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Introducing our new simpler Summary of Health Plan Payments

You talked, and we listened. Using feedback and input from our members, we simplified
our plan summary to clearly show how we process your claims and determine if you owe a balance.
You can also view your claims online at www.bluecrossma.com/membercentral.

Any questions? Feel free to call Member Service at the number on the front of your ID card.
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Important Information ubout Your Appeal Rights

What if 1 need help understanding this?

Conttet us at the 1all-tree Member Serviee welephone ammber on your ideatitication card if yon
need assistance understanding chis notice o5 how we processed the claim. Have che enclused
statenent wich you it vou call. You can also ask quescions by including them with the enclosed
starement and sending it to:

Membes Seavice Center

Blue Cioss Bluc Shicld of Massachuscres
£O. Box 9134

N. Quincy, MA 02171- 9134

What if | don't agree with this decision?
You have a right 1o appeal any decision nut o provide or pay for an item or service tin whole o1
W paso).

Haow do 1 file s sppeal?

W rccommmend that yau review your beneliv iateriabs. sinee we pay claiing scomding to

your henctity, 11 von decide to appeul. the mailing adidress is: Membere Grievance Progron,
Blue Cioss Bluc Shicld of Massachnserts, One Euterprise Diive, Quincy, MA 02171-2126.
The wll fice telephone number is 1-500-472-2689. "T'he fax aumbes is (6171 2406-3616, We
st teecive your appeul within one year of the date shat yous cluim was denicd. Your benetic
materials include mase details. Sec also the “Other resources to help you™ section of this form
far assistance hibg o reiquest faean appeal.

Who may file an appeal?

You or sameone you nane 1o act fae you fyour authasized representative) may lile ua appead. IV
you chouse to have another petson act on yous hehalf vou must designate this person in wricing
to us. Or, if you are not able o do this, s person such as a conscrvaton, 4 pesson wich power of
attorney, o1 a family member iay be your authorized representacive. O1, he o1 she may appoint
anothes party 1o be the authorized representacive. When you ase an inpatiene. a health care
provider may act as yous authosized sepresentaave. In chis case. you do not have to designate
the health care provider in writing,

Caan 1 provide additional information aboul my claim?

Yes. you shoold include any information you believe will help vs in evaluating yous appeal.
You should inctude: the name, 11 sumber, snd daytime phone numbes of the member, a
deseription of the problem; all relevant dates; names of health case providess or administrative
seaff mvolved; and details of any sccempe chat has been made w sesolve the problem

Can [ request copies of information relevant to my claim?

Yes, you may sequest capies (fice of charge). It ous deaision was based on a coverage guideline
o1 medical nceessity critenion, we will provide thae information on request fice ol charge.

You can sequest copies of this informacion by concacting us at our Membes Scrvice Center.

What happens next?

It you appeal, we will seview our decision and provide you with a written deternunanon wichisn
30 days. If yous health plan is subject to the federal ERISA law, you have the right o bnng o
lawsuit. You can bring a lawsuit under Seecion 502(a) of ERISA, if. after completing the inember
gricvance program review, you disagree with ows decision. If we continue to deny the payment,
coverage, o1 service requested or you do not seceive a tisnely decision, you may be able co
1equest an excernal seview of vour cluim by an independent third party, who will seview the
denal and issue o il decision

Other resources to help you:

Fos questions about yous sights. chis notice, o1 for assistance, you can contact the Emplovee
Benctits Sceurity Administration at 1-860-4H-FRSA (3272). Additionally. a consumer assistance
program may be able to assist you at www.massconsumerassistance.org.

Additional Information
Language Assistance
“To obtain language assistance, please call the ll-fice Member Scrvice number on your 11 cand.

Q Y | S Aol
P (Bsy ): Para ol

de Arcncidn al Nicmbso gue ligus cn su tarjera de identiticacian,

1 asistencia en espafiol, llame al nimeso gratuito de Servicio

fugalog (Tagalog): Kung kailangan ninyo ng culong sa Tagalog tumawag sa libreng sumero ng
telepono ng Serbisyo sa Miyembro na nakasulat sa inyong 1D card.
Chinese (t4173): GBRETHRF 50D G5 T - MRS SRS,
Navajo (Dinek Dinck’ehji shika’ a’dowol ninizingo, kwoji hodiiiné 144 jiikeh béésh
bee’ hane’jj T*84 doolé’¢ bina’ishdilkidgo yechikd’adoojoh éi binumber bee néého’dolzin
bhiniiyé noanitinigii bikas® doo.

Claim Codes

Chiim codes ate submited by health cate providers to Blue Cross Blue Shicld of Massachuscres
and used to deteimine coverage for sarvices iendered. Membess likely know about theis
trcatment and diagnosis based on theis interactions wich thei healch care provider. However,
members may request chac any applicable trcatment and diagnosis cades and their meanings,
for the sesvice listed in the enclosed claim notice, be sent ro chem by Blue Cross Blue Shicld
of Massachusects. ‘Th make such a request. the member or cheir auchorized representative muse
to the Memb dd included with this notice,
and must also include a copy of the claim summary siotice accompanying chis stacement.

submit 4 signed and dated ¢ Service
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FOR ALEXANDER GREENSPUN

What is this?

This summary shows the amount covered by Blue Cross for the
claim(s) below, and the amount that is your responsibility.
This is not a bill; your health care provider(s) will bill you directly for

the amount not covered.

PAYMENT OVERVIEW

Adjusted amount charged

The amount charged by your health care

07017 2895783 021051 042101 0002/0003

SUMMARY OF HEALTH PLAN PAYMENTS

MASSACHUSETTS

Summary Date: 05/09/14 @

Member information
Service for: Alexander D Greenspun
Member ID number:

Group Plan Number: -

provider(s) based on Blue Cross' contract rates. $362.17
Amount covered
Benefits provided by Blue Cross for your
medical services. $362.14
Your financial responsibility Copayments $0.00
The amount not covered by :
your Blue Cross health plan. Deductible $0.00
Th|§ includes copayments_, ol Iranes $0.00
co-insurance, and deductible.

Not Covered $0.00

$0.00

View up-to-date information about your health plan.
Go to bluecrossma.com/membercentral

Keep for your records
Page 2 of 4
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Adjusted amount charged
“——  Amount your
provider Blue Cross Adjusted
charged discount amount
$465.03 -$102.86 $362.17
Glossary

Blue Cross discount

Your savings from the discounted rate Blue Cross
negotiated with your health care provider.
Copayments

A fixed dollar amount, typically collected at your
medical appointment, at a doctor's office or other
medical facility.

Deductible

The amount you pay for specific services each
plan year before Blue Cross starts paying.
Co-insurance

The amount you pay for specific health care
services, calculated as a percent.
Out-of-pocket maximum

The most you'll pay each plan year for health care
services, including copayments, co-insurance, and
deductible amounts.

Health care provider

A doctor, hospital, health care professional,or
health care facility.

(For a detailed breakdown of your payments please see next page) D

Blua Cross Bue Shield of Massachusells is an independent Licensoce of the Blue Cross and Blue Shidd Association



HEALTH PLAN PAYMENT BREAKDOWN

Your financial respm;li'bility calculation -

Amount charged
Amount your

Service Service provider Blue Cross Adjusted Amount | Your financial Not covered S :

date type charged discount amount covered | responsibility| | Copayments;  Deductible} Co~insurance; (seenotes);  Total cost| See notes

N - - it !iame: Alexander Claim #: 26141016331900
PREVENTIVE

04/09/14 | MEDICINE $180.00 -330.94 $149.06 $149.06 $0.00 $0.00 $0.00 $0.00 $0.00 - $0.00 A
OTHER MED

04/09/14 | SERVICES $100.00 -323.16 $76.84 $76.84 $0.00 $0.00 $0.00 $0.00 $0.00 . %000 A
OTHER MED i

04/09/14 | SERVICES $50.00 -$35.32 $14.68 $1468 $0.00 $0.00 £0.00 $0.00 $0.00 80,00 A
OTHER MED 2

04/09/14 | SERVICES $45.00 -34.48 $40.52 $4052 $0.00 $0.00 $0.00 $0.00 30.00 - $0.00 A
OTHER MED

04/09/14 | SERVICES $45.00 -34.48 $40.52 $40.52 $0.00 $0.00 $0.00 $0.00 30.004 - $0.00 A
OTHER MED

04/09/14 | SERVICES $45.00 -34.48 $40.52 $40.52 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 A
OTHER MED B

04/09/14 | SERVICES $0.01 $0.00 $0.01 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00¢ - §0.00 B
OTHER MED

04/09/14 | SERVICES $0.01 $0.00 $0.01 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 - §0.00 B
OTHER MED ' ‘.

04/09/14 | SERVICES $0.01 $0.00 $0.01 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00 . $0.00 B

Subtotal $465.03 -$102.86 $362.17 $362.14 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00

Grand Total $46503|  -$102.86 $362.17 $362.14 $0.00 $0.00 $0.00 $0.00 $0.00 $0.00

HAVE QUESTIONS?

Call the number on your ID card.

To see the amount you've paid toward your deductible
and out-of-pocket maximum, log in to Member Central at :

Or log in to your account at
www.bluecrossma.com/membercentral. bluecrossma.com/membercentral

For TTY, call 1-800-522-1254

0@

Keep for your records

MASSACHUSETTS
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