| HUBIET

\ Frovider kxplanation ofMedicaIPa}mentRepart ety
Prieiger Number Provider Wame Date through which claims were procassed THIS ISHNOT A BILL Page
22083828 00838 FETER A SHIAIKO MD FC ].[I!EE!EUDE Retain fDr"ourRECOIdS 1
Line. | - Procedtize Date {Praceduee Cod Dot
B I |7 Amount Y IRt R
PATIENT HAME: PATIENT#: 19251 CRERATION LOCATION/GROUPH 2456%4-2-3213156 RECETVE DATE: 1M/12°2005 FROCESS DATE: Ios2%
MEMEER  MAME: - SUBSCRIBER#: REF#:  S6A0529150048 CHECK®: 00220728865
1| 1oerszo0s TiBTZ 175.00 175.80 o, 0L 0,00
2 | 1pasznos Ti3TH 160, B0 95.17 4. B2 20.40 0.00 .84
3 | Longzong 74999 22840 112,510 112.5{ g.410 0.6 0 A
5 | I0062005 Figa2 200.00 35. 29 104.71 0.09 0.00 95.29 B
5 | 1n0&r0ts SEFOD 20,0 224,37 73.82 0.00 0.00 226.37 3
| TOTAL 198041 529,33 530.47 20.00 504, 33
1 -
i | ¥2, 25991 HAS BEEW AFPLIED T THE UNLIHITED EMDIVIDLAL. LIFETINE HAXIMUM
i ]
o ' BALANEE. . uviienns... $20,00
i | RHY WAIT FOR THE MAIL? YIEW ZLIGIBILLIFY, BEMEFITS OR CLATH nEnns LINE
T ANYTIME AT HTTR://WHM. CIGMA . CHHEAL THAFROVIDZR
| PAYMENT DF $509.33 TO PETER A SIMAIED MJ
! IR: BXF
. | PATIENT MAHE: PATIEMFH: 1925F OPERATION LOCATION/GRGUF# 24654-9-3213136 BECEIVE BATE: 10232096 PROCESS DATE: 1i/25
HEMSER  HAHE: SUBSCRIBER®:  ULZS5aga9 REFE:  a5B0620806770 ) CHECK#: 02207 Z88aE
Yo le152008 35713 102.400 52.97 45.18 20.08 0. 50 a.ae 32.82 B
T 10E32M0s 51793 3. 60 17.25 1z2.7% 0.00 000 17.25 3
! TOTAL 1z2.om 70.07 51.93 0. 0 5007/
¥2,5308.98 HAS DCEH APFLIED T0 THE UNLINITED ENDTVIDUAL LIFETINE HAXIHLM
- h Eﬁ[AHCE ................... 520,00
PAYNENT OF $50.97 ¥O DETER A SINAIXO HD
| $YS 65
- 4Y OME OF THE BILLER CRGCEDURES HAS BEEW DEMIET BECAUST T
IS NOT TYPIZALLY PERFORHER AM THE SaE DATE OF SERYICE
AS THE OTHE? 3TLLED PROCEDURES. ) .
B THANK YOU FiR #SIMG THE CIGKA REALTHCARE FREFERRED
PROVIOER CREAMIZATIEH WETHOEX. THIS REPRESEWTS Youp
SAVINES. S0 ¥0U ARE %07 S¥AUIRED TO FAY THIS AHDUNT,
FHLS PROVIDER IS PROINIBITED FROM. BILEIMG FRE PATIENHT
FOR FHE DTFFEREMCE. IF ¥OU HAWE ALREADY PAID THE
ANOUNT 1IN FULL, FLE'SE RESUEST REIHBURSEMENT FROM VIUR
PROVITER .
P
| ,
1 i s
FPraclaim Provider EQP Summany

G430 03-Z3-2005
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Flaaxa Retain

“alight Account: 19330  Patient [D'#: 0590830043
Viember |D: W109996313

e g
AETHA LIFE INSURANCE CDN*E

Relalion: Spause Member: BEVERLEY J GEORGE JORDAN Graup Number: 860799.24-001 ¢ P4
: ' Group Nama: TYCO INTERNATIONAL (US) ING. Produgl: Aelna Cholced

Claim ID: POXJDWKGEDD Recd 011107 i Melwoik 10: 00408 AETHA FHUICE._

LT NuM, | SUBMITTED NEGBTIATED coray war SER DEDUCHBLE co PATIENT - o7 PAYAR,

 SVCE  CHARGES AMOUNT AMGUNT  PAVADLE  REMARKS WHSURANCE RESP i

2HiHfU8 - | 11 76942 1 20000 153.00
Thiod:: | 14 76872 1 175,00 122,00
231 76376 22600 27500 1
121808 " 4 14 55700 . 1 350.00 232.00 3000
{roios-+ |11 76999 . |1 30000 | 150,00
- TOTALS . 1,300.00 658,00 20,00 2rouy
-

ISSUED AMT: -

ks : : o
1 r_f’Aéﬁiﬂqu does not consider any portion of this service as a Reasonable Charge because the service is incidantal (o ather sorvices provided fa e 4
i Batiént for which reimburseiment was or wil be considered. '

B

o

Questions Regarding This Claim =~ | |
.19251',109:ELTPAS_D:‘.TX:= 79998:1109 - Total Patient Responsibllity:
B32-3862: FOR ASSISTANCE ‘

ihhok abéve far prompt response,

Claim Payment:

Total Paymient to: PETER A SINAIKO MD

.

. ' . v . - ; !..1
the'pr'!irﬂcy of mamber health infermation is & top priotity at Aatna, When contacting us about this statemant o for halp with other questions, plouhf
lo provide your Agtna provider number, tax identification number (TIN), or Social Seautity numbar (SEMY, in additien to the Astna member's ID s
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» VENDOR I1D: 0021981000
VENDOR NAME: PETER A. SINAIKO
CHECK NBR 3102400559 DATE 11/24/2006 FAGE 13 OF 18
DATES DF SRVCE| REVENUE CODE| DRG/HUPCS/MOD/NDC POS TOTAL UNITS
AMOUNT BILLED |PROVDER NONCOV| MEMBER NONCOV REMARK. CODE | ALLOWED AMT MER RESP
CONTRACT AMT | DTHER INS PAY -DEDUCTIBLE CO=LNSURANGE | GO-PATYMENT PENALTY AMOUNT PAID
PATIENT CONTIMUED FROM PREVIOUS FAGE —~
11/03-11/03/06 76376 11
$275.00 %£275.00 $0.00 BPC F0. 00 $Q, Q0 ‘
$275.00 $0_00 $0.00 $0.00 $C. 00 $0.00 S §0.00
11/03-11/032/06 76299 11
£A00 . 00 %300.00 4000 EFC $0. 00 %0, 00 J
¥300.00 $0.00 RO .00 0 OD ) £03. Q0 $0.00 $0.00 !
11/03-11/03/08 76242 . . i 1
2£200.00 0. 00 $0.00 CRR00.00 ‘ $0.00 y,
$93.00 %0 ._Q0 Q.00 E0. 00 © %0.00 50 Ul $93.00
11/08-11/03/06 55700 11 o
$300, 00 $0.00 | 30.00 $300.00 i Ta a"s) S
$260.00 %£0.00 $0.00 $0.00 $0.00 . $0. 00 $260.00
o TOTALS FOR THIS CLAIM
AMOUNT BILLED PROVDER NONCOV MEMBER NONCOV  ALLOWED AMOUNT MBR RESP NUMBER CLAIMS
1, 2m0_ 00 F5TE. 00 $&. 00 $675.00 TO.00 1
CONTRACT AMT OTHER INS PAY DEDUCTIBLE CO-INSURANCE CO-PAYMENT = PENALTY | AMOUNT PALID
$928.00 $0.00 0, Q0 $0.00 S0 00 $0.00 $353.00
TOTALS FOR THIS PATIENT
AMULNT BILLED PROVDER NONGDY MEMBER NONCOV  ALLOWED AMOUNT MER REEP MUMBER CLAIMS
$1,352.00 $575.00 . %0.00 HTTT .00 : $15.00 2
CONTRACT AMT OTHER TNS PAY DEDUCTIBLE CO-INSURANCE CO-PAYMENT PENALTY AMOUNT PAID
HOET . &G £0 .00 $0.00 $0.00 $15.00 $0.00 $377.36
' . . USI NO ‘ o
PATLIENT NAME ~ INSURED NAME MEMBER 1D HNO PT ACCOUNT ND .. S5:CLAIM NUMBER
] r T ‘ 3006993600 16628 MH: 2511150607867
14520655800
11/08-11/03/08 76872 ‘ 11
$179.00 . B0.00 $0.00 PER BRC C 175,00 j ... . $0.00 | Yy,
S0.00 ‘ $0.00 $0 .00 F0.00 TN ALA N $O.00 A 50,00
11/03-11/03/06 76376 11 ‘
F275.00 F2TL.00 H0. 00 BlRC . F0O.00 0 D0 //
$275.00 $0.00 %0.00 $G. 00 50,00 $0.00 $0.00
11/03-11/03/06 758949 |
£300. 00 $300.00 $0.00 BPC Q. Q0 0. 00 ,/
$300.00 $0. 00 $0.00 %0.00 1000 $0.00 0, 00
11/08=-11/03/706 768942 11 1
F200.00 50, 00 3. O0 £200 .00 &0 00
$92.00 $0.00 $0. 00 $0.00 %£0. 00 ‘ 0,00 // $93.00
11/03~11/03/06 ‘ B5700 11 1 '
$£300.00 H0. 00 $0.00 300,00 ‘ $0.00
$260.00 $Q.00 $0.00 30,00 . %0.00 40.00 $2680.00
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roos angd Blue Bhicld Asnogialion

.,r"’/ e and with Higlinark Biue Shield -Llndept:ndc.'m Licgnaaus at fhe Blue C
- U —
o~ o 1125UCD503010010141 -
T ' VENDOR 1D: 0021381000
. VENDOR NAME: PETER A. SIHAIRO

CHECK NBR 310200553 BATE 11/214/2006 PAGE 12 OF 18

patTES OF svece| REVENUE CODE DRG/HGPCS/MOD/NOC P i T
\AHDUNT BILLED \PROVDER NONCOV| MEMBER NO " TOTAL UNRLS

‘ MCQY REMARK,

GONTRAGT AMT | NTHER INS PAY| . DEDUCTIRLE REMARK CODF . ALLOWED AMT

L

WMER RERR ot

UST ND

PATIENT NAME INSURED NAME MEMEER ID NO a7 ACCOUNT NO  SS:CLATH NUMBCR

P CoT 7014352500 13856 WH - 2511150607866
$ 7220020400

11/03-11/63/06
£175.00
%0.00

) - iawr T .. o
Lo kb T
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mpm and wilh Higheark Blue Shlald « ideponden! Licenaces of e Diue Criss aull Ellm:_; Sllll-éllni Af‘rocl‘lllc}n S
. %’l 1124UC0503010010 144 —_
- VEN 0021981000

DOR |D:
VENDOR NAME: PETER A. SINAIKO
CHECK NBR 3102400559 DATE 11/24/2006  PAGE 18 QF 18
DATES OF SRVCE REVENUE CODE DRG/HCPCS/MOD/NDC ‘_m;bs - M}E¥LL uﬁ%%g--m -
AMDUNT RTI).ED PROVDER MNONCOV MEMBER NOMNCOY REMARK COQODE ALLUWED AMT MER RESP
CONTRACT AMT OTHER INS PAY DEDUCTIBLE CO~-INSURANCE| CO-PAYMENT PENALTY AMOUNT PAID

REMARK CODES:

ERVICE PROVIDER NO PREAPPROVAL
pas THIS SERVICE IS CONSIDEREDS INTCGRAL TC THE

PROCEDURE, THEREFORE MO ADDITIONAL PAYMENT 1% DUE .

PDS KEY:
21 HOSPITAL INPATIENT
i1 OFFICE VISIT

PRIMARY
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and with Highmark Rlis Shisd - ladepondont Lieonsoes of tho Bleg Srets und Blug Shiald Assegalien

. VENDOR iD: DD!]EB]DDD
VENDOR NAME: PETER A. SINAIKQD
CHECK NBR 3102380898 DATE 11/16/2006  PAGE 17 OF 17
DATES OF SRVCE REVENUE CODE| DRG/HCPCSE/MOD/NDC PO%S TOTAL UNITS
AMOUNT BILLED |PRDVRDER MNOMCOV MEMOLCR MHONCOW REMARK CODRE ALLOWED AMT MBH RESF
CONTRACT AMT OTHER IMS PAY DEDUCTIBLE CO-INSURANCE{ CO-RPAYMENT PEMNALTY AMIOUNT PAID

AMOUNT ~ ="' ™%

Yo
CONTRAC: am

TOTALS FOR THiIS CLAIM
TOTALS FOR THIS PATIENT

TOTALS FOR H OUTPATIENT - HMO POS DOMESTIC CLALMS
PROVDER NONCOY MEMBER NONCOV ALLGWED AMOUNT

$0.00
ITHER INS PAY
$0.00

TO_0O0
DEDUCTIBLE
$0.00

AMOUNT BILLED
$13,397.00
CONTRACT AMT
T0,070.48

TOTALS FOR PETER A. SINAIKD
TOTALS FOR THIS PAYMENT

PROVDER NONCOV MEMBER NOMCOY ALLOWED AMOUNT

$0.00
QTHER INS PAY
30,00

%0.00
DEDUCTIBLE
F0.00

MBR RESP
174 0N .
CO~INSURANCE CO~PAY.._iv1
%0, 00 T
MBR RESP
$13,397.00 $702 .40
CO-INSURANCE CQ-PAYMENT

SV .40 $545 . Q0

REMARK CODES:
=lac]

INFORMATIONAL REMARK CODRE;

UR PROVIDER.

HUMBER CLAIMS

1
FENALTY
RO 00

AMGUNT FAID

‘NUMBER CLAIMS
34

PENALTY

%0.00

AMDLNT DATH

NO ACTION REQUIRED BY THE MEMBER

THE SERVIGE IS COMSIDERED MUTUALLY EXCLUSIVE. REIMBURSEMENT

I3 INGLUDED IN PAYMENT FOR OTHER PRULEUUHES.

PER
BE76
P33
PROUEDURE ,

POS KEY:
21 HOSPITAL IMPATIENT
11 QFFICE VISIT
22 HOSPITAL QUTPATIENT

CLAIM PROCESSED AT THE SELF REFERRED BENEFIT
THIS SERVICE 15 CONSIDERED INTEGRAL TO THE PRIMARY
THEREFORE NO ADDITIONMAL PAYMENT ¥% nur




UNITED HEALTHCARE INSURANCE GOMPANY
SPRINGFIELD SERVICE CENTER
30555

PQ BOX
SALT LAKE CITY, UT 84130-05%5

PHONE: (288) &72-5311

PETER A SINAIKD
PETER A SINATKO MD
240 TOWN CENTER DR STE F100

HZ-00797%05%002792-PO-07032-C0-418-CN O 110

CFPADD-GEOETS

UnitedHealthcare

A UnindHealth Group Company

U

DATE : ozs01707
TIN: 23-z0p2828
GROUP #: a22asms
GROUP NAME ; sRAcLE, INe.
CHECK. NUMBER : U4 93103060
SIHERKAMALINGE 557806

PROVIDER
EXPLANATION

PANGHORIE PA 1047 OF BENEFITS
PATIENT DETAIL
PRODUCT MEW. ID PATIENT PAT PATIENT MEMBER CONTROL DATE PROVIDER
HAME REL ACCOUNT HANE NUMBER RECFIVEN|  OF SRAOVICE
CHOVC+ [A 822803368 EE | 18218 153117532601 |01./22/07 |P. A SINAIKD MD
CHOYC+ |4 822893385 EE |1g218 01522198473-01103/11/07 |P. A SINAIKD MD -
SERVICE DETAIL .
PATIENT  (DATES OF | DESCRIPTION ANOUNT NOT FROV Ap | Amount  {oepters Peav|  parp To RMK | PATIENT
NANE SERVICE | OF SERVICE CHIRGED COVFRER DISCOUNT | ALLowep | copdv  |cov FROVIDER | v RESF.
o1/41/07 80213 102,00 51.50 E0.50 10,00 100% 40.50 b e
. SUBTOTAL 102,00 &1.50 £0.50 10.00 40. 404 10.00
OI/Q6/07 THETE o0 75.15 589.55 1005 99,85 o?? o
01/05/07 275.00 12%.62 145,38 100% A
D1/06/07 76959 500..00 300.00 300.00 00 147 fea
01/05/07 76942 200.00 01,29 ag,71 100% 98,71 Df «
0170507 Eovinn 360,00 156,38 193,62 100% 193.62
SUBTOTAL 1,300.00  300.00 762.44  537.56 537 564
TOTAL PAID TO PROVIDER $578.06

REHARER
o1l

PROFESSIONAL AND THE AMOUNT ALLOWED
FOR THIS SCRVICE. THE PATIENT I5 ALSO KESFONSIBLE
(14) Egggsls NOT A

SEPARATELY REIMBURSAELE SERVICE DR SUPFLY. A%

THANK YOU FOR USING A NETWORK PHYSICTAN OR OTHER HEALTH CARE PROFESSIDNAL ., WE HAVE APFLIED THE CONTRACTED FEE.
PATIENT IS MOT RESPONSIBLE FOR THE D§$F$'I:\"ENEE BEKEIIE_EN THE AMOUNT RE
NT »

CHARGED BY THE PHYSICIAN QR HEALTH CA
ENCEFT IN =TTUATIONS WHERE THERE IS AN ANNUAL BENEFIT MAX
ANY CORAY, DEDUCTIBLE AND COIMSURANCE AMOUNTS

FOR .
REMINDER; SUFPLY CDDES SHOULD BE SUBMITTED WITH |

[ #) PAYMENT OF BENEFITS HAS RFEN MADE IN ACCORDANCE WITH THE TERNS OF 1HE MANAGED CARE SYSTEM.

y— Retach Check

Detach Check -



Page 1 EXPLANATION OF BEREFITS

PETER SINRIEQ BIGHMARE MEDICARE SEFVICES

PROVIDER #: 185473 CHECK DATE: 12/15/20¢(6
FILE ¥AME : 07HZ 0915055.001 CHECE# : 107857931
PERF PROV SERV IATES |POS|HOS |PROC & MODS | BELLED| ALLOWED | DECTCT | COINS| GRE /RC-AMT | PROV PO
EIC 1BE262510a ACHT 19271 ICH 1106332326430 MAD] MEl18 T
E79931GCHE 1117 111706 11 1 TBETZ 175.00 128.06 4.00 23.61 CO-47 16,144 102, 45
FR-2 25,861
179931GCH 1117 111706 11 1 16376 275.00 154, 34 0.040 3L.88 C0-az 115. 61 127.51
—— ER-Z 31,88 —
1799%31GCH 1137 111706 11 1 76399 : 300,00 .00 0.40 0.00 CO-B15 300,00 G.00
34
1799316cH 1117 111706 11 1 TEILD 20000 154,87 .00 31.96 Cp-42 20.18 127.85
PR-Z 31 96
179831660 1117 111706 11 1 S5700 22 350.00 241.95 0. 00 48.3% Co-42 108.05 193,56
PR-2 48,30
PAT RESP 137,04 CLAIM TOTALS 1300.00 6849, 22 0.40 137.84 748, 52 551.30°
CLATHM IMFCRMATION FORWARBED TO: BCAS 0F MICHIGAN ASG ¥ 551,38 HET
CEECK TOTAL TOTAL TATAL TCIAL TOTAE TCCATL TOTAT,
AMOIIHT CLAINS BILLED ALLONEDR DEBGCT COINS BL—-AMT PRV BPD
551,38 i 1300, 10 529,22 0.00 137.84 748.62 551. 38
FILE TOTLL TOTAL TOTAL TOTAL THIAL TOTAL TOTAL
CHECES BILLED ALLOVWED DEDDCT COINSG RC-IT PEAY D
1 1300.00 £B3.22 0.00 137.84 748.62 551,34

El

ERRH B4R iR A R R S S R RS S R S SR L3 4 4
GLOSSARY OF EXPLAMATICN CODES:

REF S D R R I F R 20 S BB BB B B SRR 2E R 20y

Ma01 [Initial Part B determinaticn, carrier or intermediary]--if vou do rot agree with what we aporoved
for these services, you mar appeal our decision. {more]
18 The claim informetion is also being forwarided te the patient’s supplemsntal insurer. (more)

Claim Adjustment Group Codes:
co = fontractual Obligations

CE = Corraction and Rewersals
0h = Other Adjustmencs

PI = Fayor Initiated Reductions
PR = Fatient Resporsibility
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Page 4 EXPLENATION OF BEUEFTTS
PETER BItAlXD EIGHMAEK HEDICARE SERVICR:
PROVIDER £: 168543 CHECK DATE: 92/05/2407
FILE MAME : $THI 0915055, 0oz CHECTE : 16795813
PERF ROV |SERV DATES (POS NOS [PROC & MoDS {  BILLED} ALLORE [ DECACT | COXNS| GRP S RC-LMT] PROV Pn)

FR-2 1%. 01
PAT RESP 11.29 CLAIM TOTALS 232. 00 209,45 @.an 11.89 64,44 167,56 -
CLALE TWECRMATICN FORWREDED TO: HIGRMEEK TRC . nSG Y 1£7.56 mar

_ - HIC 1382625103 ACHT 19771 ICR 1107809428280 Mn0: h

17993160K 1137 131705 31 1 76999 30,00 0.an 0.4a0 0.00 CO-B15 30700 0. an

HMB0 jx 7
PAT RESE o.an TLATH IOTALS FIno_gn 0.00 0. 00 4.0 3nd.0g 0.00 .

ASG ¥ G.00 mge.

gt T
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page ¢ ZHITLANATION OF BEHRREFIIS
i A BIGHMERF. MEDICRRE SFRVICES
PETER SIHALKD
PROVIDER 4: 16BEE3 CHECKE LCRTE: 0270542007
FILE WRME : 07H2 U¥i5055.002 CHECKR . 13T95E13L
PERF PROV | SEBRY IRTES | POSLHOS 1EROC & HODS | RILLED ALTORED Y IEDGCT| CoTAs| GRP.-"RE_-P.MTL EREM E5‘}1
pAT BESE 162.83 CLAIM TOTALS 5T5.90 29k, 14 L31.80 31.63 447 .62 127.34 /
CLALE TREORMLT TEH FORWARDED FO: BETAR, IHZ- AsG ¥ 127 3L neT
L BLLIL EK1Lakasiesmmocam m S STTTT S o = _ .._._____-_.._-...._...-___.—-_—___——..--_.-_-_.-;A_A__-..—_‘.-___"...__—.-_—---_—_-——-——_--___.-____-___,,____._____..
e ———— e T T T e s e e T ALATATE DAGED . Bnll MRLE
EIC 1941214188 ACWT 10561 TCHE 1L0T0LEZ32560 wAOL MELE e —_——
173931GoN  0los ole507 1% 1 16872 175.00 136.73 0.0 27.3%5  Co-42 38.27 100 3F
PR-2 27,33
F7o93lEcH  clos 0135067 111 76376 275 .00 54.78 0.00 t0.95 CoO-42 220.22 43,082
PR-2 10.95
179931GCRm  0L0S 013507 111 TERIS 300 .00 0.0 0.0a0 0.00 Co-B15 0 - 300,97 0. ﬁ*
[ZE:D)!
1799312CH  0LG6 010507 11 % FE12 200, 30 11%.55 ¢.0o0 23.91 ©o-42 a0. 43 95. 61
PR-2 23,91
179493160 DLES 010507 111 55700 35000 265.03 g.040 53.21 ©O-42 B3.97 ©212.82
“ER-2 33,21
PAT RzESP 11E5.43 LT TOTALS 1300.00 577.0% (] 115,42 835.34 L /
CLAIM TNEOREMATICH TIRUARDED TOH: LIGHMARE LHC. AEE Y S61 .66 EET -



Provider Mumber:

s Provider Name:

oGoisBh4e3
PETER SIMAIKG, MO, PC

Page

2 of 2
DECEMRER 15, 200&

BATE(S] | HDH “REVENUES FAT- ACH- THGH- WMERBEL ML EWMCONTIST
oF oF PROCEDURE  |MENT| oo P Allowaucs | ctamceaBle iche | uamwTY  iLus s PAID ot
sve SYCS coDE CODE : AMOUNT  CODE|  AMOUNT icome| {* = MEMBER}
PATIENT ACCT ¥ PATIENT: CLAIM HUHBER:
MEMBER IJ: PFPBO0&35351 06331090514

MEMBER :

55:00 | Joos!
156,50 | 0080
TFEZRG [

265,00
CLAIM TOTALS . 401,50

598,50

CLAIM MUMBER:

PATIERT:
06345566522

PATIENT ACCT
MEMBER :

¥:
MEMBER ID: PFFBOOA3635000

CiLalM TOTALS

MESSAGE{S):

J0084 1f vou have guestioms, pleasa call 1-864-731-8080.

Je057 Unusual Procedural Servizes wera raported. ~he supporting documentation was considered, but daes not
warrant an additienal pavment. .

ESZ3L Reimbursemant for this sarvice is considered fo be a portion of another service which has been allowed.
Therefore, ne payment can be made for this sarvice.

J20510 Charges not skown on this Explanation of Benefits are being preocessed separataly.

NON-“HARGEABLE AMOUNT CODES: - MEMBER LIABIEITY COTES:

SHIELE oF =

FAYMENT CODES:

023 = PREMIERELUE Rejected Mon-Billahle
Services
25 = Differaniial

HIPsA-covered entities are required o obtain a National Provider [dertifier {(NPl} by 5/23/07. On that date, Highmark will reguire all NPI-sligible
: 'p_ro'\riders o use NPIs on claims. Apply now for an NP at https:ﬁngp‘es.;ms.ti}__s.gr.’:ﬁ. Watch your dighmark provider newsletler for ypdates.

PFons00l

“HIGHMARK. |

BLUE SHIFLD





