Below is a sample Explanation of Benefits (EOB) Statermnent. This is

HOW TO READ YOUR

the inrformation you will receive after your benefits claim has been

processed. In order to understand this example, match the field

Explanation of
. number on the ECB to the corresponding rrumber shown in the
BenEfltS Statement following narrative.

v

THIGHMARK.
BLUE SHIELD

Explanation of Benefits

1800 CENTER STIREET
CANP TIILL PA TGS

THIS IS NOT A BILL

CONTRACT HOLDER NAME: JOHN DOE I EXPLANATION AT A GLANCE
| MEMBER [D: ABCI23451284 F | DATES OF SERVICE: 12/18/03 1220/03
GROUP NAME: XYZ COMPAN WE SENT CHECK 10: ABC HOSPITAL— A
Network Facility
GROUP 1D: 123456789 CLAIM PAYMENT AMOUNT: 8§567.79
| CLATM ACTIVITY FOR: JANE DIOE PROVIDER MAY RITT. YOI (TF NOT .AI.RF.AD'\’d
x PAID): 522194

CLAIM NUMBER: 0336349063497
CLATM RECTIVED: | 2403

Member Respunsibility
Provider Frovider Our Yaour Ausoanl Healil Healih Flan Fays Your Share of | Amouant You Owe
Dute of Service Churges Allinwvance Deduclible Remaining Plan Amsnanl Fruvider

Type ol Service [Cuversl Tays Remaining

Service Catle (Number of Churges) 12 At 15
| s En I | 5
AN THSPITAL TROTS m 73 .00 e B SAT.T% (ERE-R) niad

12803 1 27000%

o

Inpatiant Sany |
TALS THTI TERTI ELRE TURTI T 14004 21
Remarks
We provide sdmimsiralive claims payment services only and do not assume any fnancil nsk or obligaion regardimgs clamms.
Contract Holder Name — individual whao holds the contract. n Provider Charges — the amount the provider actually charged for
iUsually the employee, for company sponsored benefit plans.) the services.
Member ID — employee’s member identification number. (This m Our Allowance — amount covered under your program. (If you use
is the identification number listed on your medical identification a provider that participates with Highmark, they must accept
card.) “Our Allowance” as payment in full and cannot bill you for the

e i = o o o
Claim Activity For — hame of the Individual who received the SHISIENG DetwEshiEhE ot Bl et ane S Aol

services. (If claims for multiple family members are processed during Your Deductible — the amount that was applied to your program’s
the same period, each patient will have a separate page.) deductible.

Claim Number — number assigned by the computer for identification Amount Remaining — amount remaining after your deductible has

pUrposes. been subtracted from the Allowance.

Dates of Service — date range this EOB contains information for. Health Plan Pays At — percentage that your program pays after

any deductible, coinsurance or copayment amounts have been
met. For example, if you have an 80/20 program, your program
pays 80% and you are responsible for the other 20%.

We Sent Check to — individualfacility wha reimbursement was sent
to. (If you receive services from a participating provider, reimburse-
ment will be sent directly to the provider. If you receive services
from a non-participating provider, your reimbursement check will
be sent to you.)

Health Plan Pays — the actual dollar caleulation of the amount the
health plan pays. (ie. “Health Plan Pays at” percentage multiplied

by “Amount Remaining” of, 80% x $709.73)
B3 Provider May Bill You — summary of what you owe the provider.

The individual breakdows is shown in the Member Responsibility Rl 10 there OF nntntRenaining S the Tt feima ing alter

bt your program’s payment has been subtracted. (ie. *Amount
‘ Remalining” minus “Health Plan Pays at,” or $709.73 - $567.79)
Provider — provider's name. (A provider is a facility or professional

perorming or supplying the services.|

Date of Service — date of service(s) performed or supplied.
Type of Service —e.g. surgery, office visit, etc.

Service Code — code to identify what services were petformed. Remarks — explains why certain charges were not covered.

o

Amount You Owe Provider — the total of all of your
responsibilities. This includes any deductible, consurance or
copayment amounts plus your share of the remaining amount,

If you suspect fraud or abuse invelving your health insurance, please call the toll-free fraud er abuse hotline at 1-800-438-2478.




