Rockford Memorial Hospital

Patient Financial Services

Blue Cross Blue Shield Coverage Information


The Coverage Information data that identifies how your claim was processed is located on the bottom portion of your ‘explanation of benefits (EOB).  Please complete the required information requested below.

 rmhpfs@rhsnet.org.

Insured/Subscriber Name * 


Patient Name                      *

Account Number                *

Date of Service                   *
                                            * Indicates a required field
COVERAGE INFORMATION:             
                                         Amount Billed     
       Not Covered                Covered

Totals


                    _____________       _____________     ____________
Deductions                 

        

                 _____________     ____________

Total Deductions

       

                 _____________     ____________

Total Benefits Approved 


 
     _____________     ____________



Amount You May Owe Provider                                    _____________     ____________
To determine your in-network benefit level, please provide the following information:


In-Network Deductible Amount -Yearly Total _________ Amount Still Due  ________  

                                                                                                                                                                                                                                                             

In-Network Coinsurance Amount –Percentage   ___  Out of Pocket Still Due ____ _____
COMPLETION DATE: __________________                    
								





	

















































































































