Example: Explanation of Benefits (EOB)

ANTHONY DOE Customer Service: 1-800-123-4567
123 CREAKYLANE,
CREAKYJOINTS, NY 12345 Wisit your local plan website
Claim Information
Memiber name: Anthony Doe
Group No.: 12345
Identification Mo.: ABC1234567890
Claim Mo.: 2020000000000 K
Patient Name: Anthony Doe
Summary
Total Billed: 54500
Total Benefits Approved: 516.20
Armount You May Owe Provider: 51.80
The following shows how this claim was adjusted.
Service Information
Service Description Service Date Amount Billed MNotCowvered Covered
Medical Emerg X-Ray 11-14-15 45.00 27.00(1) 18.00

£27.00 $18.00

Total TOTAL cosT I
Coverage Information O‘ F S E RVICE

Total

527.00

PARTICIPATING PROVIDER OPTICN (PPC REDUICTION) -$27.00 WHAT YOUR
T INSURANCE PAYS
Your 10% Coinsurance Amount 51.80

Total Deductions

Total Benefits Approved

Amount You May Owe Provider

Total covered benefits approved for this claim: $16.20 to on12-12-15

WHAT YOU MAY OWE




Example: Health Insurance Bill

Pease chack box ¥ address beiow i incomect or if your
iraurance updales and indicabe change(s) on e fEvarEs side.

[ oonsse  [OEE

ANTHONY DOE
123 CREAKYLANE,
CREAKYIDINTS, NY 12345

ACCOUNT NUMBER |

123456

PAY THIE AMOUST

$892.38

DATE DUE

05/05M15

AMOUNT PAID

PLEASE MAKE CHECHKS PAYAEBLE AND REMIT TOD:

TOOODDODODLE241300008923809 15

ACCOUNT NUMBER RESPONSIBLE PARTY NAME STATEMENT DATE STATEMENT NUMEER
123456 | JANE M DOE 0417115 1234567
Payments/ Patient
Date ) Description Charges Adjustments Bl
MNew \Visits
10112115 | Viekt 47654321 - Jane M Doe TOTAL AMOUNT
Eﬂm‘“‘”"’l TOTALCOST | YOU OWE
ursing ,130.
Homa IV Therapy OF VISIT $14,464.00
121315 INSURANCE ADJUSTMENT -£5,857.25
121315 INSURANCE PAYMENT -5B,844 37
Hespital Visit Summary $15,594.00 | -$14,701.62 $892.38

TOTAL AMOUNT YOUR

INSURANCE COVERS




