A guide to your new Explanation Of Benefits (EOB)

An EOB is an explanation of your benefits at the time a claim is processed. It is a description of the claim process.
The new EOB contains claim detail for all claims submitted for you and your dependents under your plan.
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Statement Of A separate page will be enclosed with your EOB if we have reprocessed a claim resulting in a dollar

Open Items amount due back to Horizon BCBSNJ, this is known as an account receivable. The separate page will
list the amount that was originally due and any amounts subtracted from claim payments to satisfy
the account receivable. When this occurs, a summary will appear on the first page of the EOB.
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A - Date From/To

The dates services were provided to the patient.

B - Service Description

A brief explanation of each service.

C - Billed

Amount charged by provider for each service on the claim.

D - Other Carrier

The amount paid by another insurance carrier, including Medicare.

E - Allowed

The amount we approved for payment prior to the deductible, coinsurance or other member
expenses (if any).

F - Not Covered

Any amount of the fee charged for the service that is not covered by Horizon BCBSNJ; expenses
not covered or in excess of your benefits. You may be responsible for this amount in addition
to any deductible and coinsurance amounts

G - Reas (Reason) Code

These codes refer to specific messages below each claim which help explain how we
calculated our payment.

H - Deductible The amount applied to this service under your benefits contract. You are responsible for this
amount. You pay this amount to the provider

| - Co-Pay Co-Ins The copayment or coinsurance amount which is your responsibility after you have met your
deductible, if applicable. You pay this amount to the provider.

J - Paid The total amount paid to you or your provider for the service performed.

K - Annual Maximum** - Individual Deductible

The total deductible amount that each covered person must satisfy in each benefit period.

L - Annual Maximum** - Individual Coinsurance

The total coinsurance amount that each covered person must satisfy in each benefit period.

M -YTD* Satisfied** - Individual Deductible

The actual deductible amount that each covered person has satisfied during the benefit period.

N -YTD* Satisfied** - Individual Coinsurance

The actual coinsurance amount that each covered person has satisfied during the benefit period.

O - Annual Maximum** - Family Deductible

The total deductible amount that the entire family must satisfy in each benefit period.

P - Annual Maximum** - Family Coinsurance

The total coinsurance amount that the entire family must satisfy in each benefit period.

Q -YTD* Satisfied** - Family Deductible

The actual deductible amount that the entire family has satisfied during the benefit period.

R -YTD* Satisfied** - Family Coinsurance

The actual coinsurance amount that the entire family has satisfied during the benefit period.

*YTD =Year to Date

**Not applicable to all plans




