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Customer Service

Forwarding Service Requested

Website:

Phone:

sanfordhealthplan.com
(800) 499-3416

JHSE 13.139
RANISATE,ALLISON ELIZABETH
3508 10TH AVE N
GRAND FORKS ND 58203

EXPLANATION OF BENEFITS
Keep this statement for your records.

THIS IS NOT A BILL.

This explanation of benefits (EOB) shows services you recently received for the date range below, including what Sanford
Health Plan paid your health care providers and your share of the costs for these services.

Member Name: Allison E Ranisate
Member ID Number: 50006582101
Statement Date: 10/18/21

Page Number: Page 1 of 3

Summary of claims included on this statement is from 10/13/2021 - 10/18/2021

Amount billed $398.00 This is the total amount billed to Sanford Health Plan by your provider(s).

Amount saved by using an in-network or participating provider (if applicable). Sanford Health

Plan discount $128.26 Plan negotiates lower rates with these providers to help save money.

Amount not $0.00 This is the portion of your bill that is not covered by your benefit plan. You may or may

covered : not need to pay this amount. See the Claim Details section for more information.

\Iﬁ/g;:hsglnezgrgai d $239.74 Sanford Health Plan paid a total of $239.74 to your provider(s) for your health care.

What | may $30.00 This is the amount you owe after plan discounts and what Sanford Health Plan paid.

owe : This includes services for care that may not be covered by the plan.

You saved You saved $128.26 off your care (total amount billed) by using your Sanford Health Plan
32.2% coverage and network providers.

For up-to-date information on your deductible, coinsurance and out-of-pocket maximums,
log into to your secure member portal at sanfordhealthplan.com/memberlogin.

IMPORTANT MESSAGES

To learn more about your benefits, please look in your Plan Documents. For questions or concerns about the

claim(s)/service(s) listed, contact Customer Service at the number above.

If you disagree with how Sanford Health Plan paid your benefits, see the attached Appeal Rights and Form for important information
on how to ask the Plan to review your case. Submit the attached Appeal Form, contact Customer Service or log in to your Member

Portal at sanfordhealth.com/memberlogin to file an appeal.

Please see detailed claim information on the following page(s).
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Plan Benefit Year: 01/01/2021 through 12/31/2021

PPO Individual Deductible

$0.00 $500.00

Used Remaining
PPO Individual Coinsurance

$0.00 $1000.00

Used Remaining
PPO Family Deductible I

$42.11 $1457.89

Used Remaining
PPO Family Coinsurance

$0.00 $2000.00

Used Remaining
BASIC Individual Deductible

$0.00 $500.00

Used Remaining
BASIC Individual Coinsurance

$0.00 $1500.00

Used Remaining
BASIC Family Deductible 1

$42.11 $1457.89

Used Remaining
BASIC Family Coinsurance

$0.00 $3000.00

Used Remaining

Login into your mySanfordHealthPlan account at sanfordhealthplan.com/memberlogin to
view the most up-to-date cost share information.
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How to Read your Explanation of Benefits (EOB)

Sanford Health Plan wants to help you understand your health care coverage. An Explanation

of Benefits (EOB) is not a bill; it explains how your benefits have been applied. It also shows
what Sanford Health Plan paid for your care and what amount you may be responsible for.
Review your EOB carefully along with any bills you receive to make sure both statements match.
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@ Claim Number: 1234567

Q Provider/Vendor Name: DOCTOR NAME / FACILITY NAME/PLACE OF SERVICE

Q Medical Service Details Member Benefit Amount Provider May Bill You G
® @ 06 O Oo| o0 o o
’ Type of Amount Plan Amount Paid ; ; Amount Not *
Service Service Billed Discount by Plan Copay Deductible Coinsurance Covered Notes
XX/XX/XXXX = . <claim
X/XX/XXKX <type of service> SXXXXX. XX SXXXXX. XX SXXXXX. XX $XX. XX SXXXXX. XX SXXXXX. XX SXXXXX. XX notess
Claim Total: SXXXXX. XX SXXXXX. XX SXXXXX. XX $XX.XX SXXXXX. XX SXXXXX. XX SXXXXX.XX
Amount You May Owe SXXXXX.XX
*Notes
<claim notes>

@ Date of Service: The date(s) you received care.

Q Claim Number: Reference number Sanford Health
Plan assigned to the submitted claim.

G Type of Service: Type of medical service received.

@ Provider/Vendor Name: The provider or
facility you received the service from.

G Amount Billed: Amount the provider or facility billed
for the service.

Plan Discount: Amount saved by using an in-
network or participating provider (if applicable).
Sanford Health Plan negotiates lower rates
with these providers to help save money.

Amount Paid by Plan: The maximum amount
Sanford Health Plan allows a provider or
facility to charge for the service(s).

Copay: A set amount you pay for certain services,
such as an office visit.

SVHP-3731 Rev. 10/19

@ Deductible: The amount of covered expense that
must be paid by the member before Sanford Health
Plan begins to pay. For example, if your deductible
is $1,500, Sanford Health Plan won't pay for covered
benefits until you've paid $1,500 for services that
are subject to the deductible, which may include
labs, imaging, procedures and hospitalizations.

0 Coinsurance: The percentage of the payment that
you are responsible for, once the deducible has
been met. Co-insurance amount is calculated on the
amount paid by the plan. For example, if you have
a $100.00 service after you've met your deductible
and your coinsurance is 80/20, the Plan will pay for
80 percent ($80) and you will pay 20 percent ($20).

@ Amount Not Covered: Any amount that may
not be covered by your benefit plan.

Notes: Important information; these numbers and/or
codes explain more about how claim was processed.
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