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Get to know your Explanation of Benefits

Page One Covers the Basics

— EXPLANATION OF BENEFITS 1. Confirm your policy ID.
e TR Log into www.healthselectoftexas.com 2. Learn how to download the mobile app and access your claims online.
* View plan and claim details 3 F d h | f | tact d |

L. . . . . . » Contact us through our secure Message Center . N eInTuUl contacts anda a ajossary.

As a HealthSelect™ participant, when you get care, your health care provider submits a claim to Blue Cross and Blue Shield of Texas (BCBSTX) for your medical or mental health + Sign up for digital health plan info P ) y
services. BCBSTX processes these claims and sends you an Explanation of Benefits (EOB) Addrese o ot o mealh e prower :
‘ P y P ‘ éﬂ:f‘;ﬁ:t o Zipcode Text GOBCBSTX 0 3633 0 dovrioad e 9 OnP age Two You Can:

mobile app.

An EOB is not a bill. It shows the services you got, how much each service costs and how much your HealthSelect plan reduces those costs. It lets you know how much your | | At A Glance, Confirm The:
medical plan covers and how much you might owe in copays, coinsurance or deductible. Have questions about this EOB?

Personal Health Assistants are here to help!

D [ ]
SUBSCRIBER INFORMATION 1-800-252-8039 L. Patient
HEALTHSELECT OF TEXAS ey
Member ID#: 000 Group #: 000 5. Provider

any amount you may owe. KEEP FOR YOUR RECORDS. o
HELPFUL INFORMATION Get The Details

[ Dear Participant Name, 6. 30|icy Information
ex s o u rn ey : An Explanation of Benefits (EOB) is a statement showing how claims were processed. This is not a bill. Your provider(s) may bill you directly for

Glossary of Terms: We have described below some of the terms in this EOB. If you have questions, contact a Personal Health Assistant at

1-800-252-8039 or you may also find additional information on these terms in your Master Benefit Plan Document at healthselectoftexas.com. YOUR BENEFITS APPLIED—ThiS SECtion Shows your IiSt Of serVices and how
D;(\i/t;(r:]ttiit\)}::czrsee; :rr\zgggt you must pay out-of-pocket each calendar year for covered services before the Plan begins to pay for anything except they're coverEd.
1. Alex recently saw her primary care provider (PCP)when : | ,
. . L. Coinsurance: the percentage of allowable amounts you are required to pay for certain covered health services. 7, SU mmal’y Of SE[’VlCES
she wasn't feeling well. A few weeks after her visit, Alex ‘ N R 2 Bilied i th I Seor billod for th ,
) ) ) i ) ut-of-Pocket Coinsurance Maximum: the most you are required to pay each calendar year for coinsurance. . mount led Is t e tota amount our orovider billed for t e Services.
gets an EOB in the mail. She mistakes it for a bill and calls -. | . | | yourp
"- opey: he seldollar amountyou afe fequred o pay for cerial coierec heallh senices. 10. Amount Covered (Allowed) is the amount billed (8) minus any discounts or reductions (9)
a BCBSTX Personal Health Assistant for help. ’- . . . . o ‘ y '
Inpatient Copay Maximum: the most you are required to pay each calendar year in copays for inpatient stays in a hospital or for inpatient care for ol op® . . . .
. . . . mental health services, serious mental illness services, or substance use disorder services. There are separate network and non-network inpatient “. Health Plan ReSp0n3|b|l|ty IS the portlon we pald tO yOUI’ pI’OVIder.
2. Raj, a BCBSTX Personal Health Assistant, explains the EOB is copay maximums for this plan.
i i i Total Network Out-of-Pocket Maximum: the most you are required to pay each calendar year for applicable network deductibles, coinsurance, and See Your COSt Share
nOt d bl” lt |etS her knOW the COStS 0 the mEdlcal SEIVICEs copays. The total network out-of-pocket maximum includes both medical and prescription drug services.
she got. Alex tells Raj she doesn't understand the EOB. What Pation: the person who received medical or mental healh sevices. YOUR RESPONSIBILITY—This section shows your member cost-share amounts, including:
dO ”CUI nsuran Ce” and ”D Ed Uuc tl bl E” Mea n? Subscriber: the participant who is the employee, retiree, or other person enrolled in the Plan as provided for under the Act, and who is not a ]2 D d bl
. dependent. . Jeductiple
N\ ' p . . . Health Care Fraud Hotline: 800-543-0867
3. After RaJ answers her ques’“onsl Alex NOW UnderStandS Health care fraud affects health care costs for all of us. If you suspect any person or company of defrauding or attempting to dgfraud Blue Cross ]3. Copays
- - i , : and Blue Shield of Texas, please call our toll-free hotline. All calls are confidential and may be made anonymously. For more information about
her EOB and feels confident she'll understand EOBs she ‘ heallh care fraud, please o o bebst.com. 14. Coinsurance
gets in the future. She downloads the BCBSTX Appsoshe = 15. Amount Not Covered
- has easy access to claims and coverage details SUBSCRIBER INFORNATION i i i
: HEALTHSELECT OF TEXAS 16. Your Total Costs is the sum of your copay, deductible and coinsurance. You may owe
. Member ID#:000000000 Group#:000000000 . . o« e .
: CLAMDETAL  (tof1) o Prsona e Astans s e el 10252403 less if your provider collected any of these payments before beginning services. It also
PATIENT: Participant Name st Bl _ . . .
PROVIDER:Proviertame e e e includes any amounts not covered by your health plan. The total cost in this column
CLAIM #: 000000000 DATE PROCESSED: 05/12/2021 Health Plan Resoonsibit . . . . .
ou ot ot el o rovidr for e s e details the amount shown in the claim summary. It does not include any amounts that a
YOUR RESPONSIBILITY non-participating provider may bill you.
socousrpton ST At Slod OO Cog MO Ot 00 i, Aol | YouTo :
. 4 (Allowed)
Hel pful Te rms copay: The SEt dO"l"' amount y0u ("'e reqU'rEd tO pﬂy fOr Medical Visits 05/04/2021 230.00 (1)115.31 114.69 89.69 25.00 25.00 GEt "ore Informatlon
certain covered health services. B P Your EOB may include a little more information about:
. . CLAIM TOTALS 6 $261.97 Q $138.65 @ $123.32 m $98.32 @ $0.00 @szs.oo @ $0.00 @ $o.oo@ $25.00
J If you.a['e em'0"0d in Hea.lthsem(:t Of Texa.S, .y0u !)a.y 325 fOI' a.n II'I'I'IEtWOI'k :::Lz::z:e:el:ir;ec::j:a::;lv;:;o;lt:r:iI;I;:,n;n?f32 to Provider Name on”05-12-21.Notes about @ 17. TOtaI Covered beneﬂts approved _ This iS the amount and the date we paid your pl’OVidEl’.
cOinsuranceo The percentage of a”owab'e amounts you are PCP VISIt a.nd sllo for an In-network speCIaIISt VISIt: Preventlve ca.re from (1) The amount billed is more than what is allowed for this service. Your provider should not bill you for any balance over what is allowed. The tOtaI matCheS the tOtal in the Health Plan ResponSibi“ty COlumn (TI).
requ'.rEd to poay for certain covered hea’th serVices your PCP IS covered at ]00%. If you're enro“ed ln consumer DlreCtEd (2) This service should not be billed as a separate charge. Itis part of another service performed on this date. Your provider should not bill you for this. @ 18 Numbered notes give more details about discounts and reductions (9) and any amounts
. . . Healthse'?clt' your plan doesn t have CORays. You pay co.lnsuran?e f?r For your up-to-date Medical Spending summary, visit Blue Access for Members®™ on our website, the BCBSTX Mobile App or call the phone number on the @ that aren't Covered (]5).
If you are enrolled in HealthSelect of Texas® or Consumer Directed HealthSelect™, y most services once you meet your deductible. But preventive care is still ot D121 T 25021 T ot st e 5210 e 575010 ettt , ,
you pay a 20% coinsurance for most in-network care, when applicable- covered at 100%, and you don't have to meet your deductible for that. Benefit Period: 01-01-21 Through 12-31-21 To date $1,006.72 of the family $13,500.00 in-network out-of-pocket maximum has been met 19. Health care plan Mmaximums help you track your yearly OUt_Of_DOCkEt totals so you II'know

when your patient cost-shares are met.

Allowable Amounts: The maximum amounts the plan Deductible: A set amount you must pay out-of-pocket each

could pay for benefits for covered health services with in- ~ | calendar year for covered services before the Plan begins to

network providers. ~| pay for anything except preventive care services.

The allowable amount limits how much you could pay because an in-network If you are enrolled in HealthSelect of Texas, this applies only if you go out- X )

provider cannot balance bill you for covered services. An out-of-network of-network. If you are enrolled in Consumer Directed HealthSelect, you Have queStIOHS about HealthSelect medical or mental health coverage?

provider may bill you for the difference "etf"’e,e“ the amount the)! tfharge and have a 52,100 lnd.lwdual or Slr,.200 family deductible for in-network care, Call a Blue Cross and Blue Shield of Texas Personal Health Assistant toll-free at (800) 252-8039 (TTY: 711), Monday-Friday, 7 a.m. - 7 p.m. and Saturday, 7a.m. - 3 p.m. CT., or visit the HealthSelect of
the allowable amount your plan covers; this is called balance billing. and you have a higher deductible for out-of-network care. Tevas® website at www. healthselectoftexas. com.

Blue Cross and Blue Shield of Texas is the third-party administrator for HealthSelect of Texas® and Consumer Directed HealthSelect®".

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Assaciation
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