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7226 37528

BlueCross BlueShield of Illinois
PO BOX 23059

BELLEVILLE IL 62223-0059
SUBSCRIBER INFORMATION

Forwarding Service Requested Subscriber # M11962329

Group Name: MCDONALD'S CORPORATION

|||||||III||||||||||||I||||||||||||IIII|||||"|||""||"||I|I||I Group #: 021531
KKKKKKKKKKKKKKKX**kXALL FOR AADC 852 Benefit Type: Dental
PB-DSM-18-ENV 2709k 70
AAKASH RASTOGI
1509 EAST SOUTHERN AVENU CLAIM INFORMATION
TEMPE AZ 85282-5608 Patient: RASTOGI,AAKASH
Claim #: 0020232061990324400000

Processed Date: 07/25/23

Provider: MATTHEW NELSON DDS

Amount Billed $144.00
Discounts and Reductions $0.00
Dental Plan Responsibility $120.00
For questions please call the number on the back of your ID Card. Patient May Owe $24.00
Service Information Patient May Owe
Service Service ~ Amount Discounts and Allowed Dental Plan  Deductible  Copay Coinsurance Amount Not Patient
Description Dates Billed Reductions  Amount Responsibility  Amount Amount Covered Costs
D1110 07/21/23 144.00 0.00 120.00 120.00 0.00 0.00 24.00 0.00 24.00
Prophylaxis - Adult
SSars $144.00 $0.00 $12000  $120.00 $0.00  $0.00  $24.00 $0.00  $24.00

Total covered benefits approved for this claim: $120.00 to MATTHEW NELSON DDS on 07/25/23
BENEFIT YEAR MAX REMAINING: $372.40

Notes about amounts under "PATIENT BENEFITS APPLIED" and

A savings of 24.00 could have been recognized by using a network provider

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, provides
administrative claims payment services only and does not assume any financial risk or obligation with respect to claims.

If you are covered by more than one health plan, you should file all your claims with each plan. To protect the confidentiality of the member's

Social Security Number and avoid processing delays, the Unique Identification Number on the member's ID card must be used when

submitting claims. Providers, Customers, and Individuals: Cooperate with us to stop fraud. If you ever have any questions, call our fraud

hotline at 800-411-2463.

Current Dental Terminology © American Dental Association



If payment of your claim has been denied in part or in full by Us, this Explanation of Benefits will provide you with an explanation of the
decision, including the specific reason for the adverse determination; the plan provision on which the determination is based; and a description
of any additional information to perfect the claim and an explanation why such information is necessary. If an internal rule, guideline, protocol
or other criterion was relied on in making the determination, it is identified above and a copy will be provided free of charge upon request. If the
determination is based on medical necessity, experimental treatment or similar exclusion or limit, this EOB should explain the determination,
applying the plan terms to the Claimant’'s medical circumstances. If it does not, the explanation will be provided free of charge upon request.
Upon request and free of charge, you will be provided reasonable access to and copies of all documents, records and other information
relevant to your claim.

Under the written plan terms, you are entitled to a full and fair review of the adverse benefit determination. If you are not satisfied with the
determination, you may appeal the adverse benefit determination by submitting your written request to the Blue Cross and Blue Shield of
lllinois (BCBSIL) Claim Review Section, P.O. Box 23059, Belleville, IL 62223. Appeal requests must be made in writing within 180 days from
the date you receive notice of your claim determination. You may submit written comments, documents, records and other information related
to the claim for benefits with your appeal. BCBSIL will issue a written decision within 60 days of receipt of your appeal request. Please be
advised under Section 502(a) of the Employee Retirement Income Security Act of 1974, you have the right to file suit following the completion
of the administrative appeal process established by the plan.



20230726804 JACE [27,096] 2 of 2

7226 300044
e

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 800-367-6401.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbsil.com



If you, or someone you are helping, have questions, you have the right to get help and
information in your language at no cost. To talk to an interpreter, call 800-367-6401.

bcbsil.com



