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THE FOLLOWING C1AIM WAS PROCESSED IN
ACCORDANCE WITH YOUR COVERAGE THROUGH
IMD JANUARY RENEWAL
GROUP NUMBER:

d003/006
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MAIL ADMINISTRATOR
PC BOX 14114

LEXINGTON

. KY 40512-411¢
1-(800)-722-2467

PLEASE DIRECT ANY QUESTIONS YOU MAY HAVE CON-
CERNIKG THIS EXPLARATION OF BENEFITS TO THE ABOVE

APDRESS OR TELEPHONE NUMBER. YOUR IDENVIFICATION
NUMBER AND THIS CLAIM NUMBER ARE REQUIRED FQR US

TO HELP YOU.

SUBSCRIBER: |} PAGE 1
IDENTIFICATION NUMBER [ o ____m NUMEER PATIENT NAME DAYE RECEIVED DATE PROCESSED
—_ 1 g05/10/10 85/19/10
SUMMARY OF BENEFITS
TDTAL CHARGESI."IOIIQ. e ® 3 ¥ 8 VY B O B0 & 9T a s 868 Pe it st ad oo $566lon
LESS NON-ALLOWED AMOUNT. .. v uvueen. csctisvsatesessessn 158.56 _
LESS TOTAL DEDUCTIBLE AMOUNT......ccvevesttasacosansns 487.44
TOTAL PAID--co--Aaoo---..-.'o------r---.o ..... 'R " $U-°ﬂ
TOTAL PAYMENT THIS CLAIM , 50.00
THE TOTAL PATIENT RESPONSIBJLITY IS..................... $607. 449
(THIS IS THE AMDUNT THE PROVIDER CAN
COLLECT FROM YDU FDR THESE SERVICES.)
PAID TO:
DETAILED EXPLANATION OF SUMMARY
PROVIDER - SERVICE DATES - 05/05/1D-05/05/10
MEDICAL CARE
c 'IIII O q 98 s s o P EEE L $66 uo
LESS NON- ALLUHED AMDUNT - (SEE REMARK PDCJ cearrerans 28,70
LESS DEDUCTIBLE AMOUNT. . ... ocvcvoavtcssanreccasnnoss 37.30
PAYHENT'.I'.'I‘...“.'.II'Il.'l'..'.'ll"'.'.ll'....l-l $n'nn
PAYHENT FOR THIS SERVICEJ--.- e e 8 »"ee 0w - L B I A LI I su'oo
PATIENT RESPONSIBILITY..isaceccse eoaas vesensasaoy oe $37.30
DETAILED EXPLANATION OF SUMMARY
PROVIDER - SERVICE DATES - 05/05/10-05/05/10
Durable Meuical Equipment
CHARGEI‘.'II..'I r @ ® s » ¢ & & 86 0 3 v o B oS e B e [ BN ] - szsn-nu
LESS NON- ALLDHED AHUUNT - (SEE REMARK PXN)........... 66.93
LESS DEDUCTIBLE AHDUNT'Il..'Ol'l...0!..'!.""'0""' 185'07
PAYMENT-.on-OQQo-AOU-uu---o|o|oo--oA...-v-ooloooooo--a 90.00
PAYHENT FOR THIS SERVICE“‘.'l..".-...I...‘..I.l."-l‘l eu.no
PATIENT RESPONSIBILITY oo cos.- s esssceaas reenaas taseus .o §185.07
®%%% CONTINUED ON NEXT PAGE *xxx
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L MAIL ADMINISTRATOR
———] PO BOX 14114
LEXINGTON KY 40512-61146
1-(800)-722-2467
R Dk N B0R" COVERAGE  THROUGH
M -
IMD JANUARY REMEWA! T R kAT ian OF BENEFITS 0 THE ASOVE
GROUP NUMBER: ADDRESS OR TELEFHONE NUMBER. YOUR IDENTIFICATION
NUMBER AND THIS CLAIM NUMBER ARE REQUIRED FOR US
SUBSCRIBER: LT TO HELP YOU. PAGE 2
ENTIFICATIDA NUMB | CLAIM NUMBI BATIENT NA MK ' TE RECEIVED DATE Pnécﬁssv
° n whumpeR_ | ATe5/10/10 05/19710
1

DETAILED EXPLANATION OF SUNMMARY

PROVIDER - SERVICE BATES - 05/05/10-~05/05%/10
Durable Medigal kguipment

CHARGE..., ...,

28 0800 aR A2 TVSGEIESIOPpPR N aen s b $25ﬂoou

LESS NON-ALLOWED AMOUNT - (SEE REMARK PXN)......0.... 64.93

LESS DEDUCTIBLE AMOUNT,...vvvvcvrsnssrrsanessonassnne 185.07
PAYMENT'..III...‘I. IIIII .OOODI-UI...IQIII‘II"'II'..'IID $o'ou
PAYMENT FOR THIS SERVICE.....tsveiurrnooncnrnannsosnnns $0.00

PATIENT RESPDNSIBILITYC'I‘...I".l..li...."."Il..".' $185-07

o e e A 8 = e e o — — = s e e e M M T M N TN e e - ————m A& — T EEes 8T ==

REMARKS.

PBC BILLED AMOUNT IS HIGHER THAN THE MAXIMUM ALLOWED PAYMENT ACCORDING
" TO THE PROVIDER'S CONTRACT. PAYMENT REFLECTS ALLOWED AMOUNT.

PXN BILLED AMOUNT IS HIGHER THAN THE MAXINUM ALLOWED PAYMENT ACCORDING
. TO THE PROVIDER CONTRACT. PAYMENT REFLECTS THE ALLOWED AMOUNT.

TTY USERS: PLEASE CALL THE NATIONAL RELAY SERVICE AT 711, THEN
z§g¥§¥EN¥_OUR MEMBER SERVICE PHONE NUMBER TGO THE COHHUNICA{'IUNS

® X K K ¥ X X X K K X X X ¥ ¥ X ¥ X X X F X X N X ¥ %
STOP MEALTH CARE FRAUD *

IF you SUSPECT FERAUD *

CALL THE HEALTH CARE FRAUD HOTLINE x

®

¥

*

1-800-626~2681
X X X X ¥ ¥ € X X X X ¥ ¥ ¥ X ¥ X X X ¥ X X X %X ¥ X

*x¥¥ CONTINUED ON NEXT PAGE %xxx
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e MAIL ADMINISTRATOR
== " PO BOX lalla
LEXINGTON KY 40512-4114
1-(800)-722-2667
AT M
IN0 JANUARY RENFWAI FENIHG Thig EXPLANATION OF BENEFITS TO THE ABOVE
GRDUP NUMBER: ADDRESS OR TELEPHONE NUMBER, YQUR IDENTIFICATION
e __ NUMBER AND THIS CLAIM NUMBER ARE REGUIRED FOR UB
SUBSCRIBER: 70 HELP YoU. PAGE 3
|OENT)FICATION, NUSBER EXEEEESS I 'i'.ATE_'_‘T NABIE DAT[E) %E}:in{lss 10 DA‘BB g}olcss/s;.ion
———IHPORTANT NOTICE REQUIRED Umn—ﬁ'intmu TAW
IE THIS NDTICE RESULTS IN NON-COVERAGE DOF HE E SERVICE
RENDERED BY A TREATING PROVIDER INCLUDING ﬁon—ék$gsﬁ¢R0FsALL gR
ANY PART OF YOUR CLAIM, YOU, OR YDUR HEALTH CARE PROVIDER ON YOUR
BEHALF, HAVE THE RIGHT TO FiLE AN APPEAL. THE APPEAL SUBMISSION
SHOULD INCLUDE JINFORMATION YOU BELIEVE WILL HELP US REVIEW YOUR
APPEAL. YOU MAY CONTACT OUR APPEAL MANAGEMENT ANALYSIS UNIT AT THE

FOLLOWING ADDRESS:

MAIL ADMINISTRATOR
PO BOX 14114
LEXINGTON, KY 40512-4114

WE WILL SEND YOU A WRITTEN RESPONSE TO YOUR APPEAL WITHIN SIXTY (60)
WORKING DAYS OF OUR RECEIPT OF YOUR APPEAL.

IF YOU ARE DISSATISFIED WITH THE QUTCOME OF THE APPEAL, YOU, OR_YOUR
HEALTH CARE PROVIDER ON YOUR BEHALF, MAY FILE A CDMPLAiNT WITH THE LIFE
AND HEALTH COMPLAINT UNIT, MARYLAND INSURANCE ADMINISTRATION WITHIN
SIXTY (60) WORKING DAYS AFTER RECEIPT OF THE APPEAL DECISION. YOU MAY
CONTACT THE LIFE AND HEALTH COMPLAINT UNIT AT: :

MARYLAND INSURANCE ADMINISTRATION
LIFE AND HEALTH COMPLAINT UNIT

300 ST. PAUL PLACE, SUITE 2700

BALTIMORE, WD 21202

PHONE: (610) 468-2000 OR 1 (800) 492-6116 (TOLL FREE)

FAX: (q10) 468-2260
WEB SITE: WWw.MDINSURANCE.STATE.MD.US

THERE IS HELP AVAILABLE TO YOU IF YOU WISH TO DISPUTE THE PLAN'S
DECISION ABOUT PAYMENT FOR HEALTH CARE SERVICES. YOU MAY CONTACT:

CONSUNER PROTECTION DIVISION

OFFICE OF THE ATTORNEY GENERAL

HEALTH EDUCATION AND ADVOCACY UNITY

200 ST. PAUL PLACE, 16TH FLOOR

BALTIMORE, MD 2128¢

PHONE: (410) 528-1840 OR 1-(877) 261-8807 (TOLL FREE)
FAX: (610) 576-6571

WEB SITE: WWW,.0AG,STATE.MD.US

THE HEALTH ADVOCACY UNIT CAN HELP YOU, OR_YOUR HEALTH CARE PROVIDER
ACTING ON YOUR BEHALE, .PREPARE AN APPEAL - TO FILE UNDER _THE HEALTH
PLAN'S INTERNAL APPEA(. PROCESS, THAY .UNIT CAN ALSO ATTEMPT TO MEDIATE

A RESOLUTION TO YOUR DISPUTE, THE HEALTH ADVOCACY UNIT IS NOT AVAILABLE
To REPRESENT OR ACCOMPANY YOU DURING ANY PROCEEDING OF THE INTERNAL

APPEAL PROCESS.

%%x% CONTINUED ON NEXT PAGE  *x%x%

Con00s-15C w0z THIS IS NOT A BILL, it should be kept for your records.
Please see reverse side of this explanation for additional information.
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———] PO BOX 149114
LEXINGTON KY a0512-411:
1-(800)~722-2067 .
T R N e R fOVERAGE HHROUS
&
IMD JANUARY RFSEuAt H " PLEASE DIRECT ANy QO O S 10 THE ABOVE
GROUF NUMBER!: ADDRESS OR TELEPHONE NUMBER. YOUR IDENTIFICATION
NUMBER AND THIS CLAIM NUMBER ARE REQUIRED FOR US
SUBSCRIBER: TO HELP YOU. PAGE ]
it ? TAI RUMBE] ST ED
S St R T e 77

~—YO0U WAY FILE A COWPLAINT WITH THE _LIFE_AND_HEAL
UNIT, MARYLAND INSURANCE ADMINISTRATION, WITHOUT HAVING 7O FIRST FILE
AN APPEAL WITH CAREFIRST BLUECROSS BLUESHIELD IF: (1) WE HAVE DENIED
AUTHORIZATION FOR A HEALTH SERVICE NOT YET PROVIDED TD YOU, AND (2) A
SIXTY (60) WORKING DAY DELAY IN RECEIPT OF A HEALTH CARE SERVICE UNTIL
AFTER YOU OR YDUR HEALTH CARE PROVIDER ACTING ON YOUR BEHALF EXHAUSTS THE
INTERNAL APPEAL PROCESS AND OBTAINS A FINAL DECISION UNDER THE APPEAL
PROCESS COULD RESULT IN LQOSS OF LIFE, SERIOUS IMPAIRMENT TO A BODILY .
FUNCTION, SERIOUS DYSFUNCTION OF BODILY ORGAN, OR THE MEMBER REMAINING
SERIUUSLQ: ILL WITH SYMPTOMS THAT CAUSE YOU TO BE A DANGER TO YOURSELF OR

OTHERS.





