
Actual Charge: the charge(s) for a particular service/treat-

ment by a health care provider

Annual Limits: maximums on the dollar amounts the plan 

will pay for any given year

Approved Charge: the dollar amount on which your in-

surer bases its payments and your co-payments.

Bene! t Maximum: the most a policy pays for a speci! ed 

loss or covered service. This can be expressed as either a 

period of time, a dollar amount, or a percentage.

Claim: a request from the insured to the insurance compa-

ny for payment (submitted by the healthcare provider).

Coordination of Bene! ts (COB): When the insured is cov-

ered under more than one plan (for example under a group 

plan at work, and as a family member on a spouse’s plan) 

the bene! ts from the plans are coordinated so as to limit 

the total bene! ts from all plans. 

Co-Pay: ! xed payments the insured must pay directly to 

the provider at the time services are received. 

Example: The contract for a certain network of doctors may 

require patients to pay a $10 co-pay each time they visit one of 

the doctors who is a member of that network. 

Deductible: the amount the insured is required to pay be-

fore the insurer begins paying bene! ts.

Example: The insured has bills amounting to $400. The plan 

has a $100 deductible. The insured is responsible for paying 

the ! rst $100 and the insurer will begin paying after that. 

Explanation of bene! ts (EOB): the insurance company’s 

explanation of its decision regarding your claim.

HMO (Health Maintenance Organizations): provide ser-

vices through a network of hospitals, doctors, etc...

Lifetime Maximum: is the total dollar amount the plan will 

pay for all types of medical expenses, for all bene! t peri-

ods, while the insured person is alive and covered under 

the plan

Network: all physicians, specialists, hospitals and other 

health care providers who agree to provide medical care to 

HMO/PPO members under the terms of a contract.

Out-of-Pocket Limit: is a dollar limit on the portion of 

covered medical expenses the insured must pay dur-

ing a bene! t period (usually a calendar year). When the 

out of pocket limit is met, the insured will not have to 

pay further deductibles or coinsurance for that year. 

Example: Out-of-Pocket is $1000 per calendar year, and the 

insured’s coinsurance is 20%. When $5000 of covered medical 

expenses have been incurred, the $1000 out of pocket limit will 

be met ($5000 at 20%). Thereafter, the plan will pay bene! ts at 

100% and the insured’s portion will be $0 for the remainder of 

that year.

Point-of-Service (POS): these plans allow members the 

option of using services outside the HMO network without 

prior approval

Preferred Provider Organization (PPO): a network of 

doctors, hospitals, and suppliers (preferred providers) who 

agree to provide services to members of a health plan for 

discounted fees.

Primary Plan: a plan that pays ! rst when you are covered 

by more than one insurance plan

Reasonable and Customary Fees: when a doctor or 

other provider of medical services submits a bill, the in-

surer will make an evaluation of whether the charges 

are reasonable and customary for that medical ser-

vice provider and for the type of service performed. 

What is reasonable and customary depends on factors like the 

speci! c medical service provided, the quali! cations and skill 

level of the doctor (or other care provider), the geographic 

area (fees can vary widely in di" erent areas) and anything else 

the insurer may consider to be pertinent to the evaluation. 

Secondary Plan: applies only when you have more than 

one health insurance plan. The second plan pays only after 

the primary plan has processed the claim.

Usual, Customary & Reasonable (UCR): the dollar amount 

the insurance companies believe to be a fair price for the 

medical service/procedure in a speci! c geographic area. 

Companies have developed their own UCR, which often do 

not re# ect the doctor’s actual bill. If the doctor’s chargers 

are higher than the companies UCR charge, you generally 

have to pay the balance.

Understanding 

Insurance Coverage

& Your Bill From

HealthCARE Express 

After your visit to HealthCARE Express, our billing 

o$  ce will submit a claim to your insurance company. The 

claim lists the services provided to you during your visit. 

The insurance company uses the information in the claim 

to pay Healthcare Express for those services.

When the insurance company pays HealthCARE Express, 

you might receive a report from the insurance company 

called an Explanation of Bene! ts (EOB), explaining how 

your insurance processed the claim. You need to be able to 

read and understand the EOB to know what your insurance 

company is paying for, what it is not paying for, and why. An 

EOB is not a bill.

HealthCARE Express will send you statement (see back of 

this page for a sample statement). A statement shows how 

much Healthcare Express billed your insurance company 

for the services you received. If you receive a statement 

before your insurance company pays HealthCARE Express, 

you do not need to pay the amounts listed at that time. Af-

ter your insurance company pays HealthCARE Express, 

you may need to pay the balance due. 

Not all insurance companies send EOBs. You should check 

with your insurance company if you do not receive an EOB 

and are unsure about paying your statement balance at 

HealthCARE Express.

BILLING QUESTIONS:
If you still have questions about you statement, please con-

tact our Billing Company:

HealthCARE Express

3101 Kennedy Lane, Ste. 100

Texarkana, TX 75503

Phone: 903-831-7270




