What to LOOk for on
Your EOB Statement

Please remember these important tips when

viewing your EOB statement:

@ Review the contract information sec-
tion to determine which family member
the statement is for and then verify that
the information is correct.

@ Review the “Patient’s Name” section
to determine the patient who accepted
services.

@ Review the “Deductibles” and “Copays”
section to determine the dollar amount
covered for health care expenses and
the amounts you are responsible for
specified by your contractual benefits.

@ Match the information in the “De-
scription of Services” section with your
doctor or hospital bills to verify that all
services listed are services you or a fam-
ily member received.

@ Follow the step-by-step payment calcu-
lators in the “Description of Services”
section to see how we arrived at our
payment and how much you may owe
for each service.

@ Review “Other Amounts Not Covered”
section to establish the amount of
expenses enclosed with your benefits.

@ Read the “Messages” and “Address and
Phone” section to view any applicable
messages or to reach a Blue Cross Blue
Shield customer service representative
with questions or inquiries.
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@ Patient’s Name: the name of the patient who
received services.

@ Provider Name: the name of the provider (e.g.
physician, hospital, or lab) who performed the
services for the patient. The provider name
shown may be different than your physician’s
name because services such as tests, x-rays, and
consultations may be provided by other health
care professionals or facilities as directed by
your physician.

Note: If payment was directed to a provider, the
message “PAYMENT WAS MADE TO
PROVIDER” will appear.

@ Claim Number: the number assigned to that

patient’s claim.

Dates of Service: the dates reported to each
service performed for the patient.

each service.

@ Description of Services: a brief description of

Amount Charged: the amount billed by your
physician, pharmacy, hospital, lab or other
health care professional who performed each
service. (Note: if Medicare Complimentary
services are involved, the amount in the
column will represent the amount billed to

Medicare.)

Allowed Amount: the amount we have
approved for payment prior to deductibles,
coinsurance or other member expenses (if any).

Q

Other Insurance: the amount paid by other
insurance, including Medicare.
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Deductible: a fixed dollar amount that you
must pay for covered health care expenses
before your benefits are provided. You are
responsible for this amount.
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@ PATIENT: LAST NAME, FIRST NAME

@ CLAIM 123456789123456

@ PROVIDER, PHYSICIAN, SPECIALIST OR LAB
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Copay: a predetermined amount specified by your
contractual benefits. You are responsible for this
amount.

Coinsurance: a percentage of the cost (allowable
charge) for which you are responsible as defined by
your covered benefits.

Other Amounts Not Covered: this amount
represents expenses not covered or in excess of
your benefits. You may be responsible for this
amount to your health care provider.

Amount Paid: the total amount paid to you or
your provider for the services performed.

Reason Code: codes are shown in this column
which refer to specific messages below each claim.
These messages clarify a payment situation or
explain why you may be responsible for a service.

Contract No.: this is the identification number

of the subscriber/employee. It is also the number
printed on your Blue Cross Blue Shield ID card.
Please reference this number if you call or write

with questions.

Group No.: this is the number used to identify the
account in which you are enrolled.

Messages: additional messages, if applicable, will
appear in this section.

Address and Phone: the Blue Cross Blue Shield
office where all questions should be directed. A
customer service representative will assist you with
your inquiries.




