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Henry Ford Health System _ - Statement Date: June 05, 2019
PO Box 553920 CRIYT UM Patient: Brianna Snitchler

ALTH SYSTEM rtor 1D
- Detroit, M1 48255-3920 Qea s suarantor] _

Amount Due:

$3,357.52

Payment is due by:

06/25/19

At Henry Ford, we put “each patient first”, and are committed to providing our patients with quality healthcare and the Dest Henry Ford expener

e - (TR

Thank you for choosing Henry Ford Health System. This statement reflects the balance that you owe for
services received at one, or more, of our Henry Ford Health System facilities. The detail of the services
rendered and the amount you owe are included on the attached pages.

Your Accounts

Please submit payment of $3,357.52 by June 25, 2019 or call us at 1-800-999-5829 if you would like to
make payment arrangements.

Paperless Billing Pay Online : "~ Pay by Phone

Yiv( hart ' 24 Hour Automated Service
: P 1-800-999-5829

, » Go to henryford.com/MyChart
y ! PAPERLESS BILLING Activation cndT Representatives are available i
\ 6’ Go to hearyford com/MyChart . Monday - Thursday: 7am - 6pm
| to sign up for paperiess billing

Friday: 7am - 5pm

Or Use MyChart to Pay as a Guest

‘ Patient _ Guarantor 1D Due Date | Amount Due } Amount Paid |
B I 06/25/1

rianna Snitchler /25/19 £3,357.52 5

Lo
SR i | Al o —

=

* Make checks payable to Henry Ford Health System e

* Please include your Guarantor |D on the check ‘ VISA |ﬂ~ DISCOVER
* Enclose this payment stub with your payment | i" .- J
* Please see reverse side to provide updated information

Card Holder Name

Henry Ford Health System Card Number ' o |£;'h_D'5;_
PO BOX 553920
Detroit, MI 48255-3920 ———————————————————————— |__-_..__ R

_ ‘ilﬂnﬂturr




Henry Ford Health System
PO Box 553920
Detroit, Ml 48255-3920

Statement Date: June 05, 2019
Patient: Brianna Snitchler

Guarantor ID:
Page 2 of 5

General Information

Identification Numbers:
Guarantor ID - represents the identification number of the person responsible for payment of the services rendered. This number is

used for financial and billing correspondence.
MRN (medical record number) - represents the unique identification number of the patient.
Account Number - represents a specific encounter, visit, or ho spital stay.

Eharges:

Medical Services - Charges for hospital or medical facility services such as procedures, diagnostic tests, lab, therapy, supplies, and

drugs.
Physician Services - Charges for professional services rendered by physicians or other medical practitioners.

Insurance & Patient Activity:

Insurance Activity - Payments made by your insurance to Henry Ford Health System, and contractual adjustments that reflect the
difference between the charge and the negotiated payment made by your insurance.

Patient Activity - Payments made by the guarantor to Henry Ford Health System, and discounts applied to the patient's account,

Explanation of Amount You Owe:
Deductible - The amount you are responsible to pay before your insurance will pay. Annual amount determined by your insurance

plan.
Co-insurance - The portion of the payment that your insurance requires you to pay after meeting your annual deductible.
Co-payment - A fixed amount you are responsible to pay for a specific covered service. Co-payments are set by your insurance plan

and will vary based on the type of service.
Non-covered services - A service that is not covered by your insurance, or is not a benefit of your specific insurance plan.

If your personal or insurance information has changed, please indicate chang

PERSONAL INFORMATION

INSURANCE INFORMATION

DATE OF BIRTH PRIMARY INSURANCE COMPANY
ADDRESS |PRIMARY INSURANCE COMPANY ADDRESS
EITY STATE ZIPCODE [CITY STATE ZIP CODE
|'="'“:"""IE |POLICY HOLOER NAME DATE OF BIRTH
rmm ADDRESS POLICY HOLDER ID NUMBER
EMPLOYER ADDHESS |GROUP PLAN NUMBER
[EMPLOYER CITY EMPLOYER STATE EMPLOYER ZIP CODE




Statement Date; June 05, 2019

Henry Ford Health System é"‘“iﬁ_“ éﬁﬁum Patient: Brianna Snitchler
PO Box 553920 ' Guarantor 1D: NG

Detroit, Ml 48255-3920 Page 3 of 5

Statement Summary
Previous Balance $418.97

New Services $3,912.76|
New Payments/Adjustments $-974.21
Total Amount You Owe $3,357.52
Payments Not Applied 50.00
Amount Due by 06/25/19 $3,357.52

New Accounts
Date Description

Charges Insurance Patient Amount You

Activity Activity Owe
4/17/2019 - Physician Services at ST HGTS RAD ULTRASOUND acct # NG
04/17/19 US, ABDOMENLIMITED 107.00
05/08/19 United Healthcare Payments 0.00
Deductible: 38.6b
Insurance Adjustments -68.34
Amount You Owe 538.66

05/10/19 - Medical Services at HFHN HENRY FORD HOSPITAL Acct -

Laboratory 161.00
05/30/19 United Healthcare Payments 0.00
Deductible: 44.9/
Insurance Adjustments 116.03
Amount You Owe 544,97

05/13/19 - Medical Services at HFHN HENRY FORD HOSPITAL Acct # TINNENEGEGEE

Pharmacy 104.76
Medical/Surgical Supplies and Devices 159.00

Laboratory Pathological 170,00
Operating Room Services 2,170.00 — )
Other Imaging Services 471.00 H
'5 Pulmonary Function 98.00
06/03/19 United Healthcare Payments 512.32
o | Deductible: 2,440.87
Coinsurance: 219.57
Amount You Owe $2,660.44




Henry Ford Health System Statement Date: June 05, 2019
Patient: Brianna Snitchler

PO Box 553920 I
Detroit, Ml 48255-3920 o Pmca 4 of &

Date Description Charges Insurance Patient Amount You

Activity Activity Owe

5/13/2019 - Physician Services at HFH RAD ULTRASOUND

05/13/19 SONO GUIDE NEEDLE BIOPSY 117.00
05/13/19 SURG PATH,LEVEL IV 165.00
05/13/19 NEEDLE BIOPSY,MUSCLE 190.00
06/05/19 United Healthcare Payments -27.26
Coinsurance: 11.68
Insurance Adjustments -250.26
Amount You Owe $194.48
Totals for New Accounts 3,912.76 -974.21 0.00 $2,938.55

Accounts from Previous Statements
Description Charges Insurance Patient Amount You

Activity Activity Owe
04/17/19 - Medical Services at HFHN STERLING HEIGHTS acct I NNGEGIN
Other Imaging Services  506.00
05/06/19 United Healthcare Payments 0.00
Deductible: 418.97
Insurance Adjustments -87.03
Amount You Owe 5418.97
Totals for Accounts from Previous Statements 506.00 -87.03 0.00 5418.97
[ o e T T .'_'a_"r-'ﬂﬂﬁ'm;ﬂ'#ﬁiisﬁhﬂﬁ"_'"_":-'1'_'-_'='-,?;f'_'-?'_:d'.:-i-: fﬂ&ﬂﬁ'ﬂnﬁiﬁu&&ﬁﬁ-éﬂﬂﬁﬂﬁ?_ﬂiﬁtﬂ
E‘L Total Amount Owed: $3,357.52 ¥ Amount Due by 6/25/2019; $3,357.52 b
Bacoimensmsr o w0 T R S e e e e e T i e, R T T

We are committed to providing information to patients who may néed financial help to pay thewr medical bills. For more
information of to obtain a free copy of our Patient Financial Assistance Program Policy or Application, please call the telephone

number or visit the website listed below.

Nueslro compromiso @s proporcionar infermacion a los pacientes que podiian necesitar Jyuda finantiera para pagar sus facturas
miédicas. Para obtener mas informacidn o para oblener und Copia de la sohicitud o de la politica de nuestro Programa de Ayuda
Financiera &l Paciente. llame al nimero de telefono o visite el sitio web que se indican a continuacidn,

il N el ,:""_." "._‘__ "'IF __,__1’_.__. N "'.-""'! g #ﬁlhﬁ-r i _’.L L] .i_-.l iu.l_d i —.-|..| ol o i _1.J.-' ‘j-."_n.iL \;..n.l"ll.i. L .._'j-'ll--..q o
"-"I:_,.IHI'\U.-"";‘I:' ::Jj—k—' '_,.l:_,.ij]_ﬁ-q-" ad s el ey dhagas dadions diu) b8 ._r,.-a.nJ'jlr-J_L'=_|l Gk A la

Telephone: 1-800-999-5829 Wi!hl-itn:vrw\'-.hi.*nrﬂﬂrd.turn‘hnuncu!maiﬂ-nce




Henry Ford Health System
PO Box 553920
Detroit, Ml 48255-3920

Statement Date: June 05, 2019

Patient: Bnanna i_---.:r:rier
Guarantor 1D:

Page Sof 5

Henry Ford Health Syitem complies with applcable Federal civil rights laws and does not discriminate on the basis of race, color, natsonal ongn
age, Cosabdity, o wex. Let the health care team krow if you need an interpreter. Herry Ford Health System provides language Jusiance senaces
free of charge. For gueshion or additional information, ematl CommuniCatonACCess Ehfr.org

Henry Ford Haalth Syitem cumple con lag s federaled vigentes de derechot Craled y N discriming con bate en L rata &l color, o pas e
orgen. L edad, b Sucapacdad o ¢ texc. Informe o eguipo de atendidn meécica i necesla un intérprete, Henry Ford Health System olrece

e de suitenciy de idiomy wn costo algung. § tene alguns pregunta o necewta nformacion adicional, emie un Corred elecironico J
Communicatonicoessiihhy org
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HEALTH SYsTEM

HENRY FORD HEALTH SYSTEM

Brianna Snitchler Guarantor 1D _

I hank you for L]u’:lﬂ‘-ulrlj.; HL‘HI}-‘ Ford Health "u}-‘aflu]'l as your healthcare Ij-ll_.l'-..-,'ij:._f [.'|L,|ﬂ_|;_ care of
you is our #1 prionity, At Henry Ford, we put "each patient first” and are committed to providing
our patients with quality health care and the best Henry Ford Experience.

I'his is not a bill. This is an itemization of services rendered for

HFMC St Hgts Radiology Ultrasound
Patient Snitchler, Brianna Admission Date: 04/17/19

Hospital Account _ Discharge Date: 04/17/19

Hospital Charges

Date Rev Code Procedure Description Qty Amount

Code
041718 | 0402 | 402767050 US ABDOMEN LIMITED | 1 | 506.00|

Total hos pital charges: S06.00

Hospital Payments and Adjustments

Date Doscription Amount

Uniled Healthcare Payments and Adjustments | 8703

Total hospital payments and adjustments: 87.03
Total Account Balance $418.97
Total Self-pay Balance $418.97

Please call our Customer Service Department at 1-800-999-5829 if you have questions
regarding this information



HENRY FORD HEALTH SYSTEM

Guarantor 1D: |

Thank you for choosing Henry Ford Health System as your healthcare provider. Taking care of

you is our #1 priority. At Henry Ford, we put "each patient first” and are committed to providing
our patients with quality health care and the best Henry Ford Experience.

This is not a bill. This is an itemization of services rendered for

HFMC St Hgts Radiology Ultrasound
Patient: Snitchler.Brianna

Admission Date: 04/17/19
Hospital Account

Discharge Date: 04/17/19

Professional Charges

Service Date Service Provider Px Description

Px Code Transaction

Amount
| 04/17/2012 |[KIRSCH, AARON US, ABDOMEN LIMITED $107.00
: [JOSHUA [H553728] | s
Total professional charges:

107.00
Professional Payments and Adjustments

Date Description Amount
United Healthcare Payments and Adjustments

68 34
Total professional payments and adjustments: 68.34

Total Account Balance SIK.66

Total Self-pay Balance $38.66

Please call our Customer Service Department at 1-800-999-5829 if

you have questions
regarding this information



HENRY FORD HEALTH SYSTEM

Brianna Snitchler Guarantor 1D: _

Thank you for choosing Henry Ford Health System as your healthcare pnwidcr.l Taking care i..lf
you is our #1 priority. At Henry Ford, we put "each patient first” and are committed to providing
our patients with quality health care and the best Henry Ford Experience.

This is not a bill. This is an itemization of services rendered for :
HFH Radiology Interventional

Patient: Snitchler,Brianna Admission Date: 05/13/19
Hospital Account _ Discharge Date:  05/13/19

Hospital Charges

Date Rev Code Procedure Description Qty Amount

Code
05/13/19 0402 |402769420 |ULSO GUIDED NEEDLE PLACEMENT 1 471.00/
05/13119 0361 |361000TR2|TRMT RM RADIOLOGY LEVEL 2 1 : 2,170.00|
{ 0513198 0270 270005503 [BIOPSY TRAY LVL 2 1 108.00|
05/13M18 0270 | 270000301 IMISCELLANEOQUS SUPPLY LEVEL 1 COST 1 51.00
. 1$10-5$24.99 .
| 05/1319 0250 ‘ 272001186 |HE DEVICE BIOPSY L11 CM OD18 GA LATEX | 1 104 ?E|
' FREE '
05/13/19 | 0460 | 460000024 PULSE OX; 02 SAT MULTI DET 1 . 98.00|
| 05/13/19 | 0312 310000037 LAB LEVEL IV SURG GROSS & MICR L1 | 170,00
Total hospital charges: 3,172.76
Hospital Payments and Adjustments
Date Description Amount
_ |United Healthcare Payments and Adjustments -. 512.32|
Total hospital payments and adjustments: 512.32

Total Account Balance $2,660.44

Total Self-pay Balance $2,660.44

Please call our Customer Service Department at 1-800-999-5829 if you have questions
regarding this information.




HEALTH SYBTEM

: HENRY FORD HEALTH SYSTEM

Brianna S

Linarantor 11D -

Hmr!uh you for choosing Henry Ford Health System
YOU is our #1 priority. At Henry Ford, we put "each
our patients with quality health care and the best He

as your healthcare provider, Taking care of
patient first™ and are committed to providing
nry Ford Experience

Fhis is not a bill. This is an iemization of services rendered (or ¢
Hth Pathology Op Lab

I’nlu.:r_‘.t' snichler, Brianng
Hospital Account

Admission Date:  05/10/19
Discharge Date:  05/10/19

Hospital Charges

Date

Rev Code Procedure Description
Code

Qty Amount

05/10/18 | 0306 |300000380 [LAB CBC AUTO & AUTO DIFF WBC [
0510/19 | 0305 | 300000440 LAB PROTHROMBIN TIME 1 20,00
05/10119 | 0306 |300000448 |LAB PART THROMBOPLASTIN (PTT) | | 45,00
05/10/18 | 0301 | 300000003 |LAB BASIC METABOLIC PANEL (TOT CA) R 44.00
06/1019 | 0300 | 300000775 |VENIPUNCTURE 1 12.00)|
Total hospital charges: 15;.ﬂl1

Hospital Payments and Adjustments

Date Description

Amount
| \United Healthcare Payments and Adjustiments 116.03
Total hospital payments and adjustmants: 116 u:,'.'
Total Account Balance $44.97
Total Self-pay Balance 544.97

Please call our Customer Service Department at 1-800-898-5829 if you have questions
regarding this information



HEALTH SYSTEM

HENRY FORD HEALTH SYSTEM

Brianna Snit

Guarantor 1D: _

Thank you for choosing Henry Ford Health System as your healthcare provider. Taking care of

you is our #1 priority. At Henry Ford, we put "each patient first" and are committed to providing
our patients with quality health care and the best Henry Ford Experience.

This is not a bill. This is an itemization of services rendered for

HFH Radiology Interventional
Patient:

Snitchl 1ANNa Admission Date: 05/13/19
Hospital Account ﬂd

Discharge Date: 05/13/19

Professional Charges

Service Date Service Provider

Px Description

Px Code Transaction

Amount
NEEDLE BIOPSY MUSCLE 20206 $190.00

05/13/2019 |KIRSCH, AARON

JOSHUA [H553728]
05/13/2019 |KIRSCH, AARON

SONO GUIDE NEEDLE BIOPSY

76942 $117 I:IIII]'i
_ JOSHUA [H553728] | . |
| 05/13/2019 |[RAOUFI, MOHAMMAD|SURG PATH.LEVEL IV BB305 | $165.00
L lm11e0] . " 7 - | | |
Total professional charges: 472.00
Professional Payments and Adjustments
Date  Description Amount
\United Healthcare Payments and Adjustments | 277.52|
Total professional payments and adjustments: 277.52
Total Account Balance 5194.48
Total Self-pay Balance $194.48

Please call our Customer Service Department at 1-800-999-5829 if you have questions
regarding this information



I
I UnitedHealthcare

United HealthCare Services, Inc.

GREENSBORO SERVICE CENTER

PO BOX 740800

ATLANTA, GA 30374-0800 . -
Have more questions about your claim?

Visit www.myuhc.com
for all your claim and benefit information.

May 30, 2019

Explanation of Benefits Statement

This is not a bill. Do not pay. This is to notify you that we processed your claim.

Claims Summary

Detailed claim information is located on the following page(s).

" Dollar Amount

L T e R R B R ey

$4,020.98

Amount Billed
The amount your provider charged for services provided to you.

$523.30

Plan Discounts
Your plan negotiates discounts with providers to save you money. This amount may also include

services that you are not responsible to pay.

$539.58

Your Plan Paid .
The money your health benefit plan paid. i '-

L T T P SRR R P -

Total amount you owe the provider(s)

The portion of the Amount Billed you owe the provider(s). This amount does not reflect any
payment you may have already made at the time you received care. This amount may include your
deductible, copay, coinsurance and/or non covered charges. This amount does not include any
payments made to the subscriber*. If a payment was made directly to the subscriber, you/the
subscriber is responsible for paying the physician, facility or other health care professional.

* When coordination of benefits applies, this amount will include payments made to the subscriber. )

=1D-EQE

Use this EOB statement as a reference or retain as needed Page 1 of 8



United HealthCare Services, Inc.
GREENMSBORO SERVICE I:J_:EHTEE
FO BOX 740800

ATLANTA, GA 30374-0800

Phone: 1-866-270-5311

I/ UnitedHealthcare
May 30, 2019

Have more questions about your claim?

Visit www.myuhc.com
for all your claim and benefit information.

A

Your ltemized Responsibility to Provider*®

Date(s) of Type of Service Motes* Amount Plan Amount Your Plan Amount You
Service Billed Discounts Allowed Paid Deductible Copay Coinsurance MNon-Covered Owe
05102019 LABORATORY UG $148.00 $104.03 487 $0.00 44597 $0.00 $0.00 30.00 S44.97)
SERVICES
Claim Total: - $149.00 §104.03 §44.97 50,00 §44.97 §0.00 50.00 50.00 £44.97
**This total does not raflact any payments / copays you made at the time of service, Pleasa wait for

Claim Detail for BRIANNA SNITCHLER

a provider bill before making a payment

Your ltemized Responsibility to Provider*

Date(s) of Type of Service MNotes* Amount Plan Amount Your Plan
Service Billed Discounts Allowed Paid Dad i o : f D)
05132018 SURGERY UG T $19000 85199 §138.21 0,00 $138.24 0 00 $0.00 £0.00 $138.21
051372019 RADIOLOGY uG $117.00 87241 £44.58 £0.00 34459 20,00 £0.00 $0.00 244 50
o SERVICES
Claim Total: £307.00 $124.20 §182.80 §0.00 | £182.80 §0.00 $0.00 $0.00 $182.80
r i
**This total does not reflect any paymeants / copays yvou made at the time of service. Please wait for
a provider bill before making a paymant.
STC-R08 Use this EOB statement as a reference or retain as needed Page 2 of 8



United HeallhCare Services, Inc.

GREENSECRO SERVICE CENTER

PO BOX 740800
ATLANTA, GA 20374-0800
Phone: 1-868-270-5311

]
I UnitedHealtheare

May 30, 2019

Hawve more questions about your caim?
Visit www.myuhc.com
for all your claim and benefit information.

Claim Detail for BRIANNA SNITCHLER

Your ltemized Responsibility to Provider**

Date(s) of Type of Service Notes® Amount Plan Amount Your Plan
Service Billed Discounts Allowed Paid Deductible Copay Coinsurance Non-Covered
051372018 OUTPATIENT UG $1,002.76 8000 §1,002.76 §0.00 | $1,002.76 50,00 £0.00 0,00
_______ SERVICES ._ |
0511372019 OUTPATIENT D2 $2,170.00 $0.00 £2,170.00 T 851232  $1438.11 50.00 §21857 $0.00 21,657 .68
SERVICES '
~ Claim Total: $3,172.76 $0.00 T §3,17276  §612.32|  $2,440.87 $0.00 §219.57 $0.00 $2.660.44
**This total does not reflect any payments / copays you made at the time of service, Please wait for
a provider bill befora making a payment
STD-EOB

Use this EOB statement as a reference or retain as neaded

Page 3 of 8



United HealthCare Services, Inc. ' [JmtedHealthf::a,re”

GREENSBORO SERVICE CENTER a ,
TR o
Phone: 1-866-270-5311 Have more questions about your claim?

Visit www.myuhc.com
for all your claim and benefil information.

Your ltemized Responsibility to Provider*®

Date(s) of Type of Service Notes* Amount Plan Amount Your Plan Amount You
Service Billed Discounts Allowed Paid Deductible Copay Coinsurance Non-Covered Owe

Claim Detail for BRIANNA SNITCHLER

05132019 LABORATORY D1 $165.00 5126.06 T84 827 26
SERVICES

Claim Total: $165.00 §126.06 538,94 §27.26 50.00 $0.00 §11.68 $0.00 $11.68

20,00 £0.00 %1168 £0.00 £11.58]

**This total does not reflect any payments / copays you made at the time of service, Please wait for
a provider bill before making a payment

Notes™

D1- THE PLAN DISCOUNT SHOWN IS YOUR SAVINGS FOR USING A NETWORK PROVIDER. THE AMOUNT YOU OWE MAY INCLUDE YOUR COPAY,
COINSURANCE, DEDUCTIBLE, PLUS ANY AMOUNT DUE IF YOU'VE REACHED YOUR BENEFIT LIMIT ON A COVERED SERVICE,

D2 - THE PLAN DISCOUNT SHOWN IS YOUR SAVINGS FOR USING A NETWORK PROVIDER. THE AMOUNT YOU OWE MAY INCLUDE YOUR COPAY,
COINSURANCE, DEDUCTIBLE, PLUS ANY AMOUNT DUE IF YOU'VE REACHED YOUR BEMEFIT LIMIT ON A COVERED SERVICE.

UG- THE PLAN DISCOUNT SHOWN IS YOUR SAVINGS FOR USING A NETWORK PROVIDER. YOU HAVE NOT MET YOUR DEDUCTIBLE AND OWE THE
AMOUNT SHOWN. )

A review of this benefit determination may be requested by submitting your appeal o us in writing at the following address: UnitedHealthcare Appeals, P.O. Box 30432, Salt
Lake City, UT 84130-0432. The request for your review must be made within 180 days from the date you receive this statement. If you request a review of your claim denial,
we will complete our review no later than 30 days after we receive your request for review.

If your plan is governed by ERISA, you may have the right to file a civil action under ERISA if all required reviews of your claim have been completed.

You or your authorized representative, such as a family member or physician, may appeal the decision by submitting comments, documents or other relevant information to
the appeal address referenced above,

You may request copies (free of charge) of information relevant to your claim by contacting us at the above address.

Availability of Consumer Assistance/Ombudsman Services

STD-ECB

Use this EOB statement as a reference or retain as neaded Page 4 of 8



