
Aetna Life Insurance Company
 PO BOX 14079
 LEXINGTON, KY 40512-4079

Track your health care costs
$16,702.17 $0.00 

Your payment summary



A guide to key terms

  

   

Term This means Your totals

Your claims up close
Claim for    
Provider: Beth R Hochman  (In-Network)    

Claim ID: E737G87PR00
 Received on 11/25/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

INPATIENT PHYSICIAN 
SERVICE  99221  on 

576.00 244.84 244.84 244.84

Refer to Remarks Section (1)

576.00 244.84 244.84 0.00 0.00 $244.84

  

 



 

   

  

   

  

  

   

Claim for    
Provider: Matthew N Suberlak  (In-Network)    

Claim ID: EBPDJ1SVK00
 Received on 11/26/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

CT ABD&PELV 
W/CONTRAST  74177  on 

650.00 261.26 261.26 261.26  (100%)

Refer to Remarks Section (1)

650.00 261.26 0.00 0.00 261.26 261.26 0.00 $0.00

Claim for    
Provider: Vinay Prabhu  (In-Network)    

Claim ID: EPPDJ0VD200
 Received on 11/26/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

CT ABD&PELV 
W/CONTRAST  74177  on 

650.00 261.26 261.26 261.26

Refer to Remarks Section (1)

650.00 261.26 261.26 0.00 0.00 $261.26

Claim for    
Provider: Elie S Al Kazzi  (In-Network)    

Claim ID: EGTYJ4ZQW00
 Received on 11/27/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

INPATIENT PHYSICIAN 
SERVICE  99223  on 

1,416.00 486.54 486.54 486.54

INPATIENT PHYSICIAN
 SERVICE  99232  on 

540.00 174.43 174.43 174.43

Refer to Remarks Section (1)

1,956.00 660.97 660.97 0.00 0.00 $660.97

  

 



  

   

   

 

   

Claim for    
Provider: Manuel E Morlote  (In-Network)    

Claim ID: ETJNHHWC000
 Received on 11/27/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

ELECTROCARDIOGRAM 
REPORT  93010  on 

55.00 27.94 27.94 27.94

Refer to Remarks Section (1)

55.00 27.94 27.94 0.00 0.00 $27.94

Claim for    
Provider: Elie S Al Kazzi  (In-Network)    

Claim ID: ECADJ5Q4F00
 Received on 11/28/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

UPPER GI ENDOSCOPY 
BIOPSY  43239  on 

4,673.00 3,969.44  (2) 60.00 643.56 643.56  (100%) 60.00

Refer to Remarks Section (1)

4,673.00 3,969.44 0.00 60.00 643.56 643.56 0.00 $60.00

Claim for    
Provider: Elie S Al Kazzi  (In-Network)    

Claim ID: ECJNJ5W6Z00
 Received on 11/28/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

COLONOSCOPY AND 
BIOPSY  45380  on 

5,813.00 1,290.64 1,290.64 1,290.64  (100%)

Refer to Remarks Section (1)

5,813.00 1,290.64 0.00 0.00 1,290.64 1,290.64 0.00 $0.00

  

 



 

   

  

   

   

Claim for    
Provider: Leonard Penacerrada  (In-Network)    

Claim ID: ENFDJ3DKD00
 Received on 11/29/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

EMERGENCY SERVICES
 99285  on 

1,107.00 524.05 524.05 524.05  (100%)

Refer to Remarks Section (1)

1,107.00 524.05 0.00 0.00 524.05 524.05 0.00 $0.00

Claim for    
Provider: Jessica N Simon  (In-Network)    

Claim ID: E6Y2HHL2C00
 Received on 11/29/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

INPATIENT PHYSICIAN 
SERVICE  99238  on 

463.00 165.21 165.21 165.21

Refer to Remarks Section (1)

463.00 165.21 165.21 0.00 0.00 $165.21

Claim for    
Provider: Gordon E Sims III  (In-Network)    

Claim ID: EPPDJ2S0S00
 Received on 11/30/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

ANES LWR INTST NDSC 
NOS  00811  on 

1,420.00 1,073.95 60.00 1,013.95 1,013.95  (100%) 60.00

Refer to Remarks Section (1)

1,420.00 1,073.95 0.00 60.00 1,013.95 1,013.95 0.00 $60.00

  

 



  

   

   

   

Claim for    
Provider: NYU Langone Hospitals Tisc  (In-Network)    

Claim ID: ET37HL2Z500
 Received on 12/12/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

MEDICAL SERVICES
 88305  on 

8,262.29 573.60 (3) 573.60 573.60

Refer to Remarks Section (4) (1)

8,262.29 573.60 573.60 0.00 0.00 $573.60

Claim for    
Provider: David C Ianacone  (In-Network)    

Claim ID: E3ADHRMW600
 Received on 12/13/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

INPATIENT PHYSICIAN 
SERVICE  99231  on 

257.00 94.08 66.18 27.90 22.32  (80%) 5.58  (20%) 71.76

Refer to Remarks Section (1)

257.00 94.08 66.18 0.00 27.90 22.32 5.58 $71.76

Claim for    
Provider: Margaret Y Cho  (In-Network)    

Claim ID: EPFDKJTVL00
 Received on 12/16/24

Amount
 billed

Member
 rate

Pending or
 not payable

 (Remarks)

Applied to
 deductible

Your
 copay

Amount
 remaining

Plan's
 share

Your
 coinsurance

Your
 share

 C+D+E+H=I

Service type and date

MEDICAL SERVICES
 88305  on 

795.00 124.32 124.32 99.46  (80%) 24.86  (20%) 24.86

Refer to Remarks Section (1)

795.00 124.32 0.00 0.00 124.32 99.46 24.86 $24.86

Your Claim Remarks
General Remarks:

  

 



Your benefit balances to date for 1/1/24 to 12/31/24

Individual Balances

A flu shot can protect you and those you love

  

 





More Information

Do you have questions? Call us free of charge at the toll-free number on the first page
 of this statement or on your member ID card. 

Appeals

 Please send your written appeal along with a copy of this entire EOB to this address:

          Appeals Resolution Team
          PO Box 14463
          Lexington, KY 40512

You are entitled to a review (appeal) of this benefit determination if you have questions or do not agree.

To obtain a review, you or your authorized representative should call our Member Services Department using the telephone number 
displayed on the member ID card or submit a request in writing to the Appeals Resolution Team address shown above. Your request 
should include the group name (e.g., your employer), your name, member ID, address and date of birth and other identifying 
information shown on this notice, and any comments, documents, records and other information you would like to have considered, 
whether or not submitted in connection with the initial claim. You may also request (free of charge) documents relevant to your claim. 
Verbal or written requests for review of the adverse determination must be communicated, mailed or delivered within 180 days 
following receipt of this explanation or such longer period as may be specified in your plan brochure or Summary Plan Description. 

Notice of a determination will be sent within 15 days following receipt of your request, unless otherwise required by state law. If you 
do not agree with such determination, you have the right to file a second request for review.

If you do not agree with the final determination on review, and if you are a member of a group plan, you may have the right to bring a 
civil action under Section 502(a) of ERISA, if applicable.

A copy of the specific rule, guideline or protocol relied upon in the adverse benefit determination will be provided free of charge upon 
request by you or your authorized representative.

The Consumer Communications Bureau with the California Department of Insurance is available to assist customers with claims they 
feel have been wrongfully denied or rejected. Consumers may call or write the Bureau to have claims reviewed. Callers outside 
California and those in California (area codes 213 or 310) may contact the Consumer Communications Bureau at 213-897-8921. The 
number for the rest of California is 800-927-4357. The mailing address is: Consumer Communications Bureau, California Department 
of Insurance, 300 South Spring Street, South Tower, Los Angeles, CA 90013. The Department's Internet website 
(www.insurance.ca.gov)  has complaint forms and instructions online.

The California Department of Insurance is responsible for regulating health insurance plans. Before you file a complaint with the 
California Department of Insurance, you should first contact the insurance company in an effort to resolve the issue(s). If you do not 
receive a satisfactory response, then complete the department's Request for Assistance form. Occasionally, the issue may be of such 
a nature that attempting to contact the insurance company first may not be appropriate. In these situations, it would be appropriate to 
contact the Department first.

In addition to Section 790.03 of the Insurance Code, Fair Claims Settlement Practices Regulations govern how insurance 
claims must be processed in this state. These regulations are available at the Department of Insurance Internet Web site, 
www.insurance.ca.gov, or by calling the department's consumer information line at 800-927-4357. You may also obtain a 
copy of this law and these regulations free of charge from this insurer.

What happens next
If you appeal, we will review our decision and provide you with a written determination. If we continue to deny the payment, coverage, 
or service requested or you do not receive a timely decision, you may be able to request an external review of your claim by an 
independent third party, who will review the denial and issue a final decision.

Independent Medical Review of Grievances Involving a Disputed Health Care Service
You may request an independent medical review (IMR) of disputed health care services from the California Department of Insurance 
(Department) if you believe that health care services have been improperly denied, modified, or delayed by the insurance company or 
one of its contracted providers.  A "disputed health care service" is any health care service eligible for coverage and payment under 
your subscriber contract that has been denied, modified or delayed by the insurance company or one of its contracting providers, in 
whole or in part due to a finding that the service is not medically necessary.  The IMR process is in addition to any other procedures 
or remedies that maybe available to you. You pay no application or processing fees of any kind for IMR. You have the right to provide 
information in support of the request for IMR. We provide an IMR application form with any grievance disposition letter that denies, 
modifies, or delays health care services. A decision not to participate in the IMR process may cause you to forfeit any statutory right 
to pursue legal action against the insurance company regarding a disputed health care service.

Eligibility
Your application for IMR will be reviewed by the Department to confirm that: (1)(A) Your provider has recommended a health care 
service as medically necessary, or (B) You have received urgent care or emergency services that a provider determined was 
medically necessary, or (C)You have been seen by a contracting provider for the diagnosis or treatment of the medical condition for 
which you seek independent review; (2) The disputed health care service has been denied, modified, or delayed by the insurance 

M-TRA-CAXDMO



company or one of its contracted providers, based in whole or in part on a decision that the health care service is not medically 
necessary; and (3) You have filed a grievance with the insurance company or its contracted providers and the disputed decision is 
upheld or the grievance remains unresolved after 30 days.  If your grievance requires expedited review you may bring it immediately 
to the Department's attention.  In addition, the Department may waive the requirement that you follow the insurance company's 
grievance process for any period of time in extraordinary and compelling cases.  For urgent care, you may not be required to 
participate in the insurance company's grievance process for more than 3 days before accessing IMR.

If your case is eligible for IMR, the dispute will be submitted to a medical specialist who will make an independent determination of 
whether or not the care is medically necessary. You will receive a copy of the assessment made in your case.  If the IMR determines 
the service is medically necessary, the insurance company will provide the health care service. 

For non-urgent cases, the IMR organization designated by the Department must provide its determination in 30 days of receipt of your 
application and supporting documents.  For urgent cases involving imminent and serious threat to your health, including but not 
limited to, serious pain, the potential loss of life, limb or major bodily function, the IMR organization must provide its determination 
within  3 business days. 

Please note: when filing a request for an Independent Medical Review, you will be required to authorize release of any medical records 
that may be needed for the purpose of reaching a decision.  

Your privacy
Your health information is confidential. Any information you give us will be kept private. When contacting us about this notice or for
 help with other questions, please be prepared to provide your member name, member ID, and date of birth.

Prevent fraud
If you suspect fraud or abuse involving these services or would like to report other healthcare fraud-related issues, please call the
 toll-free hotline at 1-800-338-6361 or e-mail us at aetnasiu@aetna.com.

Resources available to help you
Need help understanding this notice or our decision? Call us free of charge at the toll-free number on your medical ID card.
 There are also other resources available to help you. Most plans are now subject to health care reform law. Call us or ask your
 employer if your plan is subject to the law. If it is, you can also contact the Employee Benefits Security Administration at
 1-866-444-EBSA (3272) for help, if your health plan is provided by your employer. You may contact the Department of Insurance for
 questions about appeal rights or this notice.

California Department of Insurance, Consumer Communications Bureau, 300 South Spring Street, South Tower
 Los Angeles, CA  90013, Tel: 800-927-Help (4357), TTY: 800-482-4833, Web: www.insurance.ca.gov

M-TRA-CAXDMO
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