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NFINITY SELECT TNSURANCE L iIPANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
800782 2020

Etr
GEORGESON BELARDINELLT NOYES
7060 N FRESNO ST STE 250

FRESNO cA A
93720 2925

MARS IA

Please be advised that we are unable to conclgdg the pend ing bodilyinjury claims of your clients due to the f ir i b reas5ns
we have ordered and are awaiting all medical reports notes andbilling statements to properly evalirieyonr crieni uoaiivi rv

claim

x we are waiting fgT ygur office to forward all applicable medicalreports notesl19pirlitlg statements so rhar we c'ih properly
evaluate your client s bodily injury claim

DATE
POLTCY

CLATM NUMBER
DATE OF LOSS
INSURED NA48
GUERRA MARIO

CLAIMANT NAME
LEDUC

or 0e 1,4
50455323201 300L
20001981033
06L2a3

of
fu11

We await your response to our request
statement from your cl ient concerninf tne

to
fa

take a recorded
cts of loss

we need the folloylng records regarding your client s
priorsubsequent lossloEses on

Medical Records
Police Report
Material Damage Records vehicle damage estimates photos
etc

Please contact me with upd ated injury and treatment information

There are other claimants and we are awaiting recejpt
documentation from each claimant in order to determine the

on
Kindry advise of our recent settlement offer of made

we need 3 copy of yogr crient s policy declarations sheet
showing yhat tort Lhreshold your clieht was subji io o ghe above
date of loss

we need an Affidavit of No other rnsurance from your client

NF23B R0003 20001 981033 005 Br 473 2L4O1O9 CLArOOol
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FINITY SELECT NSURANCE C ANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
8007822020

FE

ll
fi
ff
i

GEORGESON BELLARDTNELLI NOYES
7060 N FRESNO ST STE 250

A
FRESNO cA 93720 2925

MARSHA

Please be advised that we are unable to conclude the pending bodily
inj ury claim s of your client s due to the f ollowin g reas5n s

We have ordered and are awaiting all medical reports notes and
billing statements to properly evaluate your client s bodlly iniuiy
c1aim

We are waiting tgTygur office to forward all applicable medical
reports notes and billing statements so that we clir properly
evaluate your client s bodily injury claim

we await your response to our request to take a recorded
statement f rom your clj ent concernj ng the f acts of loss

we need the following records regarding your client s
priorsubsequent losslosses on

Medical Records
Police Report
Material Damage Records vehicl e damage estimates photos
aln

Please contact me with updated injury and treatment information

There are other claimants and we are awaiting receipt of
documentation from each claimant in order to deterfrine tha fuII
exposure

Kindly advise of our recent settlement offer of made
on

we need a copy of your client's policy declarations sheet
showing what tort threshold your client wai subject Lo on the above
date of Ioss

We need an Affidavit of No other Insurance from your cl ient

DATE
POLICY

CLAIM NUMBER
DATE OF LOSS
TNSURED NAME
GUERRA MARIO

CLATMANT NAME
LEDUC

1,1 o7 13

5 0 4 653 23 2 0 l 3 0 0 1

20001981033
06t2L3

NF23B R0003 20001981033 005 Br 473 20131107 CLATOOO1
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FINITY SELECT INSURANCE C ANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
800782 2020

POLICY NTMBER 504 55323201 3OOl CLArM NUMBER 2OOO19B1O33

rf you have anyquestions
contact

about this matter please feel free tome at 2OS803 9822

Sincerely

JENNIFER CERAVOLO

Claims Adjuster

NF23B R0003 20001 981 033 005 Br 473 20131107 CLATOOO1
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GEORGESON BELLARDINELLI NOYES
7060 N FRESNO ST STE 25O

FRESNO

ffi

FINITY SELECT INSURANCE C ANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
800782 2020

DATE t tL 07 t3
POLICY 504 65323201 3001

CLAIM NUMBER 20001981033
DATE OF LOSS 0612L3
TNSURED NAME
GUERRA MARIO A

CLAIMANT NAME
ABBY TORI KAY

cA 93720 2925

P1ease be advised that we are
injury

unable to concl ude the pending bodily
claim s of your cllent s due to the f ollowin'g reas6n s

r

We have ordered and are awaiting all medical reports notes and
billing statements to properly evaIilate your client s Uoitity iniuiy
claim

X We are waitingforygur office to forward all applicable medical
reports notes and billing statements so that we can properly
evaluate your clients bod Ily injury claim

we await your response to our request to take a recorded
statement from your client concerning the facts of l oss

We need the foll owing records regarding your client s
priorsubsequent losslosses on

Medical Records
Police Report
Material Damage Records vehicle damage estimates photos
eEc

X Please contact me with updated injury and treatment information

There are other claimants and we are awaiting receipt of
documentation from each claimant in order to deterfrine tha fu1l
exposure

Kindly advise of our recent settlement offer of made
on

we
showin
date ogf

need a copy of
what tort thre
loss

your client's policy declarations sheet
shold your client was subject to on the above

We need an Affidavit of No Other Insurance from your client

NF23B R0003 20001981033 002 Br 473 20131,1,0 7 CLATOO01
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7 FINITY SELECT INSURANCE C ANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
800782 2020

POLTCY NTMBER 504 65323201 3 001 CLAfM NUMBER 2OOO19Bl033

rf you have anyquestions
contact

about this matter please feer free to
me at 205803 9922

Sincerely

fENNIFER CERAVOLO

Claims Adjuster

NF23B R0003 20001981033 002 Br 473 201 31107 CLAr00o1
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FINTTY SELECT TNSURANCE Ct ANY

PO BOX 830807
BTRMTNGHAM AL 35283 0807

TELEPHONE
800782 2020

POLTCY NLMBER 504 65323201 300 j CLAIM NUMBFIR 20001981033

rf you have anyquestions about
contact

this matter prease feel free tome at 205803 8822

Sincerely

JENNIFER CERAVOLO

Claims Adjuster

NF23B R0003 20001981033 004 BI 473 201 31107 CLATOOO1
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i FfNfTY SELECT INSURANCE CiPANY

PO BOX 830807
BRMINGHAM AL 35283 0807

TELEPHONE
800782 2020

GEORGESON BELLARDINELLI NOYES
7060 N FRESNO ST STE 250

A
FRESNO cA 93720

MILEY

Please be advised that we are unable to conclude the pending bodily
inj ury claim s of your client s due to the f ollowin'g reas6n s

t

We have ordered and are awaiting all medical reports notes and
billing statements to properly evalate your c ients bodily ir iy
c1aim

We are waitlng forygur office to forward all applicable medical
reports notes and billing statements so that we can properly
evaluate your client s bodlly injury c1aim

we await your response to our request to take a recorded
statement from your client concerning trre facts of loss

we need the folloylng records regarding your e'rient's
prior subsequent losslosses on

Medical Records
Potice Report
Material Damage Records vehicle damage estimates photos
etc

Please contact me with updated injury and treatment informatjon

There are other claimants and
documentation from each claimant in
exposure

we are awaiting receipt of
order to determine the fuI1

DATE
POLICY

CLAIM NUMBER
DATE OF LOSS
TNSURED NAME
GUERRA MARIO

CLAIMANT NAME
ABBY

o808L3
504653232013001
20001981033
0612L3

Kindly advise of our recent settlement offer of made

We need a copy of
showing what tort thres
date of loss

yo
ho

ur
1d

client's policy declarations sheet
your client was subject to on the above

x
LIMIT

we need an Affidavit of No other rnsurance from your client

WE ARE WORKING TO OBTAIN AUTHORIZATION TO RELEASE POLICY
TNFORMATION

NF23B R0003 20001981033 004 Br RCH 201,30808 CLATOOO1
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NFINITY SELECT INSURANCE C4PANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
800182 2020

POLICY NUMBER 504 653232013001 CLAIM NUMBER 20001981 033

rf you have any questions about this matter please
contact

feel free to
me at 800.782.2020 X38822

Sincerely

JENNIFER CERAVOLO

Claims Adjuster

NF23B R0003 20001981033 004 Br RCH 20L30808 CLAI00O1
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NFTNITY SELECT INSURANCE CiPANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

TELEPHONE
800782 2020

POLICY NTMBER 504653232013001 CLAIM NUMBER 20001981033

If you have anyquestions about
contact

this matter please feel free to
me at 800.782.2020 X3Bg22

Sincerely

JENNIFER CERAVOLO

Claims Adjuster

NF23B R0003 20001 981033 00s Br RCH 20730808 CLATOOO1
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GEORGESON BELLARDTNELLI NOYES
7060 N FRESNO ST STE 250

TELEPHONE
800782 2020

DATE 0B08L3
POLICY 504 653232013001

CLAIM NUMBER 20001 981033
DATE oF LOSS 061213
NSURED NAIvIE

GUERRA MARIO A
CLATMANT NA4E
ABBY TORI KAY

vehicle damage estimates photos

TITFINITY SELECT TNSURANCE CrIPANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

FRESNO cA 93720

Please be advised that we are unable to concl ude the pending
inj ury

bodily
craim s of your crient s due to the f ollowj ng reas5n s

We have ordered and are awaiting alt medical reports notes and
billing statements to properly evaluate your cl ient s bodily injury
claim

We are waiting for your offj ce to forward all applicable medical
reports notes and billing statements so that we can properly
eviluate your client's bodlly injury claim

we await your response to our request to take a recorded
statement from your client concerning the fact s of 1oss

We need the following records regarding your clienLs
priorsubsequent lossloises on

Medical Records
Police Report
Material Damage Records
etc

Please contact me wjth updated injury and treatment information

There are other clajmants and we are awaiting receipt of
documentation from each claimant in order to determine tha fu1l
exposure

Kindly advise of our recent settlement offer of made
on

we need a copy of your client's policy declarations sheet
showing what tort threshold your client was subject to on the above
date of loss

we need an Affidavit of No other Insurance from your client

X WE ARE WORKING TO OBTATN AUTHORIZATION TO RELEASE POLICY
LIMIT INFORMATION

NF23B R0003 20001 981033 OO2 BI RCH 2O1.3OBO8 CLAIOOO1



NFINITY SELECT INSURANCE CPANY

PO BOX 830807
BIRMINGHAM AL 35283 0807

77 TELEPHONE
800782 2020

POLICY NUMBER 504 65323201 3001 CLAIM NUMBER 2000198L033

rf you have any questions about this matter please feel free to
conLact me at 800.782 .2020 X38822

Sincerely

ENNIFER CERAVOLO

Claims Adjuster

NF23B R0003 20001981033 002 Br RCH 20130808 CLAI0001
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PZTDNOXF83I0h80d7 ITY
Ilirndngham A1,35283

July29,20l3

Gurrgesorr Belardinelli and Noyes

Fax i 559 447 0741

RE Cllirinr nrnnbcr

Datc of Loss

lnsrlreds
Your Cilierrl s

2000198t 033

06 t2120t3

Mario Gucrra Maria Guertu la l nnicl lanchola

Tori Abby Miley Abby Mtndy Jobe Cjal l cDuc
Lukus LcDuc and Jay LcDuc

l ear l ioharrl A l elardinelli

This lcttrx coilliffrs I arn in rcooipt of your rcprcscntntiorr lcttct and signcd Dcsignations

of Clounsel for your obove mentioned clients I aur in the process of ohtninirtg wlittcn

pernisrion to disclcrse the polioT linrits ltonr our insured nrie have receiverl his

writlen penlissiun I will contact you and pnrvido you with thal lnlinnation

In thc mcantimc should you have auy questions or wish to discuss this mattcr pluasc do

not hesit rte to contact nre at 25803 fiS22

Arljuster

In lirrity Select Insuranoe Conrprny



TELEPHONE

GnoncnsoN BnT qRDINELLI Awn Novrs
ATTORNEYSAT LAW

7060 NoRTH FRESNo STREET SUrE 250

FRESNO CALIFORNIA 93720 TELECOPIER

55e 4478800 559 447 0747

July 18,2013

VIA US MAIL ONLY
Infinity Select Insurance Company

PO Box 830807

Birmingham AL 3 5283 0807

Re Claim Number 20001 98 1033

Date of Loss June 12,2013

Our clients Tori Abby Miley Abby Mandy Jobe

Cal LeDuc Lulrus LeDuc and Jay LeDuc

Dear Adjuster

As you know we have been retained by Tori Abby Miley Abby Mandy

Jobe Cal LeDuc Lukus LeDuc and Jay LeDuc to represent their interests as ttrey

relate to the accident of June 12 2013 with your insured Additional signed

Designations of Counsel are enclosed herein

You are requested to direct all future communications herein to this firm

and to cease all direct communication with our clients Further please allow this

letter to revoke any and all authorizations oral or written which have been given

to you previously by our clien ts

Again we request you provide us with written confirmation of coverage

for the above referenced accident and information regarding the limits of your

applicable policy

Thank you for your courtesy and cooperation

Very Truly Yours

GEORGESON BELARDINELLI AND NOYES

N Noyes

AN ck

Enclosures

Richard A Belardinelli



DESiGNATION OF COTINSEL

i

I Iay LeDuc the undersiped hereby designate the law firm of GEORGESON

BELARDINELLIAND NOYES 7060 N Fresno Stee Suite 250 Fresno CA93720 as my

attomeys of record to represent my interests with respect to that certiain accident which occgrred

on or about June 12 zAif My said atLomeys are specifically authori zedtohandle my claim and

all matters related thereto arising from the above referenced occurrence

A py of this form shall have the same as the

DATED v



DESIGNATION OF COTINSEL

I Lukus LeDuc the undersiged hereby designate the 1aw firm of

GEORGESON BELARDINELLI AND NOGS 7060 N Fresno Stuee Suite 250 Fresno CA

93720 as my attomeys of record to represent my interests with respect to that certain accid ent

which occurred on or about June 12 2013 My said attomeys are specifically authorized to

handle my claim and all mafiers related thereto arising from the above referenced occurrence

A copy of this form shall have the same effect as the original

DATED

Lukus LeDuc



GnoncrsoN BrrmuNELLI AND Novrs
ATTORNEYS AT LAW

7060 NoRTH FRESNO STREET SUITE 250

TELEPHONE FRESNO CALIFORNIA 93720 TELECOPIER

559 4478800 559 447 0747

July 8,2013

VIA US MAIL ONLY
Infinity Select Insurance Company

PO Box 830807

Birmingham N 3 5283 0807

Re Claim Number 20001 98 1033

Date of Loss June 12,2013

Our clients Tori Abby Mtley Abby Mandy Jobe

Cal LeDuc Luhts LeDuc and Jay LeDuc

Dear Adjuster

Please be advised that we have been retained by Tori Abby Miley Abby

Mandy Jobe Cal LeDuc Lukus LeDuc and Jay LeDuc to represent their interests

as they relate to the accident of June 12,2013 with yow insured Enclosed herein

are signed Designations of Counsel You are requested to direct all future

communications herein to this firm and to cease all direct communication with

our clients Further please allow this letter to revoke any and all authorizations

oral or written which have been given to you previously by our clients

In addition we request you provide us with written confirmation of

coverage for the above referenced accident and information regarding the limits

of your applicable poliey

Thank you for your courtesy and cooperation

Very Truly Yours

GEORGESON BELARDINELLI AND NOYES

o
AlexandraN N

AN ck

Enclosures

Richard A Belardinelli



DESIGNATiON OF COLNSEL

I Tori Abby the undersigned hereby designate the law firm of GEORGESON

BELARDINELLI AND NOYES 7060 N Fresno St'eet Suite 250 Fresno CA93720 as my

attorneys of record to represent my interests with respect to that certain accident which occurred

on or about June 12 2013 My said aftorneys are specifically authorized to handle my clairn and

ail matters related thereto arising from the above referenced occumence

A copy of this form shail have the same effect as the original

DATED
n

t V'J Lln
toriKuv IO



DESIGNATION OF COLINSEL

I Tori Abby as guardian for lt iley Abby the rndersigned hereby designate the

law firm of GEORGESON BELARDiNELLI AND NOYES 7060 N Fresno Streef Suite 250

Fresno CA9372A as my attomeys of record to represent my interests wittr respect to that certain

accident which occurred on or about June 12 2013 My said atlomeys are specifically

authorized to handle my ciaim and all mafters related thereto arising from the above referenced

occuffence

A py of this form shall have the same effect as the original

DATED 7J I3
Tori Abby as ey Abby



DESIGNATION OF COLTNSEL

I Cal LeDuc the undersignd hereby designate fhe law firm of GEORGESON

BELARDINELLI AND NOYES 7060 N Fresno Street Suite 250 Fresno CA93720 as my

afiomeys of record to represent my interests rvith respect to tbat certain accident which occurred

on or about June 12 2013 My said aftomeys are specifically authorizedto handle my claim and

all matlers related thereto arising from the above referenced occurence

A ropy of this form shall have the same effect as the original

DArED 74i3
Cai LeDuc



DESIGNATION OF COIINSEL

i Mandy Jobe fhe rndersignd hereby designate the law firm of GEORGESON

BELARDINELLIAND NOYES 7060 N Fresno Street Suite 250 Fresno CA93720 as my

attomeys of record to represent my interests with respect to that certain accident which occurred

on or about June 12 2013 My said attomeys are specifically authoizedto handle my claim and

ali matters related thereto arising from the above referenced occurrence

A copy of this form shall have the sarne effect as the original

DATED 6 Ecr3
Jobe
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CAJI IJEDUC
RE MARSI A LEDUC595 S ERAWFORD AVE
REEDI EY CA 93654

PAGE4

TELEPHONE
800 782 2Q20

TNFfNITY SEIJECI INSURAI'ICE COMIaNY

Po Box 830807
BIRMINGTAM AT 35283 080

ffi

Sincerely

JENNTFER CERAVOLO

Claime Adjuster

DATE
POLICY

CIAIM NUMBER
DATE OF LOSS
INSIJRED NAI'IE I

GUERRA I'TARIO

CLAIMANT NAMEg
LBDUC

06 24 L3
504653232013001
200 0198r033
06 L2 L3

A

MARSHA

The above claim has been Eransferred to me for future handling
P1eaee refer all future eorrespondence and phone calls to my
attention When communicating with me be sure to reference the
correcu cIaim number

MalI and phone calls t o the prop
correct claim number will facil
c1aim

er Clalm adjusLer identified with the
it ate quicker handling of Your

If you have any questions please do not hesitate to call me at

rs038s22

Warning FOR YOUR PROTBCTION CAITIFORNIA I AW REQUIRES THE FOIJLOWING

TO APPEAR ON THIS FORM ANY PERSON I IHO KNOWINGIJY PRESENTS FAISE OR
FRAUDUIJENT CLAIM FOR TIE PAYMENT OF A LOSS IS GUILTY OF A CRIME AID

MAY BE ST'B'JEET TO FINES AID CONFINEMENT IN STATE PRISON

D91.33 R0002 2000198L033 005 BI 473 20t30624 CLAr000t
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Communlty RcAlonal Ancr Mcd Grp 3
PO BOX 7096

Stocl on CA 95267 0096

hsP o0r F04250.1

PAGE5

IT TAYINO iYiiAATERCART OISCOVER ORATFRrcAil EXPREES FILL QUT sLOW

PAYMENT

8fr25f2013 1 106066

Community Raglonel Ancs iled Grp 3
PO BOX 7096

Stocl ton CA 95267 0096

FTI4IE OEYACNTAfTD REfURN TOP PORTION WIffi YOUR PAYMENT

012E

I ffiLr ililr

il
lr ill lilll

ll
ll
l

ll
ll
l

ll
ll

ll
ll

MARSITA K LEDUC
6246 CRAWFORD AVE

REEDLEY CA 93654

plcat
ihack bor il rbovr rddterl i9 hl40ll6ct or inilirrnoo

hfurIldlo hldtaD0ad slrdl6L4Aall'a rl
aa rutst l r

ffi

r l

tti

I

E
s

2fmm
slowAtoullT
PAID HERE

Atrtllif sst
Rt MII Ttlr

i

Brhnoe Belinco

satvloa

ndm
Bil
l rtll Gr

wt12 2A13 2121943 0.00 2100,00

Prtbn illm

iIARIIHA K LEIX'C o00 2400.00 cz5fimlt 1n

Provldorlleme To rl Chrryr

Jskkarin J Sarerek 2400.00

TotrlChfil
Anpnril Pdd bylnrurnce

ArDgurt Due llgln lorumc
Hut eyThh Amauna

2400.00

0.00

o00

uMn

Gwnd
2400 00

9OCO tt Yl
0.00

ClO Dry
0.00

Totd brlrnce

24n00

lmutrnGd Dur

0.00

hfltDro

2400.00
e1120 Dy 120 Dyt

0.00 0oo

Fls bg advic d thrt he Pet'pnt Balance eboro b mw your esponsiblllty

Khrty rnalo your Arolt peyablo
lo Conmunlry Regionel Anes Mcd OA S and rnail lo ltre above addecs

Si neceElh ayudg cn Pqr Favor ll rne d 07 666.9977

SEFVICE WERC RFI OERFO AT
FREEXO OOf TT'IITY HOAHTAL

Elllttg Ourdonr r fl ttCt 7
ottb Hosr Iqrdry Frtlty l o0 Atl lo Ps PdT

678
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DATE OF SERVICET O6112t13

PATIENT MMB MARSHA
ACCOUNT CCF 228946060

lNSURAI CE CASH

llllr lllllglhllf l'lulglllr rlrllllplllrthrlf
pll1pll p1

UC
D AVE

r3b5 r55th

uff t nE uaill 0tt ail 0r wM
clntr'fl'lnmnFFfifrffnmenfio

u'rl lft llllhulrllllllsllulllllrlllhlh'Il 11 plllllrrll

drnrrnfu cALtF FAcULTY MED GRP

PO Box 8036
FOUNTAIN VALLEY CA 92728 8036

PAGE5

STATEMENTDATE 07102113

Page 1 of 1

MARSHA

raolv

tttu

CENTRAL CALIF FACULTY MED GRP

PO BOX 8036
FOUNTAIN VALLEY CA 92728 8030

RETURN gERVICE REOUESTED

6367

ffi
00a672 0r01

IlARSHA K

bEqt CRA
REEDLEY T

tED
IdFOR

CA

5667 8T srMtnclpoll o1

STATEMENT pLEAsE DETAcH AND nEflJiN ToP PofifloN wrl Youfi PAYilrEr r

l l PbEBc clmck box il rddrw b irponcct or lncunnoc

lJ irfr iffi'h 6iingcit fnii indldolc chFngdl on ovrtra ride

F

ACCOuIIT NUMBEBT CCF 228949060 PATIENT

r

B
UTSTEHDAAO

tr
vtiA Hotor

EXP DATE
SIgT ATUHE

ccF 228946060

TArTHBAtlouNr

s28.00

STATEiIEIIT OATE

07 t02113

clrowAlloulfT

PAID HTRE

AMoutrtr
DATE DESCRIPTION

BALA ICE DUE

528.00

628xt

COMPREHENSJVE EXAM

us at toll fim 477 5521 475 ot YIA emdl at ccf Oattglobrl nat

for copry3 and d6ductibles

rhc rervictt provldtd by ilr physloianc in the cllrcrgonoy deprftnr'lrt ol th

ragul1r3 r PhYslcima to bl
pafcnte eepareteU tor thrlr rervlcar

tra not lnoludad in yout horpltal bill

el servicio medico que recibio en la sela de erncrgenc ia hospital requier

del doctor o cobren por separado Est6 SCtYtClO no 6tt8 incluldo BN loe cargos

cn la factura del hoepital

Primary cAslt billed 062813
SECONDARY INSUR

0612L3

Thle bill ic

hoqpltrl Thr

Erta factura

que los

For billing

Medicare

Thrro

que

GOMilEItlTSr

FON SERVICES BENDERED AT OPCENTRAL CALIF FAC ME

CENTRAL CALIF FACULTY MED GRP

VOUR ACCOUITT rFoRMATtgl AT ANY lME THROUOH OUR AUTOiIIATED SVTEM AT roll tr c t77 3A1n6

MESSAGE

YOU MAY ACCESS

BUSIT ES'E OFRCE HOTIRS

9r0o AM to 500 Pttl MOlFRl

PHONE NUMBER toll frcc 877 552147E
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7 fNFINITY SELECT INSUF AICE COMPAI Iy

PO BOX 830807
BIRMINGI AM AL 35283.0807

TELEPHONE
800 782 2020

DATET OAZt3
POLICY 50455323201300L

CLAfM NUMBER 20001981033
DATE OF LOSST 06tztt

INSURED NAMEI
GUERRA MARIO A

CLAIMANT NAIvIE

ABBY TORT KAY

ffi
ABBY TORI KAY
795 S CNAWFORD AVE

REEDLEY cA 93554

The above claim hae been transferred to me for future handling
Please refer all future correepondence and phone calls to my
aEtention When communicating wiEh me be sure to reference the
correct claim number

Mail and phone calls to the
correct claim number wlll

elaim

proper claim AdjusEer idencified with the
factlitate quicker handling of your

If you have any queeEions pleaee do not hesitate Co call me at
2058038822

sincerely

JENNIFER CERAVOT O

Claims AdJuster

Warningr FOR YOUR POTECTfON CAIfFORNIA IrAW REQUIRES THE FOLLOWING
TO APPEiAR ON THIS FORM AlilY PERSON WHO KNOWINGLY PRESEI 1TS FALSE oR
FRAT DUIETiN CIAIM FOR THE PAYITIENT OF A LOSS IS GUTLTY OF A CRIME AID
MAY BE ST'BJECT TO FTNES AID CONF'INEMENT IN STATE PRISON

D9L33 R0002 20001981033 002 BI 473 201,30624 CrAr000l

TT39Ud Lbtgl t aega
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INFINITY SELECT TNSURANCE COMPANY

PO BOX 830807
BTRMINGI AM AI 35283 0807

TEIJEPHONE
800 782 2020

ffi
PARENTS OF MIIJEY ABBY
5795 CRAWFORD AVE

A
REEDLEY cA 93654 9433

MIIJEY

ENNIFER CERAVOLO

claims AdJusEer

Warning FOR YOUR PROTECTION CALIFORNIA LAW REQUIRES THE FOLIJOWING

TO APPEAR ON THIS FORM AIIY PERSON WHO KNOWINGL'Y PRESENTS FAI'SE OR
FRAUDT IJENT CIJAIM FOR THE PAYMENT OF A I OSS IS GUIIJTY OF A CRIME ATD

MAY BE SUB JECT TO F'INES AID CONFINEMENT IN STATE PRISON

D9133 R0002 20001981033 004 Br 473 2013 0624 CIJAI0001

DATE I

POLICY
CIAIM NIIMBER
DATE OF LOSS
INSI'RED NAIvTE

GUERRA I ARIO
CITAIIIANT NAI4E

ABBY

0524rt

504 5 53 232 0 13 00 r

20001981033
06 L2 L3

The above claim has been transferred to me for future handling
Pleaee refer aII fuEure correspondence and phone ca1le to my
aEEention When communicaE lng with me be sure Eo reference Ehe
correcE clalm number

Mait and phone caIIE to the proper C1aim Adjueter identified with the
correct clain number w111 facilitate quicker handling of your
claim

ff you have any questions please do not hesitate tO caLl me at

205 803 8822

sincerely

etr39Ud 8V tr UAASaIA
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AIIBY TORI KAY
ffi 795 S CRAWFORD AVE

INFINITY SEIECT INSURANCE COMPA IY

PO BOX 830807
BTR MINGHAM AIJ 35283 O807

TELEPHONE
8007822020

DArEt 0624L3
POLICY 50455323201.300L

CIAIM NUMBER 2000L98l 033
DATE OF LOSSi o5L2L3
INSURED NAI TE
GUERRA MARIO A

CLAIMANT NAME
ABBY TORI KAY

In order eo properly evaluatg ygur1gjurv claim it wilL be necessary
to obtain cofiie s ofyour medlcil bilts medical records you
doctors Ereitment n6EeS and your dOCtors recommendations for

future medical EreaEment P1ease send this lnformation to us as lt

becomee available and lnetude the claim number so that we may
identify and route the lnformation correct'Iy

In order to expedite our evaluat ion of Yogr c1aim we ask EhaE you

compfeie and sign the enclosed form entitted Authorization to
nistlose tiealEhInformaeion We can utlllze thle form Eo obtaln the

medical bitls and recorde from your provlders Flease return Ehe
completed form o us at your eailieet opportunity

On the additional form entiEled Names of TreaEing Phyoicians please

inelude Ehe names arrd addreeses tO each of Ehe facillti es whereyouhavereceived medLcal treatftent AIso include the nameS of each

treaEing Physician

If you have any queations after your revlew of this authorization
form please do not hesitate to contace me at

205 803 8822

REEDIJEY cA 93554

Sincerely

IENNIFER CERAVOITO

Claims Adjuster

t arning FOR YOUR PROTECTION CALIFORNIA LAW REQUfRES THE FOITITOWING

To APPEAR oN THIS FoRM ANY PERSON uIHO KNOWING Y PRESBilTS FALSE OR

FRAUDULENT CLAIM FOR THE PAYMENT OF A LOSS IS GUIITTY OF A CRIME AIilD

MAY BE SUBJECI TO FINES AIdD CONFINEMENT IN STATE PRISON

D9083 R000s 20001981033 002 Br 473 20L10624 CLAI0001

ET39Ud BbsgT taaega Ig



2 The following indi

directed to make the

Problem List
Medication list

List of aLlergies
Immunization record
Moet recent history PhysicaL
Most recent diecharg t summary
LaboratorY reeultsXray imaging rePorts
Congultation rePorts

INFINITY SELECT INSURAIICE COMPATY

PO BOX 830807
BIRMTNGI A AIr 35283 0807

from to
frem
from to

vidual or organization is authorized and
dlsclogure

7 TELEPHONE
800 792 2020

POLICY NIJMBER 50455323201300L CLAIM NUI'IBER 2000L981.033

AUTI ORIZATION TO DISCIJOSE HEAIJTI INFORMA'TION FORM

FaEient Name 2

Date of Birth

I I authorize t he use or disclosure of Ehe above named lndividual's
health information as described below

Addrese

3 The type and amount of information to be used or disclosed is as

follows linclude dates wLrer appropriate

to

Entire record
Other

4 I underetand that the infofinabion in my healtsh record may include

intormation relating to sexual transmitted disease acqulred

imrnunoaeiiciency syidroe ArDS orhuman immunodeficieney virue
Hitt It may ifso include information ebout behavioral or mental

ieaftfr services and trcatment for alcohol and drug abuse

5 This information
individual or

may
zaLi

be discLosed to and used by the following
on

For the purpo
organj

se of

AuthorizaLion To Diecloee llealth Information Form Continues on Next

Page

D90S3 R0005 20001981033 002 Br 473 2030624 CLAr0001

br39ud 8V19T
AAe9TA



j7 TNFINITY SEIJECT INSL'RANCE COMPATY

Po Box 830807
BIRMINGIIAI4 AJ 35293 O8O7

DaCe

TEIJEPHONE
8007822A20

Authorization To Disclose Health hformation Form Page 2

6 I understand I have Ehe right lo revoke the authorization at any

ii e i Gaersta d
if I revokE the authorization I must do so in

wif iinc ana preJilntiv written revocation ta the heal th inf ormat'ion

arriiiifi C dAilimint I understand the revocatlon wlll not apply

lii i iitfoi tfrai nae atready been rel eaeed in rcsponse to the

diiiiziCio
I understand the revocatj on will not aarply to Ty

fililiinge
ompatty when the lawprovides my insurer with the right

to conEest a claim under my porlcyUf ttt i ieeievoked tfrl e aulhorization will ecpire on the

i ff i q date event or condition If I

ii Ediii i epr4pi date is

rlfuiizition ioiif neaid for thi duration of the claim

7 I understand that authorizing the djsclosure of Ehis healt'h

informition is vofuntary I can refuee to sign this authorization I

need not sign this form Ln order to assure treaEment

8 A photostaEic or phoBoglaph g
coPy

of thie authorization shall be

consi dered as ef fective aiO iralid as tfre original

9 The individual signing Ehis form or their authorized

i piiiI l i G eniitt6a to receive a copy of the authorLzed form

POLICY NUMBER 504653232013001 CITAIM NUMBER 20001981033

10 If reclving Medic
CLaim Number IIICN

are benefits your Medicare ttealth Insurance

ignature ot tsaE

Tregal Repreacnta
lentr or
t ive

If Sigmed by
RelationshiP to Pa

resenLatjve
t

Rep
tien

wiEness

D9083 R0005 20001981033 002 BI 473 20L30624 CLAI0001

sT39Ud 8b sT t ae9gra



INFINITY SELECT TNSURANCE COMPATY

Po BoX 830807
BIRMINGHAM AL 35283 08O

POLICY NIIMBER 50455323201 300L

AMBUI ANEE
NAI1E and
ADDREgS

HOSPITAI
oR DOeroR
NAIvtE and
ADDRESS

HOSPITAI
OR DOCTOR
NAI 18 and
ADDREgS

IF YOU ARE MISSING WORK PITEASE COMPLETE

7 TELEP IONE
8001822020

CLAIM NIrlvlBER 2000L981 033

NAIT'IES OF TREJATING PHYSICIAI S FORII'I

InsCructions Please lise Ehe names of your Ereating doctor s
you have 6een in connect ion with your autornobile accident It

is important Eo keep a copy of your medlcal expenaes however
re woirld appreciate being lrovitled wieh coples of any bills

you may aliEady have recelved

Thank you for yqur assistance ln Ehe handting of your claim

AMOTJNT OF
BILIJ

At4ou fir oF
BILL

AIIOUNf OF
BILL

PHONEEMPLOYER
NAME and
ADDRESS

RATE OF PAY PER

SUPERVISOR

YOUR POSITION

De083 R0005 2000198L033 002 BI 473 20130624 CLAI0001

9Igud BFtgr XAge 9a lA
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PARENTS OF MILEY AEBY
5795 CRAWFORD AVE

INFINITY SELEET INSURANCE COMPAI IY

PO BOX 830807
BIRMINGIHAIV AL 35283 0807

TELEPI IONE
800 782 2020

DATET 0624L3
POL fCY

CIAIM NUMBER
DATE OF I OSS
INSURED NAIVIE

GUERRA MARIO A
CIAIMAMT NAIVIE

ABBY MIIJEY

s04651272013001
20001.98L03 3

06 L2 L3

ffi

REEDLEY cA 93554 9433

In order to properly evaluate yourinjury claim it will be necessary

to obfain copiei ofyour medlcal bills medical recordg you
doctors treitment notes and your doctors recommendatione for

iuirtr medical treatment Please send this information to us as iE

lecomes available and include the claim number so thae we may
identify and route Ehe informalion correctly

In order Eo erryeditc our evaluation of YPYr claim we ask that you

compfete ind st gn t he errclosd form enELtled Authorization to
nisltose ltealthInformatiqn We cdil urilize thls form to obtain the

meOfcaf bills and records from your providers PLease return the

Compietd form t'o us at your earliesh opportunity

On the additional form entitted Names of Treati4S f tysicians please

include ghe rramesdndaddreeges to eech of Ehe faelllties'v rer9 You
fiive ieeetvea madical Ereatment AIso irrclude the names of each

treating physician

If you have any questions aftser yolrr review of this aufhorization
fortr please d6 dot hesitate Eo contact me at

205 803 8822

Sincerely

JENNIFER CERAVOIJO

Clalms edjuster

Warntng FOR YOttR PROTECTION CALIFORNIA LAw REOUIRES THE FOLLOWING

io appEan oN THrs FoRM Ariry pERsoN ulHo KNowTNGITY PRESEI rs FArsE oR

FNEUPUI ENT CtAiM FOR THE PAYMENT OF A LOSS IS GUIIJTY OF A CRIME AND

I'TEV
gE SUBiIECT TO FINES AID CONFINEMENT TN STATE PRISON

D9083 R0005 20001981033 004 Br 473 20130524 cLAr0001

lT39Ud Bbgtr aae91



Problem list

Medication tise
I iet of allergies
Immunizat ion record
Most recent hisEory c physical
Most recent discharge summary
IraboratorY re8ultsXray I imaging reports
ConsultaEion reports
Entire record
oEher

INFINITY SSLECT INSURANCE COMPA IY

PO BOX 830807
BIRMINGI AM AI 35283.0807

from o
from to
f rom to

TEIEPHONE
800 782 2Q20

POITICY NUMBER 504553232013001 CLAIM NUMBER 20001981033

AUTI ORIZATION TO DISCLOSE HEAIJTH INFORI IATION FORM

Patient Name
Date of Birth

I I authorize the use or disclosure of t he above named individual's
health information as descrlbed below

2 The following individual or o

drrected to make the disclosure
rganization is authorized and

Address

3 The twe arrd amount of lnfornaLion bo be used or dieclosed is as
fol Iows include dates where appropriate

4 I understand that Lhe information in my health resord may include
information relating to sexual transmitted disease acquired
inmunodef iciencv syidrome AIDS r or human immunodefj ciency virus
HrV ft may iLs6 include information about behavioral or mental

health senricle and treatment for alcohol and drug abuse

S This information may be disclosed f e and usd by the following
individual or organization
For the purpose ofr
AuLhorization To DecIoFe Health Information Forrn Continues on Next

Page

D9083 R0005 20001981033 004 BI 473 20L30624 CLAr000L

8T39Ud 6bSt taae gqla



6 I undersEand r have
t ime I underetand if I

INFINITY SEI'ECT INST'RANCE COMPAI Y

PO BOX 830807
BIRMINGHAM Ar 35283 0807

the righ
revoke the authorization I must do so in

7 TELEPHONE
800 782 2020

PoLIeY NUI'IBER 504653232013001 CLAIM NUMBERT 20001981033

Authorizat lon To Disclose l ealth Information Form nage 2

t to revoke the authorization at any

wriLlng and preeent mY wrltten revocati on to the heal th information

management dePartmen
to information that

I underecand the revocatlon wilL not
has already been released in resPonse to

authorizatlon I understand the revocaElon will noE

t aPply
the

apply to t ny

insUrAnc company wlth Ehe right

to contest a claim

fait to specify an
authorization wiII

when the law ides my lnsurer
under

expJra

be val

llPcryo
v

Unless oEherwise revoked
my po
this authorlzation wiIl expire on the

following date event or condition IfI

tion date even or s

id for the duration of the c1alm

Io If receiving
C1aim Number HI

Medicare benef ite rour Medicare Health Insurance
cN

Date

7 I understand that authorizing the disclosure of this health
information is voluntary I can refuse to sign t his auEhorization I

need not SiEn this form in order to assure ereatmene

B A photosEatic or photog aphlg copy of this authorization shall be

considered as ef fective and valid as the original

9 The individual signing this form or their auttrorized

iepisngaii r is enfitleO lo receive a copy of Ehe authorlzed form

Signature of Patient or
I efal Represcntative

Tf Signed by Legal Represen
Relationship to Patient

tative Witnesd

D9083 R00os 20001981033 004 Br 473 20L30624 CLAr000L

6I39Ud 5Vtgl EOe eglA



77
INFINITY SEIJECT INSURAIICE COMPANY

PO BoX 830807
BIRMINGHAM AL 3s2830807

TEIJEPHQNE
8007822020

POLICY TIilBER 5046512320L3001 CLAIM NUMBER 2000le9r033

NAI ES OF TREATING PHYSICIANS FORM

Instruetions Please list the names of your treating doctor s
vou have seen in connection with your automobile accident IL

ls important tokeep acopy ofYoirr melicalexPenseE however
we woilId appreciate beingprovided with copies of any bills

you may already have received

Thank you for your assistance in the handling of your claim

AI4BT'LAI TCE
NAltlE and
ADDRESS

HOSPTTAT
OR DOCTOR
NAME and
ADDRESS

HOSPITAI
OR DOCTOR
NAME ang

ADDRESS
STIIJIJ BETNG TREATED vE C NO

IF YOU ARE MISSING WORK PLEASE COMPLETE

EMPIOYER
NAIvtE and
ADDRESS

AI'IOTI IT OF
BlLL

AMOUNT OF
BIIJIJ

AIIOUNT OF
BIIJL

PHONE

RATE OF PAY PER

SUPERVISOR

YOUR POSITION

D9093 R0005 20001981033 004 BI 473 20L30524 CrAr000L

e39Ud 6tsT t aega a


