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Understanding your
Explanation of Benefits

Your explanation of benefits (EOB) shows your medical claims and payments made by your health benefit plan. You'll
receive an EOB after you see your doctor or have a test done.

This guide will help you understand your EOB and all the information on it. Each numbered definition below corresponds
to one of the numbers on the sample EOB on the following pages.

© Group Number - Number
assigned to your employer

© Print Date — Date the check
was issued

© Patient Name — Name of
person who received the service

O Type of Service — Description
of the visit (e.g., physician visit)

© Claim Number - Identifies the
claim in our system

O Description of Service — A brief
description of the services billed

© Service Date - The date your
provider indicated the services
were received or rendered

O Billed Charges — Services that
have been billed to your health
plan

© Discount Amount - The
amount that has been reduced
from the provider

@ oOther Adjustments -
Negotiated or ineligible
amounts that are not your
responsibility

@ oOther Plan Payment — A payment
made by another health plan due
to coordination of benefits

@® Ineligible - Amount of submitted
charges not covered by the plan

® Copay - A predetermined charge
that the provider can collect from
you at the time of service

@® Deductible - The amount of
the covered charge that you are
responsible for paying before
your health plan starts sharing
costs

® Co-Insurance - A percentage of
the covered expenses you are
responsible for paying

@ Plan Benefit — Total amount
your plan will pay for the
submitted charge(s)

@ Plan Paid At - Percentage of
the covered expense paid by

your plan, after any applicable
deductible

@ Reason Codes — Used to explain
why a portion of submitted charges
is not covered by the plan. A
number, or reason code, shown
on the EOB corresponds with an
explanation. (See page 2 of sample.)

® Patient Account Number -
Account number assigned by the
facility or provider

@@ Provider — Name of facility or
provider

@ Issued — Date the claim was
released and sent to processing to
send payment or an EOB statement

@ Patient Responsibility — The
total you are responsible for

paying

® Family — Dollars applied toward
the employee and covered
dependents

@ Current Year — Benefit
payments made during this year

Depending on how the claim was paid, these columns may appear differently. The claim will be paid with in-network,
out-of-network or PPO rates. These columns will include payments toward your deductible, out-of-pocket costs and
lifetime medical maximum allowance.




Sample
Explanation of Benefits

The items appearing on the explanation of benefits (EOB) sample are for reference only.

Questions: Contact us:
Toll-Free:
Website:
Saly Sample ABC Company
123 Main Sweet O Group Number 54321
Amywhere USA 12345 @ Frint Date Month DD, YYYY
Consolidated Family Explanation of Benefits Page 1 of 2
(7] (8] This is not a Bill Sally Sampla
© patient's Masma Servios | Biiled
O Typa of Service Dateis) | Charges
© Totort # 1 ® [20)
© Cusism p: EO0OTH4S438 Pat Acch B 10185351 Provider: Mainateest Medical Geoup Hetwork: AETHA S3ONATURE ADMNISTRATORS Issued:04/20/2018
@ [CrGrmET: FROF [ _o3iz018 | ] L] L | LR Goa] ood] B0 ] LI 14mr1%ﬂ'ﬂ'mﬂ]
Totals: 00 [EEE] [T EF (] (] (] 0.00 1400
73) Patient Responaibaity  0.00
© Patient # 2
Claim f: BTN Pat Acct 133 Provider AINC Medical Center  Mebwork: Hoapital Metwork Issued:04/20/2018
[AREILARY EXFERSE [ 01182018 ] i':nﬁ] LE | o] o] noa] o] EEL| e o] o |
ToAak TRo0 o (L] EL [ [ (] o T
Patiest Responsibasty 7500
Fatian # 3
Claim #; DOOGIIGSR105 Pat Accl & 13415803 Provider ABC Hospital Metwork: AETHA SSOMATURE ACMIMISTRATORS Issued:04/20/2018
[AERy Exrinsn T o3v0is | 2wem] iwroa] o] | (] (]| E=| ] I 3 |
Toaais: ZIE00 BT (1] 000 00 0 30000 ) T
Pationt Rosponuibiisty  XI5.00
Patiant # 4
Clalss #: EOO014B5864 Pab Acct B 10006453 Provider: Mainatrest Modical Group  Network: AETMA SIGHATURE ADMINISTRATORS Issued:04/20/2018
[Frvecon s [ o1/23/2018 | L | EECT L] L | L] D | L] LI
[misE swRPLY | o1/232018 | | ] D | =] B0 | | ooo| ow | ween |
Totals: 000 382 7500 [ [T (] 0,00 B1.08
Patient Responsibaity  10.00
Patiant # §
Claim #: ECOIZS001S Pab Acch & 11IXIAMIR Provider ARG Medical Canter Metwcrk: Hospiial Netwark Issued:04/20/2018
[ARCILLARY EXPERSE [ 04152018 "] 0] L L | au] ] | | o0a| ana] 0% |
ToAak EE=T] o (L] e [ [ ] o [l
Patiest Responsibty  T80.00
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Sample
Explanation of Benefits

The items appearing on the explanation of benefits (EOB) sample are for reference only.

B Code Descripti

508 THIS BENEFIT PAYMENT HAS BEEN COORDIMATED WITH THE BENEFITS PAYABLE UNDER OTHER MEDICAL OR DENTAL PLANS
PLEASE SEE THE COORDINATION OF BENEFITS LANGUAGE I YOUR PLAN BOOKLET FOR AN EXPLANATION OF THIS PROCESS

678 THE AMOUNT INDICATED A% "PLAN BENEFIT" WILL BE CREDITED TO YOLRR ACCOUNT BY THE PROVIDER OF SERVICE

B8 CLAMCHECK REVIEW HAS DETERMINED THAT THIS PROCEDURE WAS BILLED WITH ANOTHER PROCEDURE THAT, BY CLINICAL
PRACTICE STANDARDE SHOULD NOT CO-EXIST DURING THE SAME SESSION.

801 THE DISCOUNT AMOUNT REPRESENTS THE IWFERENCE BETWEEM THE PROVIDER'S MORMAL CHARGE AND A REDUCED AMOUNT
DUE TO A PREFERRED PROVIDER ARRANGEMENT. THE PATIENT |15 MOT RESPONSIBLE FOR THIS AMOUNT. REFER TO THE
FREFERRED PROVIDER SECTION OF THE PLAN BOOKLET

MEDICAL 2
Current Year
© Patient 1 PPO Hetwork Medical Deductible Met $150.00
Out of Hobwork Madical Deductible Mat $150.00
© Patient 2 Hospital Network Medical Lifotime Maximam bt $350.00
© Patient 3 PP Hetwork Medical Deductible Mat $200.00
PP Hetwork Medical Stoploaa/Ou of Pocket Met 515.00
PPO Hetwork Medical Lifetime Maximum Mat $1.165.50
Out of Hutwerk Medical Duductibile Mot $200.00
Out of Motwork Stoploss/Out of Pocket Mat $15.00
Out of Ketwork Medical Lifitine Ma Mat 51,165.50
© Patient 4 PPO Hetwork Medical Deductibile Mat $50.00
Out of Hotwork Medical Deductible Mot $50.00
© Patient 5 Hospital Network Medial Lifetime Maximum Mot 51500.00
D Family PPO Hetwork Medical Deductible Mot 5400.00
PPRO Hetwork Madical Sioploss/0ut of Pocket Met 515.00
Dut of Hetwork Medical Deductible Met 5400.00
Cut of Hobwork Stoploss/Out of Pocket Mat 515.00
Please soe your § ry Plan Description for & more detalled sxplanation of your plan benafits, sxclush and imums

The dollars displayed on this statement are as of the Print Date and are subject to change. Your next Consolidated Explanation
of Benafits, if any claims are processed, will be issued no later than the week of: MM/DD/YYYY
Right of Appesl
IF ot Plan s ot subject o ERESA, e following may mol appdy. Vo may sequest o review of o denied claim by saling o writhen requed b the Namel
Fidaary within | BO calender days foms receipt of o notice of denial, inclade the reasons you foel the claim should not have been desiod slong with asy
Mtional § jon asd s rebevarit B the claim You are ctithed Lo reeeive, spom poqued asd free of charge, copies of all docements relevant b

ke deriial includieg: any inlermal guideline of similar ceilerion thal was relied on in making the determsation; and o cxplanatios of sy scientilie of

elinkeal judgment on which any medical necessty conducusd by indiviluals who made the onginal daemination of their ssboedisaes. Yo willl Be notified of
hee decision within a ressonable period of e but sol later thas 60 days afber the plan receives your request Tor review. IF your ¢laim s densed on appeal,

v Barve the right 1o bring a <ivil action for benefies under Section 302 of ERISA. Please see your Plan DocumentSummsary Plan Descripion lor farther
deails.

Employment Hetsrement Income Securin At (EHISA}
If you are enrolled through an employer-aponsened or other group healt benefin plan that ks subject 10 ERESA, and receive an adverse beneffit denermination
on your appeal (5], you may bring a civill sction under Section $023a) of ERISA. In general, ERISA does not cover group bealth plans esiablished or
maintained by govemmental entiies (Federal. state. and municipal) for their employees or by churches for their employees. To determine whether ERISA
applies w0 your group health benefit plan. please contact your Employer, Greup Adminisirator, or Plan Sporsor.

= BlueCross BlueShield
YA / of linois

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross Blue Shield Association. CoreSource Inc., an independent company, solely
responsible for its products and services, administers some products and services for Blue Cross and Blue Shield of
lllinois under the Alternative Delivery Model.
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