
Group Number:

UnitedHealthcare Insurance Company

HealthSmart Benefit Solutions Inc.

3320 West Market St. 

Suite 100

Fairlawn, OH 44333

Issue Date:

$$EOBEOB000000027108928

Customer Svc Hrs:  8:00 A.M - 5:00 P.M EST

Member Number:

Questions?  Contact us at:1-800-331-1096

123 Main Street

Your Name Here

Anywhere,  USA     12345
123456789

ABC Company

Group123

January 1,2016

Patient's Name

Type of Service

Service

Date(s)

Amount 

Claimed

Discount Patient Responsibility After Payments
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Sample Patient # 1

Claim Number: 15012750-01 Finalized: 1/26/15Provider: Doctor #124

 451.52MEDICAL SUPPLY  0.00  0.00  281.06  0.00  0.00 70% 0.00  50.00  120.46 12/20/14

 451.52  0.00 Totals:  0.00  281.06  0.00  0.00  50.00  120.46 

Patient Responsibility

 

 451.52 

 0.00 

Claim Number: 15012750-02 Finalized: 1/26/15Provider: Doctor #125

 190.83MEDICAL SUPPLY  0.00  0.00  133.58  0.00  0.00 70% 0.00  0.00  57.25 12/18/14

 190.83  0.00 Totals:  0.00  133.58  0.00  0.00  0.00  57.25 

Patient Responsibility

 

 190.83 

 0.00 

Claim Number: 15012750-03 Finalized: 1/26/15Provider: Doctor #126

 184.50MEDICAL SUPPLY  0.00  0.00  129.15  0.00  0.00 70% 0.00  0.00  55.35 12/17/14

 184.50  0.00 Totals:  0.00  129.15  0.00  0.00  0.00  55.35 

Patient Responsibility  184.50 

 0.00 

*This claim and all other claims shall remain subject to all Policy provisions and Exclusions/Limitations.  We reserve the right to 

investigate for Pre-Existing Conditions and applicable Exclusions/Limitations.*

Electronic EOB's are now available!  When medical claims have been paid for any family member you may receive your family EOB via your personal 

e-mail address.  To enroll simply e-mail your first and last name, date of birth, member identification number, group number (listed on your 

identification card), and email address to AkronEOB@healthsmart.com

Your next monthly explanation of benefits, if any claims are processed, will arrive the week of: 02/07/2016
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