
Your EOB explained.

1. This is a summary of your visit, including the claim
 number.

2.  This is the amount that your doctor billed—what the
 price would be without insurance.

3.  This is the price BlueShield of Northeastern New York
 has negotiated for you—the price with insurance.

4. This is the amount of that bill that BlueShield of
 Northeastern New York paid.

5.  Copayment: An amount you may be required to pay as
 your share of the cost for a medical service or supplies, 
 or prescription drugs. A copayment is usually a set
 amount, rather than a percentage.

6. Deductible: The amount you must pay for health care or
 prescriptions before your insurance begins to pay.

7. Coinsurance: An amount you may be required to pay as
 your share of the cost for services after you pay any
 deductibles. Coinsurance is usually a percentage.

8. This is the amount you are responsible for. You have
 either already received a bill from your doctor or medical
 facility for this amount, or will receive a bill.

Claims Summary: Explanation of Benefits
THIS  IS  NOT  A  BILL 
Mary TESTMEMBER
Member ID: AOP 999908424 - 01    Group #: 99943946
Statement period: 09/15/2015 – 09/16/2015

Your current claim(s) total........................................................................................ $160.28
BlueShield of Northeastern New York paid ...........................................

Member Responsibility
Amount you are responsible for ........................................................................... $0.00
includes: copays, deductible, coinsurance, not covered or excluded services

Medical Services
YOUR

HEALTH
PLAN(S) PAID

BREAKDOWN OF MEMBER RESPONSIBILITY

Claim Number
Doctor/Facility
Claim Processed

Service Type
Date of Service
Amount Doctor/
Facility Submitted

Member
Price

Paid Copay Deductible Coinsurance Not
Covered Notes Your Total

Responsibility

15D323171300
Edgepark Medical Supplies    
09/16/2015

Diabetic Supplies
03/01/2015
$127.90

$20.82 $20.82 - - - - - $0.00

Diabetic Supplies
03/01/2015
$32.38

$1.65 $1.65 - - - - - $0.00

Claim 15D323171300 Total $160.28 $22.47 $22.47 $0.00 $0.00 $0.00 $0.00 $0.00

Statement Period Totals $22.47 $22.47 $0.00 $0.00 $0.00 $0.00 $0.00
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For more information, call 1-800-700-8482.


