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SUMMARY OF 
HEALTH PLAN PAYMENTS

What is this?
This summary shows the amount covered by Blue Cross and Blue 
Shield of Vermont (BCBSVT) for the claim(s) listed below, and the 
amount that is your financial responsibility.  This is not a bill; your 
health care provider(s) will bill you directly for the amount you owe, if 
you have not already paid that amount.

Summary Date: 06/07/22

Member Information
Service for**************
Member ID number: ********
Group Number: *********
Group Name: ************

PAYMENT OVERVIEW
Amount Billed
The amount your provider charged for these 
services. $25.00

Provider Responsibility
You may not be billed for these amounts if the 
provider is participating with Blue Cross and Blue 
Shield. $6.66

Allowed Amount
The amount we consider reasonable for a covered 
service or supply. $18.34

Other Insurance Payments
Any payment made by another policy that covers you.
Please keep in mind that if your Other Insurance
policy made their payment directly to you, your 
provider may bill you for this amount in addition to
the Amount You Owe that is shown below. $0.00

Plan Payment
Payments provided by your plan for your services. $0.00

What You Owe
The amount you may be billed if 
you have not already paid your 
provider.  This includes your 
copayments, coinsurance, 
deductibles, and any amounts not 
covered by your health plan.

Copayments $0.00Copayments $0.00

Deductible $18.34

Coinsurance $0.00

Non Covered $0.00

(For a detailed breakdown of your payments, please see next page)Keep for your records  
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Keep for your records  

Page 3 of 4

427673019  915/915

92007427673019PD439220607



Service
Date

Service
Type

Amount
Billed

Provider
Responsibility

Allowed
Amount

Plan
Payment

What
You Owe Copayments Deductible Coinsurance

Non Covered
(See Remarks)

What
You Owe

Remark
Codes

Provider Name: S E Kapsalis   Patient *************   Claim #: 26221241439500   (In-Network)

01/05/22 Medical Care  $25.00  $6.66  $18.34  $0.00  $18.34  $0.00  $18.34  $0.00  $0.00  $18.34

Subtotal  $25.00  $6.66  $18.34  $0.00  $18.34  $0.00  $18.34  $0.00  $0.00

Grand Total $25.00 $6.66 $18.34 $0.00 $18.34 $0.00 $18.34 $0.00 $0.00

IN NETWORK FAMILY DEDUCTIBLE

Amount Applied as of 5/4/2022*

$0 $10,000.00
Family: $1,862.93 of $10,000.00

*includes charges from this PLAN YEAR only

IN NETWORK FAMILY OUT OF 
POCKET
Amount Applied as of 5/4/2022*

$0 $10,000.00
Family: $1,862.93 of $10,000.00

CHIROPRACTIC CARE MAXIMUM

Amount Applied as of 5/4/2022*

0 12
Individual: 0 of 12

PHYSICAL/OCCUPATIONAL/SPEECH 
THERAPY MAX
Amount Applied as of 5/4/2022*

0 30
Individual: 0 of 30

HABILITATIVE THERAPY VISIT 
MAXIMUM
Amount Applied as of 5/4/2022*

0 30
Individual: 0 of 30

Keep for your records  
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HEALTH PLAN PAYMENT BREAKDOWN
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