READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.




READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight

Ebuckner
Highlight


READING YOUR EXPLANATION OF BENEFITS

CLICK ON SUBJECT TO HIGHLIGHT:

PATIENT TOTAL CHARGE CODE(S) SUMMARY
PROVIDER TOTAL PAID DATE OF SERVICE YOU MAY OWE
CLAIM NUMBER DEDUCTIBLE/CO-PAY EOB NUMBER PERCENT PAID

GROUP BENEFIT ADMINISTRATORS EXPLANATION OF BENEFITS

2621 SOUTH 3270 WEST

SALT LAKE CITY, UT 84419 Page: 1

800-657-5377 Date: 01/01/07

EOB No: 0000000000

PATIENT NAME Group: TEAMSTERS
PATIENT ADDRESS
CITY, STATE ZIPCODE
The following information is an explanation of the benefit determinations for claims which have completed processing.

*** THIS IS NOT A BILL ***

DEDUCTIBLE / OUT OF POCKET SUMMARY

01/01/07-
Name Description 12/31/07
PATIENT MAJOR MEDICAL DED | $100.00

MAJOR MEDICAL OOP | $200.00
MAJOR MEDICAL OOP | $500.00

INDIVIDUAL MEDICAL LIFETIME MAXIMUM SUMMARY

Claim: 200701010000 Patient: PATIENT NAME Provider: PROVIDER NAME
Procedure Code
Date of service Description Charge Ineligible | Code Deductible | CoPay | %Paid | Amt Paid | Paid to You May Owe
01/01/07-01/01/07 OFFICE VISIT $75.00 $10.00 | 10001 $0.00 $10.00 100 $55.00 | DOCTOR $10.00
01/01/07-01/01/07 SURGERY $100.00 $15.00 | 10001 $0.00 $0.00 90 $76.50 | DOCTOR $8.50
CLAIM TOTALS $175.00 $25.00 $0.00 $20.00 $131.50 $18.50
Code Reference Description
This is the Preferred Provider Discount. The patient is not responsible for this
10001 amount.



Ebuckner
Highlight

Ebuckner
Highlight


