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SP1000CBO
01/01/2019-01/31/2019

03/22/2019

12712 Park Central Dr St. 100
Dallas, TX 75251

ACCOUNT SUMMARY

000000-000001-000000-000001 180026 5305ST01_ Outstanding Balance $10.00
JOHN DOE Payments Made $0.00
999 PURPLE LN

ANYCITY, TX 99999 Current Charges $82.76

Pay online at https://acap.secureconduit.net. You may also detach
and mail the bottom portion of this statement with your payment.

OUT-OF-POCKET MAXIMUM

JOHN DOE JANE DOE Family

Spent Remaining Spent Remaining Spent Remaining
$0.00 $4,000.00 $82.76 $3,992.24 $82.76 $7,992.24

Please detach at the perforation and return with your payment.

‘.‘\ New contact information? Check here and provide on back of this payment stub. O
,L s SIMPLEPAY
-7 Member ID SP1000CBO
12712 Park Central Dr St. 100 Balance Due $92.76
Dallas, TX 75251 Payment Due Date 03/22/2019
Amount Enclosed
Remit To:
SimplePay JOHN DOE
12712 Park Central Dr St. 100 999 PURPLE LN

Dallas, TX 75251 ANYCITY, TX 99999



Dallas, TX 75251
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DATE OF SIMPLEPAY

CLAIM ID PATIENT NAME SERVICE PROVIDER

SERVICE AMOUNT

01/29/19 3285133901297G JANE DOE ESCITALOPRAM TAB 20MG KROGER PHARMACY $4.02
01/29/19 3285186901293G JANE DOE LAMOTRIGINE TAB 200MG KROGER PHARMACY $3.74
04/08/19 57070900 JANE DOE Unknown - Specialist Visit MR DOCTOR MD $30.00
04/10/19 CHMIELO0O JOHN DOE Chiropractor - Specialist Visit DR CHIROPRACTOR DC $45.00

TOTAL $82.76

IF THIS IS THE FACE YOU MADE WHILE
OPENING THIS BILL, PLEASE CALL US.
WE NEED TO FIX THIS.

SIMPLEPAY
HEALTH

Patient Benefit Summary

$82.76 has been applied to your $8,000.00 family out of pocket maximum

Explanation of Benefits

This document contains important information that you should retain for your records.

Out of Pocket Max: A predetermined limited amount of money that an individual must pay out of their own savings, before an insurance company or (self-
insured employer) will pay 100 percent for an individual's health care expenses

Patient Responsibility: This amount might include your copay, SimplePay's, any amount over the maximum reimbursable charge, or products/services not
covered by your plan

SimplePay: An amount similar to a "co-pay" an individual must pay for healthcare services as determined by the individual's health benefits plan

Begin using this address for my statements
Name

Street
City State Zip
Phone 1 Phone 2

Email
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To Submit Payment

To submit a payment online, please visit https://acap.secureconduit.net or submit a check to SimplePay, 12712 Park Central Dr St. 100, Dallas, TX 75251. To
review additional claim information, please visit https://acap.secureconduit.net and go to the Claim History tab.

For a limited time, SimplePay Health members who need to pay initial SimplePay patient balances off over a period of time may do so without interest with equal
payments over a period of twelve months. Future SimplePay balances will also be eligible for payments over a twelve month period at a reasonable rate of interest.

The claim(s) above were processed in accordance with the group health plan described in your Summary Plan Description (SPD). If your claim was denied (in whole
or in part), the decision to deny your claim was based on the Medical Benefits and/or Plan Exclusion section(s) of the Plan because the benefits requested are not
covered by the Plan, and this document serves as notice of an adverse benefit determination. (Please refer to the reason(s) provided for additional information.)

You may access additional information regarding this claim, including the diagnosis and treatment codes and their meanings, by contacting your SimplePay Health
Pro. You may also request copies of all documents related to a claim at no cost to you. This may include internal rules or protocols used to make this decision. If our
decision is based on medical necessity, experimental treatment, or a similar exclusion, it may also include an explanation of the scientific/clinical judgment for the
decision based on your medical situation. You can e-mail this request to healthpro@simplepayhealth.com or call your SimplePay Health Pro at 1-800-606-3564.

Notice of Right to Appeal & ERISA Rights

Right to Appeal. If you disagree with the denial or partial denial of your claim or think this determination was made in error, you are entitled to a full and fair review of
your claim by individuals associated with the Plan but who were not involved in making the initial denial of your claim. You may provide us with additional information,
and you may request to receive copies of information that pertains to your claim. You or your authorized representative may file an appeal by submitting a written
request for review within 180 days of the date of this notice. Your request should include the date of your request, your printed name and address (and name and
address of any authorized representative), the identification number and claim number from this member statement, the date of service, and any additional
information you wish to provide. Send your request to: SimplePay Health, c/o Meritain Health Appeal Department, P.O. Box 41980, Minneapolis, MN 55441-0970. If
your dispute relates solely to the cost-sharing determination based on the provider you utilized, please contact us at 1-800-606-3564 or
healthpro@simplepayhealth.com. We will review our decision following each request and provide you with a written reply. If the original decision is upheld, the written
reply will advise you of any additional appeal or external review rights you may have.

Expedited Appeal. If your situation meets the definition of urgent under the law, your review will generally be conducted within 48 hours. Generally, an urgent
situation is one in which your health may be in serious jeopardy or, in the opinion of your physician, you may experience pain that cannot be adequately controlled
while you wait for a decision on your appeal. If you believe your situation is urgent, you may request an expedited appeal by following the instructions above for filing
an internal appeal, or you may contact us at 1-800-606-3564 or healthpro@simplepayhealth.com.

Authorized Representative. If needed, you can appoint an authorized representative to act for you by submitting an Appeal Authorized Representative Form,
available at https://www.meritain.com/tools-resources/FormSearch.

For additional information on your appeal rights, please refer to your benefits plan document or contact us at 1-800-606-3564 or healthpro@simplepayhealth.com.

Other Resources. For assistance in understanding your appeal rights, you can also contact the Employee Benefits Security Administration at (866) 444-EBSA (3272)
or the state consumer assistance program applicable to your Plan. If the final decision after you have exhausted your appeal rights is an adverse benefit
determination and if you have employer group coverage subject to the Employee Retirement Income Security Act of 1974 (ERISA), you have the right to bring a civil
action under Section 502(a) of ERISA.

The following language is required by law and is for informational purposes only. This language is intended to assist those plan participants who may not
speak English as their predominant language.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicin servicios gratuitos de asistencia lingiiistica. Llame al 1-800-606-3564.
FER P (Chinese) XX : MREERRERTX , BALURBESESEYRY. FHE 1-800-606-3564.

Tiéng Viét (Viethamese) CHU Y: Néu ban noi Tieng Viét, cé cac dich vu ho tro ngdn ng® mién phi danh cho ban. Goi s6 1-800-606-3564.

&=0] (Korean) 2|: &H=0{E AIE5tAl= FR, 20| X2 MH|AS B2 2 0|85 4= AELICH 1-800-606-3564. HOZ H3l5 FHA|2.

Tagalog (Tagalog -- Filipino) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-800-606-3564.

Pycckuit (Russian) BHUMAHWME: Ecnu Bbl roBOpUTE Ha PYCCKOM S13blke, TO BaM AOCTYMHbLI 6ecnnaTtHele ycnyru nepeofa. 3soHute 1-800-606-3564.
4yl (Arabic) & (.3564-606-800-1 & sl Olaalls @l il 535 &y galll Backusall Cilerd 8 dalll SH iaai i€ 13 1k pala

Kreyol Ayisyen (French Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis e€d pou lang ki disponib gratis pou ou. Rele 1-800-606-3564.
Francgais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-606-3564.
Polski (Polish) UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-800-606-3564.
Portugués (Portuguese) ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-800-606-3564.

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-800-
606-3564.

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-
800-606-3564.

BAFE (Japanese) TEEH : HAFEERET 2 5E, BERHOSEXEECRNAVLLETE T, 1-800-606-3564. FT, HEFICTIEH/SLEZL,
) (Farsi) Led ) n 080 @y sean A Cliead i€ e KK )i () 0 R e sd

28 i 3564-606-800-1 L adls (e aa) 5 .



