READING YOUR E@B

See the key on the back side of this page for help understanding the various parts of your
Explanation of Benefits (EOB).
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Family level maximums apply only when multiple family members are enrolled on the plan.
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Summary for plan year 07/01/2010 - 06/30/2011

Satisfied Maximum
Plan Year Deductible - Individual
| 15 | pian Year Deductible - Family
Plan Year Out-of-Pocket - Individusl
Plan Year Ou-of-Pocket - Family

| myFirstChoice puts you in the dnver's seat. View your claims history and account mformation on-line atmyFirstChoice.fchn.com
You have the rlghttn meahfm dxsapumﬂtﬁe decision made on your claim_ The appeal must be in wniting and must mclude the reasons for your

Lin# the decs and d tation related to your appeal.
Please refer to your plan booklet, brochure or other d tion to obtamn specific mformation on your appeal nghts. There may be ime himits
restricting your nght to appeal.
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Key to vour Explanation of Benefits (EOB)

9.

Information specific to the Plan Participant (not necessarily the patient).

Information specific to this particular claim, including provider and patient names and a unique
claim number.

Billed Amount. The amount the provider charged for the service.

Contract Adjustment. The amount the provider has agreed to write off. This is not part of the
patient’s responsibility.

UCR/MEE Adjustment. For out-of-network providers, the amount that is charged beyond the
MUST Allowable charge for this service, plus the non-network differential. The provider may bill
the patient for this amount.

Allowed Amount. This is the amount that MUST will process according to the Plan Benefits (de-
ductible and co-insurance may apply).

Not Covered Amount/Reason Code. An amount MUST is not covering, as of the date of this
EOB, and the reason the amount is not being covered.

The patient’s responsibility (as it pertains to this claim) in the areas of co-payment, deductible,
and co-insurance.

Amount paid by another carrier(s). This is not part of the patient’s responsibility.

10. Amount of this claim paid by MUST.

11. The amount of this claim that is the patient’s responsibility. This includes co-payments,

co-insurance, deductible, and any MEE adjustments.

12.Information specific to this claim: date of service, procedure, and diagnosis codes.

13. Totals for all line items represented on this claim.

14. Additional detail — if available on any items listed in #7 — will appear in this section.

15.Plan Year Summary Data. Often referred to as Accumulator Information, this section details the

out-of-pocket amounts that the participant has accumulated towards his/her individual and fam-
ily (if applicable) deductible and out-of-pocket maximum amounts as of the date of this EOB.

16. Original Print Date. The date of this EOB.



