
 
 
 
 
 
 
 

 
 
 
 

 
 Employee Name 
 Address 
 City, State  Zip 
 
 
 

 
 

 
 
 
 
 

      Statement Total: 

L 
  i 
   n 
     e 
     # 

Service 
Dates 

Service 
Description 

Charged 
Amount 

Non 
Covered 

Allowed 
Amount 

Other 
Insurance 
Payment 

Deductible 
Amount 

Coin-
surance 
Amount 

Copay 
Amount 

Plan 
Paid 

Amount 
You  
Owe 

Member:        N00123123123  Last, First                                                                             Claim Number:    1100076558XXX 
Provider:       100085                                                                                                            Group:   CXXX455   EMPLOYER NAME 
Paid To:                                                                                                                                 Paid Date:                                                Check #: 
 
001 
002 

 
11/02/05  
11/02/05 

 
312 
460 

 
193.25 
320.00 

 
0.00 

 
75.88 
82.05 

 
 

 
75.88 
82.05 

 
0.00 

 
0.00 

 
0.00 

 
75.88 
82.05 

  Claim Total: 513.25 0.00 157.93  157.93 0.00 0.00 0.00 157.93 

Charged 
Amount 

Non 
Covered 

Allowed 
Amount 

Other 
Insurance 
Payment 

Deductible 
Amount 

Coin-
surance 
Amount 

Copay 
Amount 

Plan 
Paid 

Amount 
You  
Owe 

513.25 0.00 157.93  157.93 0.00 0.00 0.00 157.93 
 
 
 

Line # Claim #                    Explanation of Payment Codes and Comments 
001             1100076558XXX      JV   Copy of EOB sent to Ben-E-Lect 
002  1100076558XXX     JV   Copy of EOB sent to Ben-E-Lect  
                                               ***    * 


	Line # Claim #                    Explanation of Payment Cod

