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SAMPLE MEMBER
Issued:12/29/23Claim #:  000000-000-00  Pat. Acct. #:  X0000000000  Provider:  SAMPLE PROVIDER   Network: BCBSIL PPO

 443.00 MEDICAL CARE  0.00  224.62  218.38  0.00  0.00 100% 0.00  0.00  0.00 04/04/2023 HC1  

 443.00  224.62 Totals:  0.00  218.38  0.00  0.00  0.00  0.00 

Patient Responsibility  0.00 

 0.00 

Reason Code Descriptions:

DISCOUNT AMOUNT (ALLOWED) IS A LOWER PROVIDER FEE BCBSIL NEGOTIATED. DEDUCTIBLES, COINSURANCE AND   

COPAYS ARE BASED ON THIS AMOUNT. COINSURANCE IS A PERCENTAGE OF THE ALLOWED AFTER DEDUCTIBLE IS MET.

HC1

Please see your Summary Plan Description for a more detailed explanation of your plan benefits, exclusions, and maximums. 

The dollars displayed on this statement are as of the Print Date and are subject to change. Your next Consolidated 

Explanation of Benefits, if any claims are processed, will be issued no later than the week of: 02/11/2024
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You may appeal if you think you have been denied benefits in error. For all levels of appeals and reviews 

described below, you may give a written explanation of why you think we should change our decision and 

you may give any documents you want to add to make your point. For appeals, you may also make a 

verbal statement about your case.

Send a written appeal request to: Claims Office

PO Box 25946

Overland Park, IA 66225-5946

IMPORTANT INFORMATION (Retain for your records)

Your Right to Appeal

If we have denied your claim for benefits, in whole or in part, for a treatment or service, rescinded (see your 
Benefit Booklet for details) your coverage, or denied or limited your eligibility, this document serves as part 
of your notice of the denial decision.

Authorized Representative

To file an appeal or if you have questions, please call the phone number on the first page of this EOB or 

on your ID card, send a fax to 888-860-6962, or send a secure email using our Message Center by logging 

into MyBlueElementMT.com.

You can name a person to act for you (including an attorney) on your appeal or external review - known as 

an “authorized representative.” To use an authorized representative, you must first complete the necessary 

form. Call us at the number above to request the form, or to get more information if the person this 

document was sent to cannot act on his or her own. In urgent care situations, a doctor may act as your 

authorized representative without completing the form. 

Standard Appeal

What happens 

next?

You, or an authorized representative (see above process for choosing someone to act for you), may appeal 
in writing or by phone. To send an appeal in writing use the contact information above and include any added 
information you want to give us as well as: 

* A copy of the decision letter or Explanation of Benefits (EOB)

* The reference number or claim number (often found on the decision letter or EOB)

You can get copies free of charge of your relevant claim documents, including the rules, codes and 

guidelines we used in making a decision. To request the copies, use the contact information above. Unless 

your plan says otherwise, you have 180 calendar days from the date you received our initial decision to file 

your initial appeal.

We will send you a written decision for appeals that need medical review within 30 

calendar days after we receive your appeal request, or if you are appealing before 

getting a service. All other appeals will be answered within 60 calendar days.

Expedited (Urgent) Appeal

You, your authorized representative, or your doctor, can ask for an expedited appeal if you or your doctor 

believe that your life or health could be threatened by waiting for a standard appeal. To do so, you, your 

doctor, or your authorized representative, should call the phone number on the first page of this EOB or on 

your ID card or fax your request to 888-860-6962. You have 180 calendar days to file your expedited 

appeal request. You may also ask for an Expedited External (Outside) Review, as described below, at the 

same time by calling the phone number on the first page of this EOB or on your ID card.

If you qualify for this type of appeal, we will give you a decision by phone within 72 

hours after we receive your appeal request.

What happens 

next?
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Expedited (Urgent) External Review

You may ask for this type of review if:

* failure to get treatment in the time needed to complete an Expedited Appeal or an External Review
would seriously harm your life, health or ability to regain maximum function;
* the request is about an admission, availability of care, continued stay or health care service that you
received with emergency services, before your discharge from a facility;

* the request for treatment is experimental or investigational and your health care provider states in
writing that the treatment would be much less effective if not promptly started; or,

* we failed to give you a decision within 72 hours of your request for an expedited appeal

The IRO that does the expedited external review will decide if the covered person needs to complete the 
expedited (urgent) appeal process before the Expedited (Urgent) External Review can be started. If you think 
your case may qualify for an Expedited External Review, call the phone number on the first page of this EOB 
or on your ID card.

What happens 

next?

If you qualify for this type of review, the IRO will give you a decision within 72 hours.

Notice about Provider Appeals

If you used an in-network provider, your provider may be able to file an appeal request for benefits you’ve 

been denied. You and your provider may file appeals separately and at the same time. Deadlines for filing 

appeals or external review requests are not delayed by appeals made by your provider UNLESS you have 

chosen your provider to act for you as your authorized representative. Choosing your provider to act for you 

must be done in writing. If your provider is acting on your behalf, then the provider must meet the deadlines 

you would have to meet to file such requests. 

Additional Rights

If you receive your benefits through an employer, you may also have the right to bring an action under 
Section 502(a) of a law called ERISA. To learn more, call the Employee Benefits Security Administration at 
866-444-EBSA (3272).
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Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language 

assistance.  We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or 

disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file 

a grievance. 

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960
Chicago, Illinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights, at:

U.S. Dept. of Health & Human Services  Phone: 800-368-1019

200 Independence Avenue SW  TY/TDD: 800-537-7691

Room 509F, HHH Building 1019 Complaint Portal:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC  20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html 
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