
THIS IS NOT A BILL

Summary Claim Report
EXPLANATION OF BENEFITS

Plan Holder: LAKSHMI MOUNIKA CHERUKURI
(ID # PXN100010313288)
Benefit Plan Year: 01/01/2022 - 01/01/2023
Statement Period: 03/17/2022 - 04/06/2022
Notice Date: 04/07/2022
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WE'RE HERE!
Write: Publix Member Services

P. O. Box 100121
Columbia, SC 29202-3121

Web: Log on to www.MyPublixHealthPlan.com
Toll-free: 866-782-5495 (Monday - Friday, 8:00 a.m. - 8:00 p.m. EST)

PAYMENTS SUMMARY Statement Period
03/17/2022 - 04/06/2022

Your health care providers' charges $17,081.64
Amount you saved $12,757.14
Total amount your plan paid $3,886.00

AMOUNT YOU MAY OWE OR HAVE PAID PROVIDER(S) $438.50

Deductible

$ 500.00 Maximum

$261.50

$238.50

Remaining

Applied

Out-of-Pocket

$3,500.00 Maximum

$3,261.50

$238.50

Remaining

Applied

Each covered individual has a deductible that applies
toward the family deductible. Once the family deductible
is met, all deductibles are met.

The most you could pay during a benefit plan year for your
share of the cost of covered services.

IN-NETWORK BENEFITS AT-A-GLANCE
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GETTING THE MOST FROM YOUR PLAN
Network Providers Save You Money
Your health plan pays a higher percentage when you
use in-network providers. You can easily locate
in-network providers by using the Doctor/Hospital
Finder.

Order ID Cards Online
Lost your ID card? Need one for your student going to
college? It is simple to order it online. Just visit My
Health Toolkit(R).

Other Insurance
Do you or any family members have other medical
insurance? You can update your information today by
visiting My Health Toolkit(R).

Value You'll Find Online
Visit www.MyPublixHealthPlan.com to check claim
status, verify benefits, order ID cards and much more.

OUT-OF-NETWORK BENEFITS AT-A-GLANCE

Deductible Out-of-Pocket

Maximum Applied Remaining Maximum Applied Remaining

LAKSHMI MOU CHERUKURI $1,000.00 $0.00 $1,000.00 $7,000.00 $0.00 $7,000.00

Deductible Each covered individual has a deductible that applies toward the family deductible. Once the family deductible is met, all
deductibles are met.
Out-of-Pocket The most you could pay during a benefit plan year for your share of the cost of covered services.

Get regular cancer screenings

Experts estimate 39 percent
of Americans will receive a cancer
diagnosis at some point. Catch warning
signs early with recommended screenings.

Catch colon cancer early

Colon cancer screenings can help
detect warning signs early and
improve treatment outcomes. If you're
45 or older, talk to your doctor.

Lower your cancer risk

Experts say healthy lifestyle choices
can lower your risk of getting cancer.
Avoid tobacco, limit your alcohol intake
and maintain a healthy weight.

www.MyPublixHealthPlan.com
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MEDICAL CLAIMS for patient LAKSHMI MOUNIKA CHERUKURI THIS IS NOT A BILL

Provider and Service Information Charges and Insurance Payments Breakdown of Member Responsibility

Claim Number
Provider Group

Service Type
Date of Service(s)
Provider Name
Network

Provider
Charges

see Comments
below table

Covered
Expense

Your Plan
Paid

Copay Deductible Coinsurance Not Covered Amount You
May Owe or

Have Paid

2073000WV0000
LAKELAND REGIONAL ME

MEDICAL SERVICES
03/08/2022
LAKELAND REGIONAL MED
In-Network

2,808.00 702.27 502.27 200.00 0.00 0.00 0.00 200.00

OUTPATIENT HOSPITAL
03/08/2022
LAKELAND REGIONAL MED
In-Network

482.00 120.55 120.55 0.00 0.00 0.00 0.00 0.00

OUTPT LAB/PATH
03/08/2022
LAKELAND REGIONAL MED
In-Network

291.20 72.83 72.83 0.00 0.00 0.00 0.00 0.00

OUTPT LAB/PATH
03/08/2022
LAKELAND REGIONAL MED
In-Network

131.04 32.77 32.77 0.00 0.00 0.00 0.00 0.00

OUTPT LAB/PATH
03/08/2022
LAKELAND REGIONAL MED
In-Network

136.24 34.07 34.07 0.00 0.00 0.00 0.00 0.00

MEDICAL SERVICES
03/08/2022
LAKELAND REGIONAL MED
In-Network

111.02 27.77 27.77 0.00 0.00 0.00 0.00 0.00

OUTPT LAB/PATH
03/08/2022
LAKELAND REGIONAL MED
In-Network

290.00 72.53 72.53 0.00 0.00 0.00 0.00 0.00

continued on next page
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MEDICAL CLAIMS for patient LAKSHMI MOUNIKA CHERUKURI
continued

THIS IS NOT A BILL

Provider and Service Information Charges and Insurance Payments Breakdown of Member Responsibility

Claim Number
Provider Group

Service Type
Date of Service(s)
Provider Name
Network

Provider
Charges

see Comments
below table

Covered
Expense

Your Plan
Paid

Copay Deductible Coinsurance Not Covered Amount You
May Owe or

Have Paid

2073000WV0000 continued

OUTPT LAB/PATH
03/08/2022
LAKELAND REGIONAL MED
In-Network

327.00 81.78 81.78 0.00 0.00 0.00 0.00 0.00

OUTPT RADIOLOGY
03/08/2022
LAKELAND REGIONAL MED
In-Network

5,787.00 1,447.31 1,447.31 0.00 0.00 0.00 0.00 0.00

OUTPT RADIOLOGY
03/08/2022
LAKELAND REGIONAL MED
In-Network

5,684.64 1,421.71 1,421.71 0.00 0.00 0.00 0.00 0.00

OUTPATIENT HOSPITAL
03/08/2022
LAKELAND REGIONAL MED
In-Network

161.50 40.39 40.39 0.00 0.00 0.00 0.00 0.00

OUTPT LAB/PATH
03/08/2022
LAKELAND REGIONAL MED
In-Network

128.00 32.02 32.02 0.00 0.00 0.00 0.00 0.00

Claim Total 16,337.64 4,086.00 3,886.00 200.00 0.00 0.00 0.00 200.00

2077077VG0000
RADIOLOGY & IMAGING

OUTPT X-RAY/LAB
03/08/2022
In-Network

321.00 119.25 0.00 0.00 119.25 0.00 0.00 119.25

OUTPT X-RAY/LAB
03/08/2022
In-Network

323.00 119.25 0.00 0.00 119.25 0.00 0.00 119.25

Claim Total 644.00 238.50 0.00 0.00 238.50 0.00 0.00 238.50

continued on next page
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MEDICAL CLAIMS for patient LAKSHMI MOUNIKA CHERUKURI
continued

THIS IS NOT A BILL

Provider and Service Information Charges and Insurance Payments Breakdown of Member Responsibility

Claim Number
Provider Group

Service Type
Date of Service(s)
Provider Name
Network

Provider
Charges

see Comments
below table

Covered
Expense

Your Plan
Paid

Copay Deductible Coinsurance Not Covered Amount You
May Owe or

Have Paid

209405DL70000
LAKELAND PATHOLOGIST

OUTPT X-RAY/LAB
03/08/2022
In-Network

15.00
1

0.00 0.00 0.00 0.00 0.00 0.00 0.00

OUTPT X-RAY/LAB
03/08/2022
In-Network

11.00
1

0.00 0.00 0.00 0.00 0.00 0.00 0.00

OUTPT X-RAY/LAB
03/08/2022
In-Network

15.00
1

0.00 0.00 0.00 0.00 0.00 0.00 0.00

OUTPT X-RAY/LAB
03/08/2022
In-Network

22.00
1

0.00 0.00 0.00 0.00 0.00 0.00 0.00

OUTPT X-RAY/LAB
03/08/2022
In-Network

15.00
1

0.00 0.00 0.00 0.00 0.00 0.00 0.00

OUTPT X-RAY/LAB
03/08/2022
In-Network

22.00
1

0.00 0.00 0.00 0.00 0.00 0.00 0.00

Claim Total 100.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Statement Period Total 17,081.64 4,324.50 3,886.00 200.00 238.50 0.00 0.00 438.50

Comments

1 THIS IS THE DIFFERENCE BETWEEN THE AMOUNT YOUR PROVIDER BILLED AND THE AMOUNT THAT YOUR INSURANCE ALLOWS. YOU ARE NOT RESPONSIBLE FOR THIS AMOUNT.
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WHAT WE MEAN BY . . .

Coinsurance: The percentage of the allowed amount you pay
as your share of the bill. If your plan pays 80 percent, the
remaining 20 percent would be your coinsurance.

Copayment: A set fee you pay each time you receive a certain
service. Some plans or services do not have copayments.

Covered Expense: This represents the maximum amount your
health plan has agreed to pay for a given procedure or service.
It is generally based on the contract between your Blue Plan
and in-network providers. For out-of-network providers it is
generally based on fee schedules set by Medicare.

Deductible: The amount, if any, you are responsible for paying
each benefit plan year before your plan begins to pay. You do
not send this amount to us. You must pay this amount to your
provider.

HRA Paid: The amount paid to your provider from your Health
Reimbursement Account or Health Incentive Account.

HSA Paid: The amount paid to your provider from your Health
Savings Account.

In-Network: Indicates the provider of services participates in
your plan's network.

Less Benefit Limitation: The amount that exceeds the
amount allowed under your plan for this service.

Out-of-Network: Indicates the provider of services does not
participate in your plan's network.

Out-of-Pocket: Is the most you could pay during a benefit
plan year for your share of the cost covered services depending
on your plan.

ADDITIONAL COMMENTS

DID YOU KNOW YOU CAN VIEW YOUR EOBS ONLINE? YOU CAN ALSO CHOOSE NOT TO RECEIVE SUMMARY EOBS IN THE MAIL. LOG IN TO MY HEALTH TOOLKIT AT THE WEB ADDRESS AS
SHOWN ON THE FIRST PAGE OF YOUR EOB TO CHANGE YOUR MAIL OPTIONS, VIEW EOBS AND MUCH MORE.

WE PROVIDE ADMINISTRATIVE CLAIMS PAYMENT SERVICES ONLY AND DO NOT ASSUME ANY FINANCIAL RISK OR OBLIGATION WITH RESPECT TO CLAIMS.

IF YOU NEED INFORMATION REGARDING THE SPECIFIC TREATMENT AND/OR DIAGNOSIS CODES FILED ON THE CLAIM(S) IN THIS NOTICE, PLEASE CALL THE CUSTOMER SERVICE NUMBER
SHOWN ON THE FIRST PAGE OF THIS NOTICE.



Summary Claim Report: EXPLANATION OF BENEFITS
Plan Holder: LAKSHMI MOUNIKA CHERUKURI (ID # PXN100010313288)
Statement Period: 03/17/2022 - 04/06/2022

Page 7 of 10

Suspect claims fraud? Please help by calling our hotline at 800-763-0703

What if I need help understanding this denial?
Call us at the Customer Service numbers shown on the first
page of your explanation of benefits notice if you need help
understanding this notice or our decision to deny a service or
coverage.

What if I don't agree with this decision?
You have a right to appeal any decision not to provide you or
pay for an item or service (in whole or in part).

How do I file an appeal?
Submit a written request for appeal within 180 days from the
date of this notice. Be sure to include the following
information and anything else you think we should know:

Name and ID number
Patient name
Claim number
Name of person filing appeal
Whether the person filing the appeal is the covered
person, patient, or authorized representative.

Mail your written request for appeal with the above
information to:

Columbia Service Center
P.O. Box 100121
Columbia, SC 29202-3121

What if my situation is urgent?
If your situation meets the definition of urgent under the law,
we will conduct your review on an expedited, or faster, basis.
Generally, an urgent situation is one in which your health may
be in serious jeopardy or, in the opinion of your physician, you
may experience pain that cannot be adequately controlled
while you wait for a decision on your appeal. If you believe
your situation is urgent, you may request an expedited appeal
when you contact us.

Who may file an appeal?
You or someone you name to act on your behalf may file an
appeal. In order for someone to appeal on your behalf, you
must appoint that person in writing. For your convenience, we
have created a form that you may use, called “Designation of
Authorized Representative to Appeal”. This form can be
obtained by visiting our website or by calling us at the
Customer Service numbers shown on the explanation of
benefits.

Can I provide additional information about my claim?
Yes.

Can I request copies of information relevant to my
claim?
Yes, you may request copies (free of charge) by contacting us
at the Customer Service numbers shown on the explanation of
benefits notice, or at the appeals address listed on this form.

What happens next?
If you appeal, we will review our decision and give you our
answer in writing. If we still deny the payment, coverage or
service requested or you do not receive a timely decision, you
may be able to ask for an external review of your claim. In this
case, an independent third party will review the denial and
make a final decision.

Other resources to help you:
For questions about your appeal rights or this notice, or for
more help, you can call the Employee Benefits Security
Administration at 1-866-444-EBSA(3272). You may also receive
help through an applicable state consumer assistance program.
Contact information by state is available at:
www.stateconsumerassistance.com.

IMPORTANT INFORMATION ABOUT YOUR APPEALS RIGHTS
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Para obtener asistencia en español, llame al número de atención al cliente que aparece en la primera página de esta notificación.

Upang makakuha ng tulong sa Tagalog, tawagan ang numero ng customer service na makikita sa unang pahina ng paunawang ito.

T’11 Din4j7 shi[ hane’go sh7k1 i’doolwo[ n7n7zingo 47 Nidaalnish7g77 !k1 An7daalwo’7g77, customer service, bich’8’ hod7ilnih. Bik’ehgo bich’8’ hane’7g77 47 d77
naaltsoos neiy7’nil7g77 ak1a’gi si[tsooz7g77 bik11’ 77shj33h.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation or health status in our health plans, when we enroll
members or provide benefits.

If you or someone you're assisting is disabled and needs interpretation assistance, help is available at the contact number posted on our website or listed in the materials
included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a grievance by emailing contact@hcrcompliance.com or by calling our
Compliance area at 1-800-832-9686 or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-537-7697 (TDD).
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