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PAID CLAIMS 
 
SVC DATE TH CODE PROVIDER 

BILLED 
PROVIDER 
WRITE OFF 

EXPL 
CODE 

AMOUNT NOT 
COVERED 

AMOUNT 
ALLOWED 

MEMBER COPAY MEMBER 
DEDUCTIBLE 

MEMBER  
CO-INSURANCE 

TOTAL 
BENEFITS 

  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: XXXXXXXXXXXXXXXXXXXXX   MEMBER NAME: XXXXXXXXXXXXXXXXXXXXX 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: XXXXXXXXXXXXXXX           MEMBER ID: XXXXXXXXXXXXXXX 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
 
  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: XXXXXXXXXXXXXXXXXXXXX   MEMBER NAME: XXXXXXXXXXXXXXXXXXXXX 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: XXXXXXXXXXXXXXX           MEMBER ID: XXXXXXXXXXXXXXX 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
 
 
  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: YYYYYYYYYYYYYYYYYYYYY   MEMBER NAME: YYYYYYYYYYYYYYYYYYYYY 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: YYYYYYYYYYYYYYY           MEMBER ID: YYYYYYYYYYYYYYY 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
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DENIED CLAIMS 
 
SVC DATE TH CODE PROVIDER 

BILLED 
PROVIDER 
WRITE OFF 

EXPL 
CODE 

AMOUNT NOT 
COVERED 

AMOUNT 
ALLOWED 

MEMBER COPAY MEMBER 
DEDUCTIBLE 

MEMBER  
CO-INSURANCE 

TOTAL 
BENEFITS 

  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: XXXXXXXXXXXXXXXXXXXXX   MEMBER NAME: XXXXXXXXXXXXXXXXXXXXX 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: XXXXXXXXXXXXXXX           MEMBER ID: XXXXXXXXXXXXXXX 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
 
  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: XXXXXXXXXXXXXXXXXXXXX   MEMBER NAME: XXXXXXXXXXXXXXXXXXXXX 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: XXXXXXXXXXXXXXX           MEMBER ID: XXXXXXXXXXXXXXX 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
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ADJUSTED CLAIMS 
 
SVC DATE TH CODE PROVIDER 

BILLED 
PROVIDER 
WRITE OFF 

EXPL 
CODE 

AMOUNT NOT 
COVERED 

AMOUNT 
ALLOWED 

MEMBER COPAY MEMBER 
DEDUCTIBLE 

MEMBER  
CO-INSURANCE 

TOTAL 
BENEFITS 

  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: XXXXXXXXXXXXXXXXXXXXX   MEMBER NAME: XXXXXXXXXXXXXXXXXXXXX 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: XXXXXXXXXXXXXXX           MEMBER ID: XXXXXXXXXXXXXXX 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
 
  CLAIM #: XXXXXXXXXXXXXXX     PATIENT NAME: XXXXXXXXXXXXXXXXXXXXX   MEMBER NAME: XXXXXXXXXXXXXXXXXXXXX 
ACCOUNT #: XXXXXXXXXXXXXXX       PATIENT ID: XXXXXXXXXXXXXXX           MEMBER ID: XXXXXXXXXXXXXXX 
SERVICE PROVIDER: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   PRACTICE LOCATION NUMBER: XXXXXX 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
MM/DD/YY  XX  XXXXX     (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)  XXX  (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
            CLAIM TOTAL (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99)       (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) (Z,ZZZ,ZZZ.99) 
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SUMMARY PAGE 
 
                                                    -----------------CLAIMS DATA--------------------- 
                                                    CURRENT    CURRENT       YTD        YTD 
                                                    NUMBER     AMOUNT        NUMBER     AMOUNT 
                          CLAIMS PAID               999999     Z,ZZZ,ZZZ.ZZ  999999     Z,ZZZ,ZZZ.ZZ 
                          CLAIM ADJUSTMENTS         999999    (Z,ZZZ,ZZZ.ZZ) 999999    (Z,ZZZ,ZZZ.ZZ) 
                          CLAIMS DENIED             999999                   999999 
 
                                                    ---------------EARNINGS DATA--------------------- 
 
PAYMENTS: 
                              CLAIMS PAYMENTS                  Z,ZZZ,ZZZ.ZZ             Z,ZZZ,ZZZ.ZZ 
 
ACCOUNTS RECEIVABLES (FROM PREVIOUS CYCLES): 
                                                   CLAIM ID: XXXXXX                 (Z,ZZZ,ZZZ.ZZ) 
                                                   CLAIM ID: XXXXXX                 (Z,ZZZ,ZZZ.ZZ) 
                                                   CLAIM ID: XXXXXX                 (Z,ZZZ,ZZZ.ZZ) 
                                                   TOTAL ACCOUNT RECEIVABLES        (Z,ZZZ,ZZZ.ZZ) 
 
                 CLAIM PAYMENTS                               (Z,ZZZ,ZZZ.ZZ)           (Z,ZZZ,ZZZ.ZZ) 
 
                 ACCOUNT RECEIVABLES                      (-) (Z,ZZZ,ZZZ.ZZ)           (Z,ZZZ,ZZZ.ZZ) 
<ELECTRONIC PAYMENT || CHECK PAYMENT> 
                 NET PAYMENT                              (=) (Z,ZZZ,ZZZ.ZZ)           (Z,ZZZ,ZZZ.ZZ) 
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CODE DEFINITIONS 
 
Code     Definitions        
XXXXX    XXXXXXXXXXX        
XXXXX    XXXXXXXXXXX        
 
 
 
Explanation of Amount Not Covered and Provider  
XXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
 
Messages 
 *    Providers may promptly appeal these claim decisions by submitting a 
      personal letter to EDS Administrative Services, LLC at the above P.O. Box. By law,  
      all existing appeal rights on this claim expire one year from this date, 
      including written dispute resolution requests. For dispute resolution requests,   
      providers may call 1-800-782-5218 OR 1-405-416-1800 or TDD 1-405-949-2281 or 1-866-447-0436. 
 *    For member eligibility verification and claim information, please reference  
      ClaimLink at www.sib.ok.gov/providers  
 
 


