Claim

Systems

Below is a list of EOBs proving payments by insurance
for the Patient Assessment Service Surveys (P.A.S.)

Patient

N
| Claim ID:

700 BROADWAY
DENVER, CO 802

SERVICE PROCEDURE| UNITS OF
DATE(s) | NUMBER | SERVICE |
04/16/08 98214 001

001

| mnsmg I

TOTAL THIS CLAIM

AR ORI

%000829030200%
- EXPLANATION OF BENEFITS —
ISSUE DATE PAGE C002532
April 27, 2009 00002 OF 00004
Sequence Number:
Providar ID:
NETWORK PROVIDER: Y
FOUNDATION PHYSICIAN: N
10
Claim Received aaze:-?m_ucxpnnue PROVIDER i —
. | COINSURANCE
BILLED |  ALLOWED NOT ALLOWED| DEDUCTIBLE | COPAYMENT | CLAIMS .
AMGUNT |  AMOUNT | AMOUNT |  AMOUNT " AMOUNT PAVMENT
231. 00 47.37 183. 63102 20.00/01 21.37
70.31/02 : “IIII'
354. 00 100. 06 253. 94 0. 00 20, 00 80. 06

FOR INFORMATION CALL: 888-817-3717

SERVICE PROCEDURE| UNITS OF|
| _DATE(s) NUMBER SERVICE |
| 032309 | 99204 001

S == | ==}
TOTAL THIS CLAIM

| |

SERVICE PROCEDURE| UNITS OF
| DATE(s) NUMBER | SERVICE |
04113109 99214 J 001 j

TOTAL THIS CLAIM

| COINSURANCE |
BILLED ALLOWED NOT ALLOWED| DEDUCTIBLE COPAYMENT | CLAIMS
AMOUNT AMOUNT AMOUNT _ AMOUNT | AMOUNT |  PAYMENT
| |
358.00 | B2. 25 275.75/02 | 25.00101| 57.25
Ny | .y i - - "
368. 00 B82.25 276. 75 0.00 256.00 | 57.25 |

| COINSURANCE
BILLED ALLOWED | NOT ALLOWED| DEDUCTIBLE | COPAYMENT | CLAIMS
AMOUNT | AMOUNT AMOUNT | AMOUNT " AMOUNT PAYMENT
231. 00 41.97 | 183.63/02 | 25.ou;o1i 22.37
_ [ ca: — | _
231. 00 47.37 183. 63 0.00 25. 00 22.37

_____FOR INFORMATION CALL: B77-833-5742
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). BOX 14079
WNGTON, KY 40512-4079

”!IllIl!l[”llllFlJil”lI”lllll.‘llllIII1I‘||IIIIIIII”IIIll“

Notes:

www.aetnadental .com and select Update Personal Information.

Pat

Claim |

Q17335 JIKZPJE U&YL15S

EXxPLANATION OF BENEFITS

lease Retain for Future Reference
MDIPINET S

Check No: @2 —————=a4,
Page 2 of 3 (1)

07/02/2009 l

Date Printed:
Tax Identification Number:

Check Number:
Check Amount:

$254.10

Update your address, telephone number, email address and/or NPl information by visiting www.aetna.com/provweb/ or

Memb
Group Group Number
Produ Networ
Aetna Life Insurance Company B -
_,’s_[ RVCE PL SERVICE NUR SUBMITTED NEGOTIATED COPAY NOT SEE DEDUGTIBLE co PATIENT PAVABLE
DATES CODE SVCS CHARGES ARACUNT AMOUNT PAYABLE REMARKS INSURANCE RESP AMOUNT
og/09/08 | 1 i 99204 10 358.00 13596 10 GG‘ 10.00 125 65
06/08/08 |11 I 93000 10 6400 27 00 | ) 2700
TOTALS 422.00 162.06| 10 oul 10.00 15296
ISSUED AMT: $152.96
For Questions Regarding This Claim P.O. BOX 14079 LEXINGTON, KY 40512-4079 Total Patient Responsibility: $10.00
CALL (888) 632-3862 FOR ASSISTANCE ,
Claim Payment $152 96

Note: All Inquiries should reference the |D number above for prompt response

Product:

Group Nu
Network |

Aetna L

SERVICE =8 SERVICE NUM HEGOTIATED COPAY NOT SEE DEDUCTIBLE co PAYABLE

DATES CODE SVCS CHARGES AMOUNT AMOUNT PAYABLE REMARES INSURANCE AMOUNT
06/04i09 | 11 10 23100 8201 25 00| e 50 5701
os/0w08 | 11 10 [ELY (<ab) ’ 4413
TOTALS 354.00 126.14 25,00 25.00 101.14
ISSUED AMT: $101.14

For Questions Regarding This Claim P.O. BOX 14079 LEXINGTON, KY 40512-4079 Total Patient Responsibility $25.00

CALL (888) 632-3862 FOR ASSISTANCE
Claim Payment: 3101.14

Note: All Inquiries should reference the |0 number above for prompl response

$254.10 J




P T T

Anthem
PO Box 795180
San Antonio, TX 78279

2O0B0T 204 400

9OF 11§

-

397

Return Service Requested
Page: 9 OF 11 From
NIXED AADC &90
3972 E'EE?E;""B [IJI':JILE?I | 7 Payment Date 03/19/109
wlalyulih ' ' s ub '
yly gl linh h"! _i‘nl AR [E——
o For Customer Service Call

ENV

1-866-364-2374
['TY for the hearing impaired
1-800-425-5705

PAYMENT SUMMARY
|Group Name
Paid To
Tax ID/NPI

Check #:
Check Amount

Patlent and Services Information
Account Number: Subscriber 4: _ AICT NV Sman Value Plus
Putient Name: Claim Id:
Service Dutes Proc/Rev Amouant Amount Ad Justed Primary Patient T{ﬁpuluibllll) n Remurk
Code Hilled Allowed Puyor Pmt (opay Colns | Ded Amt | Non Cvrd Payment Codes
VI 209031209 i W? T 20 () )00 00 000 PIX
GV IVOS01 209 | X204 231 Y 137 40 i1 i (L4 L i T Pix:
ChaimTotals: 154 00| 145 73| 208 77| 000 | 20 0n) | 000 | ao| U0} 17|
Current Payment Amount: 12573
Prior Pald Amount: 0
Inlt:'r‘sl Amount: Iy
Net Payment Amount: $73
Deovide
Provider total: Amont Amownt Ad justed Primary Patlent Responsibility Plan
Billed Allowed Payor Pmit  Copay Colns Ded Amt  Non ('ved Payment
| HITH2TES 144 Hn i 27 W ix 3 00 oo Yt 0,00 125 13

PAYMENT SUMMARY

Payment Date: 031972009 I'otal Charged: 154.00
Check #: Total Cons Charged ' 154.00
Puld To: Total Denled: 208 27
Tax JD/NPL: Totul Allowed: 14573

; Reference 11: Noo Pald ? 20.00
: Prior Pald: 0.0
|- Larger of contracied amount and charges Interest: 000

2. Includes Iuems such as COB and Patient Responsibility Totul Paid: 125.73
Automatic Recovery: 0.00

Other Recoveries: 000

Net Check Amount: 125.73

Explanation of Claims Handling
PDRC <IN charge has been reduced based on a discount armangement with the provider of sericE——>




Explanation of Payment

Number e

Date of Processing Page

e 0513/208 THIS IS NOT A BILL - Rtain for your e ¢

Place Diag | Procedure Billed Alowed coe Non-Covered Deductible Coinsurance Copay Pre-pald = Discount = Withhold Paid Wiite-off Remark

Line Procedure Dale ys.c Code Code Amount Amount Amount Amount Amount Amount Amount Amount Amount Amount Amount Amount Codes
Frovider Wam ) Proviger &1 9997177 )

| 050509 030509 11 3444 n
2 030509 030509 11

- o

Date Received: 03/10/09 Pay .::_
0.00 G;:;_‘D 87.04 100

L3 ini ¥2le 251.00 L1 o.o0 §.00 8.00 0.00 148,05 100
Claim Totals: 354.00 8.7 a.80 o.00 .00 e.08 L] 8.9 255.09
Provider Totals 354.00 98.%1 0.00 0.00 e.00 o.o00 1o.00 0.00 0.00 a.o0 88.91 255.09
Line |: 354.00 0 .00 .00 10.00 0.00 8.9
- Line 2 98.91 0.00 0.00 0.00 0.00 255.09

Remark Code Explanation

100 PAID ACCORDING TO THE MEMBER'S BEMEF

PLAN

Contact Information- refer to claim in question and Pay Loc

02z 1.800.2

§224 4614 US WIGHWAY 75 SOUTH ; DENISON, TX 75020

G23T2C 05-22-2006 MHS Provider EOP Summary

P L O i 9
ATR e
I |




D4/17/2008 14:11 FAL O Y o o Bon2 o0
cRemillance - PALMETTO GBA Page | of 2

eRemittance - PALMETTO GBA

v e N S SRR S
RO .
e e BT

Payor 1 PALMETTO GRA (01300 ) , (04302) , ()

PO B0 1416
ALGUSTA GA JSCHN416

Explanation of Payrment

Fatient hsmi s = s Potient [0 Cisimn Status 19
- Payer Cham ID Cipien Amount  $356.00
Frovider Nams Eroviger Claim 1D Faid Amoce $134.02
M Responsibilty $39.57
Claim Séus Desoription : Processed as Primacy, Forwarded to Addibons| Payen]s). Forwended to ©: ANTHEM
CENTRAL - FACETS : 30098

[ Limfin Bary Codn Bt LT aldemd e

T - 1 I~ 300 5400 vl 1.0 C0-4%: JA1AT FR-1= .S

Bl

BTN - i (L=t il g 100 SaLR F136.47 OO-45: §185.5) PR-1 42528

By - 1 HC=A5E1 00 2000 §5.74 #5.74 0048 f14.38

SR ]

fril

Fazient Mame T Sl Pakiant [D N Cloim Sotus i

Submcriber Name - Fayer Claim 1D N Cloim Amcisst  $408,00

Prondcier Mame Provider Clalm [D Sy Pakd Amscnt #E5.69
P Resporsibiley -

Caim Steius Description © Proosssed sy Primany

Sar dm UshE e e kel Suid ke de b ———

OVEVENT - 1 HEwBETd 21711 00 #0000 FEILE0 OD-43: §137.40 PR-L §50.60

O F R

O3 EEe - 1 HC=S0o0 B 00 000 421 % C0-45: §4LAT PR-1: 42100

Lerir ]

e 00 IR A% OO §F0ET PRl SB0RD |, PR A

ayay e

Al justrmsent Group Codes;




DA/1T/2006 14111 PAL ET—— EE e ] @ooz 000
cRemifimnce - PALMETTO GBA Page | of 2

eRemitance - FALMETTO GBA

v e R e §
BRI
i ST

Fayor : PALMETTO GBA (01303 § , (00302) , ()
PO BOX 1416
ALBGUSTA GA 0001416

Explanation of Payment

Clging: L

{5}

Fatient hame AT ¢ Paltiest IO Olsim Stabus 19

Subscriber Mams - Payer Ciaimn 1D Ciaien Amount  4356.00

Provider Nams Provider Clsm 1D Faid Amocei $124.02
M Besponsibilty $29.57

Cladm Status Description : Processed as Primary, Forwarded to Additional Payen(s). Forwanded to : ANTHEM

CENTRAL - FACETE : 30098

i e B Umhn Bary Cody B L widered ddpprzneny

atpatr: B 1 £ =tl ki) SE4.50 17,10 2109 OD-43: 18T FR-1- .78

By

DT - i HC=1s 00 SR 106 47 DD-45: §185.53 PR-1 #7539

Bt - 1 HE=E5E1 S O j Fillei] 574 #5.74 0048 §14.38

s e ]

[Fi]

Faitient Name R Pt (D N Claim Status 1

Subsrcriber Nome - Fayer Clim 1D SN Cloim Aot $418.00

Prondicies Mame Frovidar Claim [0 < Pakd Amdant 5,69
P Resporaibiley -

Claim Status Description @ Processed s Primary

Sarw i sl e S Bl T Skt drtfa——i

T - F R = ] prasl ] kR FELE0 CO-45: §10740 M1 $93.60

LLTEE ]

A 2EE - 1 HCEM0O B84 00 S0.00 31158 O0~45; L83 PR-1- 420100

AR
[etrily oo [EFE R Y 258 42 19 O0-49- STOAT FR-1- SROET | PR-T: 847
e

Adjustiment Group Codes
£0 : Comractunl Oblgations
PR : Petient Besponsibilty

Actjustment Reason Codes
1 @ Deductible Amcent
2 & Colesurance Amounkt
4% : Changes excesd your contracied) legiststed fes arrangamant,




0471772000 14213 FAL e —

elemittancs - PALMETTO GRA

eRemimance - PALMETTO GBA

W
e ]

Payer | PALMETTD GlA SPFFSETS | ool | )
PO BO 1416

AUGLISTA GA 309031416

Explanation of Payment

@ 004008

Page 1 af 2

Claims! 1

{1}

Patmnt Mame TR T
Sumcribar Rama -

Provider Mame

Claim Ststus Descripfion : Processed &3 Primary

Payer Claim 1D
Provider Claim 1D NS

Y Ciaim Swis L
SRl Cluim Amount  $295.00
Faid Amount  $51.38
M. Rasponsibiliy -

M Tisa e ) e Cal LB L ] mirmegn ded ) e

T - 1 HO»82  §TL00 4B FRLSD OD=44: §177.50 PR-I: SI8L72

i ]

AN - 1 HERRM0 #5400 TR ] FHLIE CD-435; $43.63 PR=1- 438

TR R

)]

Patlant Ksame R R Patsent 20 N Claim Taius 1

Sutsoriber Name - Fayer Calm 1D . Cloim Amount  §230.00

Prowider Mame Provider Claimn TD S Paid Amount [ N5
Pt ResponsibiiRy -

Clalm Status Description ; Processsd as Primary

ig

Srav D Ui Sarv Cods LEE] L] Sl el

AN (= F131.00 4. FE0El CO-i5: 513740 PR-T GLETR

[

i

Patient Name R Faticd 1D Y Claim St

Cuitracriber Kame - Payer Claien [0 ol Clalm Amounl 535400
Prowider Name Provider Clalrm (D el Pl Amourt

$L16.56
Pt Responsiiiity 829,15

Claim Status Description : Frocessed as Primary, PForeanded 1 Addriong] Peyer(s]. Forwarded to @ MEVADA=

DHCFP @ TOR30

[Ty Aty e Comile L= ] il &R A | ST

WAV 3 - 1 HEwESGd1d fEXTEE ] LT ] 9380 CD-45: 1TT.A0 *R-3: FIA.T2

R

E1I V20T - F13%06 $a1. 70 #5100 Co-45- #7907 PR3- §10.53

(LIFRIE

e}

Falisnd Maine L ] AN Tl Shstus L]
Subscriber Name - Payer Claie 1D SO Clairm Amourd  £375.00




ARDIOLOGY P C aBA
PROVIDER : -~ MEDICARE REMITTANCE NOTICE -~

CIBCK/BET: - 94/32/09 NPI: -

Serv Date POS NO8 Pzoc M Billea Allowed Dodu_s: I Coing BtacGroup BC-Amt Prov Paid

vt s msan ve o AAS o rs PR LS8R TR 1SS STV SO SR oSN LA e e e P PSeirvperrrortrey e e

o.c0 NN  co-es L I
R 0.00 0.00 [ 0.00

SASOEMENES  2009-03-26 11 | 75.00 $3.13 0.00 10.43 €O-as 22.97 41.70
PT ResF 22,86 |
ADJ 7O TOTALS: PREV PD i I .00 LATE PILING CEARGE 0.00 NET

CLAIM TNPORMATION PORWARDED TO: ANTHEM FE°NEVADA

MESSAGES /REASONS ;

2 Coiasurance Awmcunt

AS g:.ha:go exceads fen achedula/maximum allowable Or contracted/legielated fee arrangement. (Use Group Codes PR or CO depending Wpo)
iapilicy) .

co Contvactual Obligation

MAQL AlsrC: If you do not agree with what we spproved for thege saxvices, you may sppeal ocux decipion. To make sure that we areg
To you, we reQuire another individual that did not pxocCess your infrial ¢laim to conduct the appeal. Howaver, in order
euguge 2::‘ an appeal, you mugt write to ug within 120 days of the dace you received thic notice, unleag you have a good/reason
for being lata.

MA}® Alart: The claim informacion i3 alsc being forwarded to the patient's supplemental ingurer. Send sny questicne regavrdil
supplemental benefits to chem.

FR factient Regponeibility

Taiz
a

page 1

%94 Ob:LL B0OOZ/EL/SO



Provider Explanation of Medical Payment Report il m...!...
Provider Numb ‘| Provides Name

004415

w &ﬁpmmw

CGPERATION LOCATION/SROUPE ’ RECEIVE DATE: 84/06/2009 PROCESS DATE: 84/18

] : . BALAMCE. .coouvvaonconaaran $30.00
| Wty WAIY FOR THE WAILT VIEW ELIGIRILITY, BENEFITS OR CLATN BEVAILS OMLINE
ANYTINE AT HTVP /7M. CYGRA. COM/HEAL TH/PROVIDER/
PAYHENT OF . %43.96 To AENEEENNN

1

2 SRS
et s e BTSSR weFe: - CHECKH: S
RS sl L AR . - FEs) o A
2 : . §sbie AR atn 8
3 ogaao_ 75.00 35,96 39.04 i x o0.08 0.8 35.96 A
. | TOTAL B . s ST e B LGRS

5V5 BSS

A) TRAK YOU FOR USTNG THE HAMSED CARE COMSULTANTS ~
HEALTH ALLTANCE HETWORK. THIS REPRESENTS YOUR SAVIEDS,
SO VDY ARE NOT REQUIRED YO PAY THIS AHOUMT.

THIS PROVIDER TS PROHIDITED FRONW BILLING THE PATIENT
FUR THE DIFFERENCE. IF YOU HAVE ALREADY PAID YHE FULL
ANDUNY, PLEASE REQUESY REDRURSENENT FRON YOUR
PROVIDER.

B) IV ISIIMPORTANT FOR US TO KMOW NHETHER YOU OR YOUR
DEPENDENT(S) MAVE OTHER MEDICAL OR DENVAL INSURANCE.
PLEASE -UPDATE YOUR OTHER INSURANCE INFORMATION BY
COMTACTING GUR NEMBER SERVICES AT THE ABOVE ADDRESS GR
AT W8EI.CICHA.CON. WHEM OTHER INSURANCE EXISTS,

ME MEED THE OTHER INSURANCE PLAN'S DETATLED
PAVHENT INFURMATION QR EXPLAMATION OF BENEFITS (EUB)
TO PROCESS THE CIADI.

Proclaim Provider EOP S




Provider Explanation of Medical Payment Report il m...!...
Provider Numb ‘| Provides Name

004415

w &ﬁpmmw

CGPERATION LOCATION/SROUPE ’ RECEIVE DATE: 84/06/2009 PROCESS DATE: 84/18

] : . BALAMCE. .coouvvaonconaaran $30.00
| Wty WAIY FOR THE WAILT VIEW ELIGIRILITY, BENEFITS OR CLATN BEVAILS OMLINE
ANYTINE AT HTVP /7M. CYGRA. COM/HEAL TH/PROVIDER/
PAYHENT OF . %43.96 To AENEEENNN

1

2 SRS
et s e BTSSR weFe: - CHECKH: S
RS sl L AR . - FEs) o A
2 : . §sbie AR atn 8
3 ogaao_ 75.00 35,96 39.04 i x o0.08 0.8 35.96 A
. | TOTAL B . s ST e B LGRS

5V5 BSS

A) TRAK YOU FOR USTNG THE HAMSED CARE COMSULTANTS ~
HEALTH ALLTANCE HETWORK. THIS REPRESENTS YOUR SAVIEDS,
SO VDY ARE NOT REQUIRED YO PAY THIS AHOUMT.

THIS PROVIDER TS PROHIDITED FRONW BILLING THE PATIENT
FUR THE DIFFERENCE. IF YOU HAVE ALREADY PAID YHE FULL
ANDUNY, PLEASE REQUESY REDRURSENENT FRON YOUR
PROVIDER.

B) IV ISIIMPORTANT FOR US TO KMOW NHETHER YOU OR YOUR
DEPENDENT(S) MAVE OTHER MEDICAL OR DENVAL INSURANCE.
PLEASE -UPDATE YOUR OTHER INSURANCE INFORMATION BY
COMTACTING GUR NEMBER SERVICES AT THE ABOVE ADDRESS GR
AT W8EI.CICHA.CON. WHEM OTHER INSURANCE EXISTS,

ME MEED THE OTHER INSURANCE PLAN'S DETATLED
PAVHENT INFURMATION QR EXPLAMATION OF BENEFITS (EUB)
TO PROCESS THE CIADI.

Proclaim Provider EOP S
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PO Box 795180

San Antonio, TX 78279

Anthem %49

#1003/006

Return Service Requested =
Page: 9 OF 11 Front §
3972 2.8232 18 D-b21 Pa B
yment Date: 03/19/09
T o TR TR R P P g
; 2 207 Y T e i S e X i
L For Customer Service Call i
1-866-364-2374
TTY for the hearing impaired
1-800-425-5705
PAYMENT SUMMARY
Group Name: Smart Value-NV
Paid To: i aitn st
Tax ID/NPL: TR
Check #:
Check Amount: e
— e e s T
i
AICT NV SmarntValue Plus
Clalm Id:
] Pl Retmark
_‘ﬁ'«ﬁi"ﬂ&' ed | _m-! | _ Codes
000 200} Bl e |
000 0w 60 PDC
00| 0] - X 1
Curvent Payment Amount: 125713
Prior Pald Amount: 000
Tnterest Ameunt: 000
Net Puyment Amount: 12573
Providor totak: Amount  Amownt Adjusted Primery Patient Respemaibllity Pen
Biled PayorPmt Copay  Colms DedAmi RonCved  Payment
140727850 | e '“BI 227 a00] 2000] o ";"T;@: _o@—:'Ti_n
e am A PAYMENTSUMMARY
Payment Date:  SHNSSI Total Charged: 35400
Check #: DEERE Total Cons Charged ! 354.00
Paid To: b ——— Total Dended: 208.27
Tax IW¥NPL: CREEED Total Allewed: 145.73
Reference 1Dz Nom Paid? 2000
Prior Pald: 000
|-wrdmmnln-m Intorest: 0.00
2. fcindes Ttems suih s COB and Pationt Respomsibility Total Paid: 125.73
Automatic Recovery: 0.00
Other Recoveries: o.00
{ Net Check Amount: 125.73
Esxplanation of Cleims Handling [ — o _ o
PDC mmhmmmuawmmumurm




Anthem. %

700 BROADWAY

DENVER, CO

EXPLANATION OF BENEFITS

ISSUE DATE
April 14, 2008

PAGE

CHUS—
00002 OF 00004

NS, o —

Sequencs Number:

Provider ID:

NETWORK PROVIDER:
FOUNDATION PHYSICIAN:

-

ROEEETED  CRIEEETED
ERSIEREER

THIS IS NOT A

Antham Blue Croes ard Bha Shiokl 1o

® Rogisered Marke Blua Crosx and

co0/c00@

Bive Sheld Agsnciation.

Al
; R R W Groupt : eele
Cleln_Recsived Dete: 0s] SONPBRRNERPATIg provinen o™
SERVICE PROCEDURE| UNITS OF|  BILLED ALLOWED NoT aLLoweD| DEDUCTIBLE | COPAVRENT
DATE NUMBE; SERVICE AMOUNT _AMOUNT | AMDUNT AMOUNT
001 - emw | weme )
03/25/08 88102 001 75.00 49.08 25.86(01 ( l
\___TOTAL THIS CLAIM vt el LN R 0.00 ikt \q i
FOR INFORMATION CALL: 877-833-5742 | |
i
S TG PR ]
04108/08 _PARTIGIPATING PROVIDER :
GCOINSURANCE
SERVICE PROCEDURE| UNITS OF DEDUCTIBLE PAYMENT | CLATMS
s N |__BERVICE | NT Mm“ PAYMENT
001 il espies
001 o : o
TOTAL THIS GLATM o o P,
FOR INFORMATION CALL: 888+817-3717
01 - Thig i the t in of ) 1
at % ?g&,a 1‘ ﬁ:gess m,.al}gpghﬂpm t?r a participating provider. The
——"l—'——l&_:%&m}_m ﬁmm-

he trade ramo of Rocky Meustain Nespiial 2nd end Medics! Sarvica, ine,

¥¥4 0p:LL B00ZT/EL/GO




UNITEDHEALTHCARE INSURANCE COMPANY . .
spanaua;m.n SERVICE CENTER UmtedHealthcare
P 0_BO 4130-0855 w A UnitedHeaith Group Company

GROUP NAME:
CHECK NUMBER:
CHECK AMOUNT

PROVIDER
EXPLANATION
OF BENEFITS

PATIENT DETAIL

PATIENT MEMBER CONTROL
NUMBER

ACCOUNT NAME
R

SERVICE DETAIL

PROVIDER
OF SERVICE

PATIENT
NAME

MEM. ID

[T |DATES OF | DESCRIPTION AMOUNT xoT " pRov A0 AMOURNT DEDUCT/ |PLAN|  PAID TO RMK | PATIENT
SERVICE | OF SERVICE CHARGED COVERED DISCOUNT ALLOWED CoPAY |CO¥ PROVIDER | CD RESP.
03/24/09 99214 231.00 155.88 75.12 15,00 100% 60.12 b1
) SUBTOTAL 231.00 i 155.88 75.12 15.00 60.12¢ 15.00
03/24/06 123.00 81.17 41.83 5.00 100% 36.83 nt
%DTAL 123.00 81.17 41.83 5.00 36.83# 5.00
TOTAL PAID TO PROVIDER $96.95
ANK YOU FOR USING A NETWORK PHYSICIAN OR OTHER_HEALTH CARE PROFESSIONAL. WE HAVE APPLIED THE CONTRACTED F
TIENT IS NOT RESPONSIBLE FOR THE DIFFERENCE BETWEEN THE AMOUNT CHARGED BY THE PHYSICIAN OR HEALTH CARE
OFESSIONAL AND THE AMOUNT ALLOWED BY THE CONTRACT, EXCEPT IN SITUATIONS WHERE THERE IS NNUAL BENEFIT

SR THIS SERVICE. THE PATIENT IS ALSO RESPONSIBLE FOR ANY COPAY, DEDUCTIBLE AND COINSURANCE AHOUNTS.
AYMENT OF BENEFITS HAS BEEN MADE IN ACCORDANCE WITH THE TERMS OF THE MANAGED CARE SYSTEM.

pch Check Datach Ci




