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1. Alex recently saw her primary care provider (PCP)when HELPPUL INFORMATION g ,
. .. Glossary of Terms: \We have described below some of the terms in this EOB. If you have questions, contact a Personal Health Assistant at 7. Summary Of Serwces
She Wasn't fee“ng WE”. A feW Weeks after her V|S|’[' AleX - 1-800-252-8039 or you may also find additional information on these terms in your Master Benefit Plan Document at healthselectoftexas.com.
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2' RaJ, q BCBSTX Personal Health ASSiStant, explains the EUB iS Out-of-Pocket Coinsurance Maximum: the most you are required to pay each calendar year for coinsurance. “' Health Plan ReSponS|b|||ty IS the portlon We pald tO your prOVIder°
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Total Network Out-of-Pocket Maximum: the most you are required to pay each calendar year for applicable network deductibles, coinsurance, and 'Iz Ded U Ctlble
S\ 0 P . . copays. The total network out-of-pocket maximum includes both medical and prescription drug services. ‘
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: visit an or an in-network specialist visit. Preventive care from R o | . | : i
co,nsurance: The percentaqe Of a"owab'e amounts you are . o I? . . (1) Th.e amomimt billed is more th'an what is allowed for this se.rwce.Your provider sr.10uld not bill you for.any balance over'what is aIIowed.l | The tOtaI matChes the tOtal IN the Health Plan ResponS|b|l|ty COlumn (TI).
our PCP IS coverEd at 100 /o. If oure enrOIIEd in consumer DlrECtEd (2) This service should not be billed as a separate charge. It is part of another service performed on this date. Your provider should not bill you for this. @ . . . .
required to pay for certain covered health services. y , y ) 18. Numbered notes give more details about discounts and reductions (9) and any amounts
HE&'thSElECt, your plan doesn t have copays' You pay co"‘surance for 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 (15)
If you are enrolled in HealthSelect of Texas® or Consumer Directed HealthSelect™, most services once you meet your deductible. But preventive care is still ekohowrBeart. » . | '
o . . . . . Participant Name - Benefit Period: 01-01-21 Through 12-31-21 To date this patient has met $26.10 of her/his $6,750.00 in-network out-of-pocket maximum. 19 Health care plan maximums help ou traCk our earl Out_of_pocket tOta|S SO Ou’” kﬂOW
you pay a 20 /O COIHSUI'ance fOI' mOSt In'HEtWOI'k Cal'e, When appllcable. covered at ]00%, and you don t have to meEt your dEd“Ctlble 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. : h t. t t h y t y y y y
3 wnen 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?
' ' ' 100 individual or $4,200 famil tible for in-network care, : : : »
provider may bill you for the difference be‘!"’":e" the amount the¥ tfharge and ha\(;e @ slzl 100 lnlt‘l.lv:‘duad 0 J S t'btlmf @ lt, dt;duct b eko etwork 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.
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