
Key to Following Your Explanation of Benefits
Contact DAKOTACARE's Customer Service Department should you have 
any questions regarding your Explanation of Benefits.
This section lists the Member's name, identification number for whom 
services were performed and claim number.  Please have your identification 
number and claim number available when contacting Customer Service.

The total payment being made by your plan, date that payment will be sent 
and to whom payment is being sent.  Payments will be sent directly to 
participating providers.  In certain situations, payment may be sent directly to 
the Member if services were rendered by a non-participating provider.

Indicates the amount that you may owe to the provider of service.  This does 
not account for any payments that you may have already paid to the provider 
of service.
Name of the hospital, physician or other health care facility who provided the 
service.
The date that services were provided and a brief description of services 
rendered.
The amount billed by your provider for each service.

The amount you saved due to contractual agreements between 
DAKOTACARE and the provider.  You have no obligation to pay this amount.

Amount paid by other insurance company (ex: your primary insurance 
company, homeowners insurance, auto insurance).
The amount which will be paid by your plan.

Any amounts that are not covered by your plan.

Reason code number used to process your claim.  Please refer to section 
eighteen (18) for description of reason code used.
A specified dollar amount that the Member is required to pay for certain 
health services.
A specified dollar amount of covered services that must be incurred by a 
Member during a Benefit Year before benefits become payable under the 
health plan.
A specified dollar amount expressed as a percentage of the allowance for 
covered services.  (Ex:  your coinsurance responsibility may be 20 percent if 
you are enrolled in a 80/20 plan or 10 percent if you are enrolled in a 90/10 
plan).
The amount that DAKOTACARE has determined to be your financial 
responsibility for the claim.  This amount includes your copayment, 
deductible, coinsurance and non-covered charges.
Information pertaining to how your claim was processed.

Explains how claim payment was determined, including specific reason for 
non-covered charges.
Summary of your deductible and coinsurance limits for the Benefit Year.  Also 
includes amounts that you have met to date and the amounts remaining.  
These amounts are reflective of the date that a claim was processed.  Should 
multiple claims be processed on the same date, your deductible and 
coinsurance amounts may not change on your Plan Summary.
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2600 West 49th Street
P.O. Box 7406
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