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Thank you for choosing Blue Shield. 
To see the extra services and support available to you, go to www.mylifepath.com.

Notes
The provider of service has agreed to accept the allowed amount as payment in full. The subscriber is responsible only for deductibles, 
copayment amounts and non covered items.

Messages
If your plan requires hospital pre-admission review, you or your physician must contact our pre-admission review department or the 
designated third party review organization prior to your next planned stay to avoid additional out-of-pocket costs. For Shield Select, 
preferred savings, and preferred plans call 1-800-343-1691. For HMO plans call 1-800-444-0402. For third party review organizations,  
refer to your Evidence of Coverage booklet, certificate of insurance or ID card for the telephone number.
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EXPLANATION OF BENEFITS
This is NOT a Bill

Retain for your records along with any provider bills.

This Explanation of Benefits (EOB) is to notify you that 
we have processed your claim. It clarifies your payment 
responsibility or reimbursement. 

Your claim information is also available in the My 
Health Plan section of www.mylifepath.com. If you 
have any questions about this document or your benefits, 
please call us at (800) 200-3242.

 Group ID: 0PH0001-0000
Group Name:  PUBLIC EMPLOYEES RETIREMENT
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Issue Date: 06/04/04
EOB Number: 547262580
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1 of  3Please see reverse side for more information.

Service 
Date

Type of Service and
Procedure Number

05/08/04

05/10/04

05/10/04-
05/13/04
05/10/04-
05/13/04
05/14/04

05/14/04

OUTPT LABORATORY 
80053
OFFICE MEDICAL
84436
HOME MED EQUIP
A4595RR
HOME MED EQUIP
L3800RR
PHYSIOTHERAPY
97110
PHYSIOTHERAPY
97140

Amount
Billed

35.00

14.00

32.00

10.00

23.00

14.00

128.00

Amount
Allowed

35.00

9.50

32.00

3.75

23.00

9.00

112.25

Amount
We Paid

35.00

0.00

32.00

0.00

7.00

0.00

74.00

Non
Covered

0.00

0.00

0.00

0.00

0.00

0.00

0.00

Deductible
Notes

0.00

9.50

0.00

3.75

16.00

9.00

38.25

Copayment/
Coinsurance

0.00

0.00

0.00

0.00

0.00

0.00

0.00
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Patient Responsibility

Claim Totals:

DETAIL Provider:  LABORATORY CORP OF AMERICA HOL
Preferred Provider:  YES

Provider billed
for services

You pay provider
before we begin

payments
Preferred providers
accept as payment

Patient Name: TAYLOR SMITH Subscriber ID: J23456789-0000 Claim Number: 12345678900000

CLAIM SUMMARY AT A GLANCE

Your claim was received 05/27/04 and processed in 8 days.
We paid LABORATORY CORP OF AMERICA HOL

Network savings:                                $15.75

Patient responsibility:                        $38.25

Amount we paid:                                  $74.00

Amount billed by Provider:               $128.00

(Amount saved by using a network provider.)

(Amount you paid or owe to provider.)

Deductible Status
As of 06/06/04, TAYLOR SMITH has met $38.25 of the $500.00 
annual deductible for 2004.

How to read your Explanation  
of Benefits (EOB) 

1.	Patient responsibility 
	 The amount you are responsible to pay the provider.   
	 It consists of deductible, copayment/coinsurance,  
	 and non-covered amounts 

2.	Network savings 
	 The amount you saved by using a Blue Shield  
	 network provider. 

3.	Service date 
	 The day or dates the patient received services. 

4.	Amount billed 
	 The amount your provider billed for the services  
	 you received.

5.	Amount allowed  
	 The amount used to calculate your benefits  
	 for the services provided.

6.	Amount we paid 
	 The amount we paid to your provider or you.

7.	Non-covered 
	 The portion of the amount billed not covered by  
	 your plan. You are responsible for this amount. 

8.	Deductible 
	� The dollar amount that you must pay for covered  

services each year before we start paying benefits  
under your plan. You are responsible for this amount. 

9.	Copayment/coinsurance   
	� The predetermined amount (copayment) for  

which you are responsible or a percentage of  
the cost (coinsurance) for which you are  
responsible, based on your plan benefits.  
You are responsible for this amount.

blueshieldca.com

Helpful definitions – see your Evidence of Coverage for additional information
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