How to read your Explanation
of Benefits statement

The Explanation of Benefits statement (EOB) outlines the cost of the care you
received, what your plan covers and what you may owe directly to the providenr.

As a remindernr, the EOB isn’t a bill. Your doctor’s office will send you a bill if you owe

them a payment for your visit.

Below are some tips for understanding what you may see on your EOB. You can always call Centivo Member Care at
the number on the back of your ID card if you’re having trouble understanding anything on your EOB.

Summary of
your claim

Summary of your claim:

Amount Billed

77 GOODELL STREET, SUITE 510

BUFFALO, NY 142031243 ACME

Forwarding Service Requested Partnership Plan

Sponsored by Acme Corp

NEED HELP?

PENELOPE JACOBS For any questions, please contact the Centivo

120010 ORCHARD ROAD Member Care Team at 833-576-6491 or send us
amessage through the Centivo app or member
portal at my.centivo.com.

GROUP ID: | ACME1
MEMBER ID: | ACME 1654321

PATIENT NAME: | PENELOPE JACOBS
Go Paperless

Hi Penelope,

This is an Explanation of Benefits for recent services you
or your dependent received from a healthcare provider.
This is a summary of what you owe the provider — IT'S
NOT A BILL. Use this to verify the accuracy of any bill

$112.00
§70.00
$42.00
$0.00
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This is the amount that your provider billed to Centivo.

$112.00

Member Savings

This is your savings for being a Centivo plan member.

$70.00

Portion Your Plan Paid

Portion You Owe
This is what you should be billed by your provider.

CENTIVO.

$0.00

This is the total amount that you owe the provider. Remembenr,
this is not a bill, so be sure to match this amount to the bill that you
receive from the providenr, when it arrives.

~——

$42.00 H This is the total amount that your plan paid to your providen.




Breakdown of the

Patient Name: ~ PENELOPE JACOBS Provider Name:  Linda McCavoy, MD

service(s) received ———

Your responsibily o th provider

Dato of ‘Amount | Member | Amount | Amount | Other ns.

Srin | wersenic | ARt | NSy | Anowes i P st copsy

m/mm‘ Office Visit | $100.00 | $6500 | $35.00 | $000 | $0.00 | $35.00 | $000 | $000 | S000 | S000 | o1
5700

owovzs| tabwox | sizoo | sso0 | s700 | soo0 | sooo 000 | 5000 | so00 | so00 | o1
Claim Total 11200 | §7000 | $4200 | $000 | $000 | s4200 | s000 | $0.00 | $000 | $0.00

|

‘Addiional Messages
N Provider NSA.

This is the date of This is the amount This is the amount allowed to This is the total amount This is the total amount that you owe to your
your appointment/ that your provider be billed for this service or that your plan paid to provider and should match the amount on
L service. billed to Centivo. procedure under your plan. your providenr. the bill that you receive from them. )
J, J, \l, J, Your responsibility to the provider.
Date of A t | Memb A t | A t | Otherl Amount Re
ate o . moun ember moun moun er Ins. . . eason
Service Type of Service Billed Savings | Allowed |NotCovered Paid Deductible| Copay |Coinsurance|You Owe Code
04/01/24 Office Visit $100.00 $65.00 $35.00 $0.00 $0.00 $35.00 $0.00 $0.00 $0.00 $0.00 01
04/01/24 Lab work $12.00 $5.00 $7.00 $0.00 $0.00 $7.00 $0.00 $0.00 $0.00 $0.00 01
Claim Total gp $112.00 $70.00 $42.00 $0.00 $0.00 $42.00 $0.00 $0.00 $0.00 $0.00 N
R \
This is the type of service This is your savings This is the amount This is the amount you owe This is where
or procedure that was for being a Centivo that is not covered based on your plan’s deductible, you can find more
billed by your providen. plan member. by your plan. copays or coinsurance. details about your
claim, if necessary. )
Reason Code Description
01 There is no out-of-pocket cost for visits with your designated Primary Care Team.

Py pakd your provider fo thet servics

Summary of your
out-of-pocket costs ===—"¢ ¢ I

i —
- -
-
p L
‘Out-ot-Network — Family Deductible -
‘Out-of-Network — Individual Out-of-Pocket Max L2
Out-of-Network — Family Out-of-Pocket Max -
updated on the date ed
This is what you’ve paid out of your These rows display your annual deductible and out-of-pocket
pocket for healthcare services so maximum, how much of your deductible you’ve met to date
far this plan year. These amounts and your remaining balance to still be met. Once you meet your
may include pharmacy costs. deductible, the plan will begin paying a portion of the cost of care.
SUMMARY OF OUT-OF-POCKET COSTS
Annual Amount (-) Applied to Date |, (=) Remaining Balance
In-Network — Individual Deductible $1,000 $400 $600
In-Network — Family Deductible $2,000 $500 $1,500
In-Network — Individual Out-of-Pocket Max $2,500 $400 $2,100
In-Network — Family Out-of-Pocket Max $5,000 $500 $4,500

Need helo? > Rememben, you can always call Centivo Member Care at the number on
e =lp the back of your ID card if you need help with understanding your EOB.
C.
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