SAMPLE CASE #1 — EOBs/CARRIER LETTERS ATTACHED (16 pages)

Patient: “L.S.”

Carrier: Empire BCBS

Date(s) of service: 9/20/2011 (first surgery)

Dx: Uterine Leiomyosarcoma

CPT line items (# of procedures): 11

Total Claim(s) Amount : $ 112,381.86

Amount paid to provider: $ 112,381.86 — (100%)

Case summary: Patient admitted through ER, hence, cannot be held financially liable for
out of network physician’s fees once inpatient treatment started, as she had “no choice”
over which doctor would render surgical services.

Note: Patient’s malignant cancer recurred metastatic one vear post initial
treatment, requiring second surgery by same physician.

Second date of service: 8/8/2012
Dx: malignant neoplasm liver/bile ducts and retroperitoneum
CPT line items (# of procedures) 6
Total Claim amount : $ 62,861.92 (surgery)
$2,938.28 (Evaluation & Management — 10 day inpatient stay)

*Initial carrier decision - claim denied, resulting in zero reimbursement
Carrier denial reason: “Contractual — subscriber’s contract does not cover metastatic
disease. (See BCBS denial letter attached dated 8/15/12)

Appeal/Re-submission date: 9/3/13

Claim settlement date: 9/18/13

Amount Paid : $ 62,861.92 (100% - surgery)
$2,938.28 (100% - E/M care)



90347

Provider Explanation of Benefits Page 1ot 7
PROVIDER NAME STATEMENT DATE
E v @ @ 10/22/11
mp’re PROVIDER NUMBER TAX 1D
BLUECROSS BLUESHIELD L
SITE NUMBER CHECK NUMBER
Services provided by Empire HealthCholce Assurance, ing., a licensee of the
 an 000002 IR
Blue ross and s Snied Assocaton,an assocaton f independent Bus 100
Empire HealthChoice Assurance, Inc. g
165 Broadway, New York, NY 10006 g
mmmmu.ms»munum- §
Summary of Claims
Provider Service Unit codes are listed on the. J-row nmucmm .
reverse side of this page. Please reference this - - ::':Total Char S e $99.057.06
lixttoobtainlhecorrecxaddressandphone R Be SRGERLER s ' $99’ :
number for each claim i mqmry. - 3

If you suspect tllegal activities mvolvmg yow"

patients’ benefits, please contact us at”

1-800-IC-FRAUD. Whencallmg Rl Total Aok Pald by Check.




90348

Provider Explanation of Benefits Page 3of 7
PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAX D E’mire *9
el ey 102211 s BueCross BugSwzs
SITE NUMBER CHECK NUMBER
100 0000020mEnp
Detail of Claims
PATIENT NAME ‘ PATIENT ACCOUNTNUMBER ~ MEMBERID CONTRACT TYPE _ g
I L
AUTH/REFERRAL PSUCODE 15 g.
ooosiilanmy
Submitted ID Number
No Change
Allownd

Service Proceders Cude: 49203 80 Detejel: 09/20/11 - - 09/20/11 $1332480 000  $13,324.80
Hm-ﬂ- mmom Mo oftale: 1 _ FO DENOEH _ v
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Provider Explanation of Benefits

Page 4 of 7

PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAX ID Emp”-e ‘9
L - 10722711 S BUECroSs Bi0E S0

o MRS B TR S
SIT E NUMBER CHECK NUMBER
100
iy .6,
PATIENT NAME PATIENT ACCOUNT NUMBER MEMBER ID CONTRACT TYPE
SU CODE 15
> - » . § . ) AUTH/REFERRAL P ’
Submitted iD Number
No Change Ca TN
. :
) Charges Net Allowed Ameunt
Service Procedure Cade: 58240 Date(s}: 09/20/11 - 09/20/11 $33,763.60 $0.00 $33,763.60
Information Servics Typeiace: 2 /TPC  Ne. of Units: 1 e et
Submitted Charge: $0.00 '
Payment  Allowed Amount $33,763.60
MESSAGE(S) SENT T0 YOUR PATIENT: Plan Piyment for this Service: $33,763.60 ‘
® Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-nexwork co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
amy questions regarding this, please contact us.
Sorvios prcedssCede: 38765 Dass:09/20/11-09/20/11 . $11,67920  $0.00 $11,679.20
" Information Sarvice TypePtace: 2 /IPC ie. of Units: 1 : '
Submitted Procedure Cods: NO Change Subuittod Datsts): No Change ‘ Submitind Charge: No Change
Payment Allowed Amount $11,679.20
Caloulation
MESSAGE(S) SENT T0 YOUR PATIENT: : Plan Payment for this Service: $11,679.20

o Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-nerwork co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amounts as paymem in ﬁdl. Eyon have

que:tmregardmg dm,plem contactu: G

Sorvice Pracadure Code: 50715 u-m-09/20/ll 09/20/11 $10,233.60 $0.00

Information Sevice Typa/Piace: 2 /IPC  Ne. of Units: 1
Submitted Proceders Cade: No Change Submitted Date(s): No Change Sshmitied Charge: No Change

© $10,233.60
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Provider Explanation of Benefits Page 5 of 7
PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAXID ",p’re
E R 10222711 iy E BweCross m?m?
SITE NUMBER CHECK NUMBER
100 000002 3NNNQP
D - CLAIM NUMSERGEESSNEEBNN CONTINUED
' g
Payment  Allowed Amount- $10,233.60 g
Caloslation H

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service:  $10,233.60
o Since this patient did not have the opportunity to select an m—nmrkpmudaﬁvﬂxae ) : )
:ma.mwemugmmaﬁcm-mrkbmw Yumbﬂﬁemﬁrw




Provider Explanation of Benefits

Page 8 of 7

PROVIOER NAME PROVIDER NUMBER STATEMENT DATE TAXID Emp
BueChoss BLI!SSMRD

oSt W 0 102211

SITE NUMBER CHECK NUMBER
100 O000UNINEND

A - o111 oo yf—, coNTNUED

Payment Allowed Amount
Caloulation

$5,434.00

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service:

* Since this patient did not have the opportunity to select an in~network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amosnts as payment in full. if you have
any questions regarding this, please contact us.

Charges
Charges Neot Allowed

$5,434.00

Servioe Pracedurs Code: 49419 RT  Date(s): 09/2Wll 09/20/11 $4,599.40 $0.00
Information Service TypePiace: 2 /IPC Be. sf Units: 1

Subuitted Precedere Ceds: No Change Submittad Datefs): No Change Submitted Charge: No Change

$4,599.40

Payment Allowed Amount
Calouiation

$4,599.40

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service
* Since this patiens did not have the opportunity to select an in-network provider for these -
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amouniss. We ask that yox accept this payment
and the in-network co-pay, deductible, coinsurance amosinis ds payment in full. If you have
" amy questions regarding this, please contact us.

.

$4,599.40

Servioe Prscedure Cede: 49419 LT  batets): 09/20/11 ~ 09/20/11 $4,599.40 $0.00
information Servics IypePlace: 2 /IPC  Ne. of Units: 1

Submitted Pracsdare Ceds: No Change Submitted Datais): No Change Submitted Charge: No Change

$4,599.40

Payment Allowed Amount
Caloulation

$4,599.40

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service:

""" Since ihis patient did not have the opportunity o select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amounts. We ask that you acceps this payment
and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
any questions regarding this, please contact us.

$4,599.40

Service Precadure Code: 49080 naum:09/20/11 09/20/11 $1,616.00 $0.00
information Service Typelace: 2 /IPC  Ne. of Units: 1

Submilted Precedure Cede: No Change Submitted Datefs): No Change Submitted Chargs: No Change

$1,616.00

9 1
~
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Provider Explanation of Benefits Page 7of 7
PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAX 1D y
imnsseescsiliin L) 1022/11 oy E] 1 mm!c]:gm?m?
SITE NUMBER CHECK NUMBER
100 Gy
2 - CLAIM NUMBERNSEIEIENGNS CON TINUED
g
Payment  Allowed Amount $1,616.00 8
Caloulation g
MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service: $1,616.00 :
o Since this patient did not have the opportunity to select an in-network provider for these n "
services, we are paying them at the in-network benefit level. You may bill the patiens forany ~ ~ Total Patient Responsibility: $0.00

in-neswork co-pay, deductible and coinsurance amownts. We ask that you accept this paymens - Total Payment for this Claim:  $16,245.80
and the in~-network co~pay, deductible, coinsurance amounts as payment in full. If you have EERER ¥ ) ) :
any questions regarding this, please contact us. i : o : ‘

i i
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. P.O. Box 1467, Church Street Station
Empire 29 | | S New York NY 10008-1407

RUECAOSS SLUESHIELD
www.empireblue.com
August 15,2012 i
o KE: anJre oL seciice ¥ \?3\ o
e} |
- Note for Spanish-speaking recipients: -Si necesita ayuda en espanol para entender este documento, puede solicitarla sin costo

adicional, lamando al numero de servicio al cliente que aparece al dorso de su tarjeta de identificacion o en el folleto de
jnscripcion, :

IDENT. NUMBER: e

PATIENT: G
REFERENCE NO; S

CONTRACT: EPO

DENIAL REASON: CONTRACTUAL
PROVIDER: e ——
FACILITY: SR o ita] R
Dear Lynda Spina:

Diagnesis code and description:  1CD-9-CM 179 Malignant neoplusm of uterus, pa

The Medical Managemnent Department s in receipt of the request for
Hospital Center QM under the care of Dr.
the following reason(s):

END DATE .

START DATE

REFERENCE # - SERVICE CODE i QTY
~ Iapatient Hospital-Additionnd Provider { 23 inpatient 0312 0819/12
. days h

*No benefits are available under the member’s contract for the requested service(s), when.an owt-of- netwark provider is utilized,
Please refer to the exclusion section of your contract or your member benefit materials,

The member o5 the member's designee may request, free of charge, reasonable access fo and copies of all documents, records and
other information, including the clinical guidelines, relevant to the member's or the member's designee's benefit request.

We have denied this request, there could be significant additional financiai responsibility for you. Pleace call the customer service
number on your health plan identification card. Customer service can determine what your financial responsibility may be if you
proceed with receiving the above service. .

Please note that this is not a medical necessity determination of your proposed medical services.

If you, your provider, or your representative disagrees with this decision, please see the attached information for
additional rights, '

Sincerely,

The Medical Management Department

V0061 CON-DEN NYFIG: lac
CcC: O ospi

Secviees provided hy Empire HealthChoiee Assurance, Inc., a licensee of the Blue Cross and Biue Shicld Associmion, an associntion of the independent Blue Cross
and Blue Shicld Piass, :
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Provider Explanation of Benefits Page 10of 5
PROVIDER NAME STATEMENT DATE

E @@ “SEEEREee 09/18/12

mp’ re PROVIDER NUMBER TAXID
BLUECROSS BLUESHIELD CENRNy Al

SITE NUMBER CHECK NUMBER

g::;c“’ % ::t Humcnale:' mmnlnc i alicensee om 100

Empire HealthChoice Assurance, Inc.

165 Broadway, New York, NY 10006

For inquiry Contacts, Please Soe Back of This Page

Summary of Claims

Provider Service Unit codes are listed on the Yotal Number of Claims - 1

reverse side of this page. Please reference this Total Charges 2.861.92

list to obtain the correct address and phone — ¢ . %%

number for each claim inquiry. Total Allowed Amount $62,861.92

If you suspect illegal activities involving your Empire Payment : . $62,861.92

patients’ benefits, please contact us at :

1-800-IC-FRAUD. When calling, you dongt TotalAmonnthdhyCheck#m_

need 1o identify yourself. .. - . -
You or your authorized representative ria

qpmhwywnmvhmmmmmmnymmm7f 

responds 1o the PSU code for the claim in
Departmem You m:ubmxxyourappealor
A80-calendar.

q:wstwn,orbycalkngour?rw:der&mcew i

$62,861.92

NYCCS034 coMB RIS 20120020802 1960

20120019 000001 HE

En([2021)60f7

002?288 234 KOBMMAC788 329 QDS 458 3
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Provider Explanation of Benefits Page3of 8

PRAVINER NAMF PROVIDER NUMBER STATEMENT DATE TAXID
L -~ 0971812 E] ] ,pm!crgmtm?

SITE NUMBER ' CHECK NUMBER
100
Detail of Claims v
PATIENT NAME PATIENT ACCOUNT NUMBER  MEMBER ID CONTRACT TYPE _ §
PRRVSRES SN e ) YLouR—— SieseEE— £
AUTH/REFERRAL PSUCODE 15 g
L
Submitted 1D Number -
No Change
Allowed
Service Precedure Cade: 49205 M-(*OS/OS/]Z 08/08/12 $26,124.80 $0.00 $26,124.80
" information Suvics Typeisce: 2 /IPC Ne. st tals: | ' . - '
Sbmtind chare: $0.00

Payment Allowed Amount
Calowiation

WSAGEG}SBNTWYOURPAHENT . ,

. wmmwmmmmwuuamn nm*prowderﬁrﬁm
Services, we are paying them at the in-network benefit level. You may bill the patiens for any. "
n—nauwtw—m.Mhuchmm chﬁamm@cﬁsm
Mﬂcmm—m.m mmawhﬂymm
aymregwmﬂm Pplease comtact us. .

BT T e

-s_m_i.‘bm«w

80rviee prosetun ade: 76998 26 -..uosmsnz oam/lz
Information servies Type/Piace: P /IPC o ofbol: 1 -

Ly




Provider Explanation of Benefits , Page 4 of 5

*
PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAXID E’np’re *q
R W 09/18/12 W BeweCross BLUESMELD
SITE NUMBER CHECK NUMBER
100

g- CLAIM NUMBER 22gQialii¢ CONTINUED

‘Payment - -Allowed Amount . : $14,944.02
Glloullilon - el «
MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service:  $14,944.02

® Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amounts as payment in full. ¥ you have
any questions regarding this, please contact us.

Charges Allowed
Chaiges Mot Allowed Ameunt

Service Precedure Cede: 38564 59  Dateis): 08/08/12 - 08/08/12 $8,881.60 $0.00 $8,881.60
Information Service TypsPlace: 2 /IPC  Ne. of Units: 1
Sahmitted Precedurs Cede: No Change Submitted Datsis): No Change Submitted Charge: No Change

Payment Allowed Amount $8,881.60
Csaloulation

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service: $8,881.60

* Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them ai the in-network benefit level. You may bill the patien: for any
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
any questions regarding this, please contact us.

Service Procedare Code: 47600 59  Datets): 08/08/12 - 08/08/12 $8,793.00 $0.00 $8,793.00
Information Semvice Typaiace: 2 /IPC Ne. of thaits: 1

Submitted Precedure Ceds: No Change Submitted Datefs): No Change Submitted Charge: No Change

Payment Allowed Amount $8,793.00
Caloulation

MESSAGE(S) SENT TO YOUR PATIENT: e __ Plan Payment for this Service: $8,793.00
 Since this patient did not have the opportunity to select an in-network provider for these :

services, we are paying them at the in-network benefit level. You may bill the patient  for any

in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment

and the in-network co-pay, deductibie, coinsurance amounts as payment in full. If you have

any questions regarding this, please contact us.

Service Pracedure Code: 49082 59  patels): 08/08/12 - 08/08/12 $1,616.00 $0.00 $1,616.00
Information gervics Typelace: 2 /IPC e, of Units: 1

Submitied Pracadure Cede: No Change Submitied Dateis): No Change Submitted Chargs: No Change
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Provider Explanation of Benefits . Page Sof 8

PROVIDERNAME o » PROVIDER NUMBER STATEMENT DATE ™D Emp”'e $Q

09/18/12 BUECROSS BLUESHIELD

SITE NUMBER CHECK NUMBER
100

~§L-cum NUMBER 2200l CONTINUED

Payment Allowed Amount $1,616.00
Calouiation

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service: $1,616.00
. Smﬁumcﬂdwmduopparmywukctmm-mrkprmﬁrﬁm
services, we are paying them at the in-network benefit level. You may bill the patient for any Total Patient Responsibility: $0.00
in-network co-pay, deducrible and coinsirance amowras. We ask that you accepi this payment Total Payment for this Claim:  $62,861.92
and the in-network co-pay, deductible, coinsurance ansounts as payment in full. If you have
any questions regarding this, please contacs us.

e e emn o S A e gy s i [ —_— } .
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Provider Explanation of Benefits _ ' Page 10t 8
PROVIDER NAME STATEMENT DATE
E a4 |
mp’re PROVIDER NUMBER TAX 1D
BLUECROSS BLUESHIELD S L ]
Services providad by Empirs HeakthChoice Assurance, Inc.  licensae of the STENUMBER . _CHECK NUMBER
Blus Cross and Biue Shiskd Assoctation, an association of independent Blue 100
Cross and Biue Shied Plans

Empire HealthChoice Assurance, Inc.
165 Broadway, New York, NY 10006

For Inguiry Contacts, Neass See Back of This Page

+O0THNOTSIIN0.

Summary of Claims

Provider Service Unit codes are listed on the Total m of Ghlm. 2
reverse side of this page. Please reference this Total Char " $2938;
list to obtain the correct address and phone ..~ ges 5293828

number for each claim inquiry ‘ _'_l‘otal Allowed Amount

pmm.v bcneﬁuplemcomc!usat TR ' - ’ o e k
1-800-1C-FRAUD. Whencallmg mdom‘ TotalAmonmPaidbyCheck#;m- _‘ o $2,938.28
need to idensify youmb“ v ; e

D.mh on back.

*O0 6B L2 KOBLLL278812 329 905 1583
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Provider Explanation of Benefits Page 3of &

PROVIDER NAME PROVIDERNUMBER ... . . STATEMENTDATEw<® .3 TAXID
e R 0825/12 —— Enmmﬁe&g;m?

L PR [
SITE NUMBER = ~# - CHECK NUMBER
100 L Y
y ‘. s o
Detail of Claims
PATIENT NAME PATIENT ACCOUNT NUMBER  MEMBERID
JaR L Y YLK sodiND
Subsmitted ID Number
ﬁm
Serviee Prevedure Code: 99255 57 uu:owm/lz 08/07/12 $825.00

l-l-n-tbn mmwmc ‘ b.dbh:




Provider Explanation of Benefits Page 4 of 6
PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAXID mpire *q
. 08/25/12 gy BoxChoss uuESweo
SITE NUMBER . CHECK NUMBER
100 i )
WSS - CLAIM NUMBER 2208Ml8N® CONTINUED o Co !
‘Payment  Allowed Amount $218.40
Caloulation
MESSAGE(S) SENT TO YOUR PATIENT: Pilan Payment for this Service: $218.40
» Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amounts as paymens in full. If you have
any questions regarding this, please contact us.
Chasges Allswed
. Charges Net Allowsd Ameunt
Service Pracedure Cods: 99231 Date(s}: 08/10/12 - 08/10/12 . $218.40 $0.00 $218.40
Information Service Type/Place: 6 /IPC e, ot Uaits: 1
Submitted Pracedure Code: No Change Submitted Date(s): No Change Submitted Charge: No Change
Payment Allowed Amount $218.40
Caloulation
MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service: $218.40
« Since this patient did not have the opportunity to select an in-network provider for these .
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co—pay, deductible and coinsurance amounts. We ask that you accept this paymens
and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
any questions regarding this, please contact us.
Service Precadurs Cade: 99231 Datefs): 08/11/12 - 08/11/12 $218.40 $0.00 $218.40
Information Sewvice Typs/Ptace: 6 /IPC  Ne. of Units: 1
Submitted Precedure Cede: No Change Submitted Date(s): No Change Submitted Charge: No Change
Payment Allowed Amount $218.40
Caloulation
MESSAGE(S) SENT'TOYOUR PATIENT: T e ¢ 11 Payment for this Service:™ —— $21840
* Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any Total Patient Responsibility: $0.00
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment Total Payment for this Claim: $1,698.60
and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
any questions regarding this, please contact us.
PATIENT NAME . PATIENT ACCOUNT NUMBER MEMBER 1D CONTRACT TYPE
S L YLK SORSus
AUTH/REFERRAL PSU CODE 15
e
Submitted 1D Number
No Change
Service Precedws Cede: 99231 Date(s): 08/12/12 - 08/12/12 $218.40 $0.00 $21840

Information Service Type/Placs: 6 /IPC  Ne. ef Units: 1
Submitted Charge: $0.00




Provider Explanation of Benefits

Page Sof &

21372

PROVIDER NAME PROVIDER NUMBER STATEMENT DATE TAX D
T ) 08/25/12 > Em%m?mg

SITE NUMBER CHECK NUMBER
100

GRS - CLAIM NUMBER 22000 CONTINUED

w Allowed Amount

$218.40

MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service:
. Smﬁnmﬂmhanﬂnoppomnynukamm-mrkymwdaﬁrﬁac '
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this paymens
and the in-network co-pay, deductible, mmammﬂvwm :
auyqaaﬁomregwdlmthﬂ.plmuwﬂaam

$218.40

BServics  praveters Coie: 99231 e 08/13/12 - O8/13/12
Information sSewiss TypePiace: 6 /TPC. . Bs.eftimits: 1 ‘
Sulumitiad Provedurs Code: NO Change - Sebinitiod Butesj: No Change




Provider Explanation of Benefits Page 6 of 6

PROVIDER NAME PROVIDER NUMBER STATEMENT DATE % Ernpire ‘ v

L ] 08/25/12 BRUECROSS BLUESHIELD
SITE NUMBER CHECK NUMBER
100 Sava——

NP - CLAIM NUMBER 22000 CONTINUED

Payment Allowed Amount - $218.40
Caloulation
MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service: $218.40

¢ Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment
and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
any questions regarding this, please contact us.

Charges Allewsd
Charges Nt Allowsd Amennt
Service Pracedurs Cads: 99238 Datefs): 08/16/12 - 08/16/12 $366.08 - $0.00 $366.08
Information Senice Typeiacs: 6 /IPC  Ne. of Umits: 1
Submitted Pracedwes Cods: NO Change Submitted Datefs): No Change Submitted Charge: No Change
Payment Allowed Amount $366.08
Caloulation
MESSAGE(S) SENT TO YOUR PATIENT: Plan Payment for this Service: $366.08
¢ Since this patient did not have the opportunity to select an in-network provider for these
services, we are paying them at the in-network benefit level. You may bill the patient for any Total Patient Responsibility: $0.00
in-network co-pay, deductible and coinsurance amounts. We ask that you accept this payment Total Payment for this Claim: $1,239.68

and the in-network co-pay, deductible, coinsurance amounts as payment in full. If you have
any questions regarding this, please contact us.



