

e to pay in full, we offer

plans at Zero percent interest. ’,N_égotiated Insurance Discount -435.74
cation. ] Payment Anthem 11/15/12 -38.45
Deductible / Copay Due 11/15/12

17-338:8035
317-583-2737 fax

Coinsurance Due .
 Total Payments/Discounts ‘ -474.19

. .\’, L{/

| PLEASE CHECK HERE AND SHOW ADDRESS
CORRECTION ON REVERSE SIDE

BRIAN E KAHN

12 b
!

12/17/12

$588.81

www.stvincent.org

BALANCE REMAINING AFTER INSURANCE - PAYMENT NOW DUE

We have been advised that your insurance will not be paying the remaining balance on your account. If you
question this information- Pléase contact your insurance company. Please pay the amount in full by 12/ 7112
or contact Customer Service to take advantage of our zero percent interest payment plans. ,

7
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Brian E. Kahn, Esq.

Carmel, IN 46074

November 6, 2012

St. Vincent Hospital
Attn: Auditor

10330 North Meridian
Suite 200
Indianapolis, IN 46240

VIA FAX (317-583-2737) AND US MAIL
Re: Acct#1081077610
Dear Auditor,

1 am writing to request an appeal be opened on my account. I
feel that the rehabilitation office | went to to receive therapy, and
which is affiliated with you, has misrepresented themselves.
When | knew | needed therapy, | asked my doctor for a referral
as well as calling my insurance company to see if they would
authorize it. They said | would be responsible for a $40 copayment
for each visit and that they covered rehab services. Imagine my
surprise when 1 get a bill for $646.15 for three visits instead of
$40 per visit. Upon investigation, | find that you are billing not
as an office entity but as a hospital. My wife has recently gone
to rehab therapy at Methodist Medicine Center. They bilied

as an office entity and she paid a $40 copayment each time she
went. )

I called my insurance company and they stated instead of

reflecting the place of service as an office, you state it is a hospital

when billing for services. When | compare the bills side by side,

[ can see that if you bill as a hospital you are recouping more

monies than Methodist is collecting. Thus, you are billing the

hospital portion of my insurance rather than the medical service

provider portion of my insurance. To me this a flagrant
mis-representation. | am enclosing a photo of the medical office

building marquis where | went to physical therapy. It states it is a medical office
building, not a hospital. There are Physicians and other medical providers
in this building also attached to the hospital but they bill as

an office entity, which I have learned from their patients.




| am asking that these services be charged to me at $40 per

office visit and not under the hospital portion of my contract.

The insurance company said they would be happy to review and adjust
a new claim based on this information. | am absolutely appalled that
your institution would totally mis-represent themselves in this fashion
to a patient/patients. To me it is dealing with clients in “bad faith” and
should be stopped as well as investigated.

Do be assured that | feel | am completely justified on this review and
will take it to an external appeal if necessary. | own a business in
town and will use all the resources | have available to me to correct
this fraudulent activity. ‘

Sincerely yours,

o 4

Brian E. Kahn, Esq.

Cc: St. Vincent Hospital and Health Services
9600 Reliable Parkway
Chicago, IL 60686-0096






1 ST VINCENT HOSP & HEALTH CARE CT FED ID 35086 90

— ‘ — 2001 W 86TH STREET -m
P waL | pAveormki m:v.xﬂ INDIANAPOLIS, IN 46260g :

09 10/05/12 317 338-8035 - ﬁm
SH:F'P_'_' EEAS QAL YT NLRMER A0 AN OMA . O
0 r3i D PATINY RAME PATENTIWMBER  [SEX| AGE | ADMBSION DATE | DISCHAMGE DATE o :
BRIAN EVAN 35 109/20/12 .
TGUAR PH: (317)500-U0950 (CRE] WEURARGE COWN Wt |00 imea]  pouCY nousin )
- BRIAN EVAN KAHN 1j BLUE CROSS 2 !

BUARANTOR

NAME
oo | WESTFIELD IN 46074

\ s 7

—|po3TING DESCRIMTION OF SERVICE TOTAL EST, COVERAGE | EST.COYERAGE | ES
DATE HOSPITAL BERVICEE CODE CHARGES g, CO, KO- 1 IH$. €0, HO. 2 qJ;%\:s&gE ‘ﬂ:”&“.fé‘?‘ :335:3 )

DETAIL OF CURRENT CHARGES, PAYMENTS AN ADSUSTMEWNTS
09/2(] 0OLMANUAL THERAPY5878051Q 143.00 143.00
09/2d 0O1PT EVALUATION 58780561 303.00 303.00
09/2¢ 001ALT-THERAPEUTI5878412% 110.00 110.00
09/24 OO1MANUAL THERAPY5878051¢ 143.00 143.00
09/24 001THERAPEUTIC EX58780653‘ 110.00 110.00
09/26 002MANUAL THERAPY5878051 286.00 286.00

— BALANCE FORWARD 0.00
— SUMMARY OF CURRENT CHARGES
REHAB SERVICES 1095.00} 1095.00
- SUB-TOTAL OF CURR. CHARGES © 1095.00{ 1095.00
0 . .
0
IF YOU HAVE INSURANCE|YOUR BENEFITS ARE
ASSIGNED TO US. THANK YOU FOR{ CHOOSING
ST. VINCENT FOR YOUR WEALTH CARE NEEDS.
0O TGTALS 1095.00f 1095.00
0 . PAY THIS AMOUNT 0.00
o STIVINCENT HOSP & HEALTH CARE CT FED ID

INJIANAPOLIS,IN

o PATEﬁT"—w——” g !




MAKE CHECKS PAYABLE TO;

Methodist Sports Medicine Center
PO Box 856300

Dept 122

Louisville, KY 40285-6300

STATEMENT

ADDRESSEE;

Llaldbsdlihid bl Ll
Kahn, Emily E

Carmey, IN aour4

[1 Please check box if above address is incorrect or insurance info
changed, and indicate change(s) on reverse side.

rmation has

IF PAYING BY CREDIT CARD, FILL OUT BELOW
CHECK CARD USING FOR PAYMENT
S D Y 0 el M}
- DISCOVERgg -4 MASTERCAR| ISR, VIsA
CARD NUMBER ’cw AMOUNT
SIGNATURE EXP. DATE
STATEMENT DATE PAY THIS AMOUNT ACCOUNT NBR
10/24/12 $0.00 .
SHOW AMOUNT
PADHERE  $
REMIT TO:

Methodist Sports Medicine Center
PO Box 856300

Dept 122 .

Louisville, KY 40285-8300

PLEASE -DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT
www.methodistsports.com
(317) 817-1200

PROVIDER $ERVIC|

PATIENT

DESCRIPTION OF
SERVICE

INSUR
BALANCE

INSUR
RECEIPT

PATIENT

PATIENT
RECEIPT

BALANCE

CHARGE ADJUST

$90.00

ACCOUNT NBR CURRENT 30 DAYS

60 DAYS

90 DAYS 120 DAYS TOTAL ACCOUNT BALANCE

$86.00 -$18.88

$0.00

$0.00 $0.00 $67.12

MESSAGE:

Thank You For Choosing Methodist Sports Medicine For Your Medical Care.

Please Call 866-942-2687 For Any Bifling Questions.

PLEASE PAY

THIS AMOUNT »»»» $0.00

** PAYMENT DUE UPON RECEIPT * THANK YOU **

STATEMENT

PAGE: 1
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KAHN ,BRIAN EVAN
HELMS, MICHAEL .

\!Enceﬂt Rehamhtatwn Beﬁ

: Insurance Company /4 ‘\/Hf)—em

000211-11-53

04/21/1977

Plione __BBB - @50 4@47 oy
~. Who Called: Lﬁntsha . Spol\e Wth OA{ INE

ExcluswnS' :

Notes

billing : ;fl-ga'-;@z@@g e
'iallows us; your therapmts to be more f@cused on 1‘0

Pa’@eﬁt Signatire .
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