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513-598-2929 or 800-598-2929 
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Custom Design Benefits issues  
Monthly Statements  

es for any claim activity during the previous 
d of an Explanation of Benefit for each claim.  

 

it easy to keep track of expenses and amounts 
 you may owe for health care.  

 

 a particular claim, you can access it online at  
ww.CustomDesignBenefits.com
Patient Name: HOMER SIMSON   Relationship: SELF 
ice 
ption 

Provider Name 
Billed 

Amount 
PPO 

Discount 
Ineligible 
Amount 

Remark 
Code* 

Copay 
Amount 

Deductible 
Amount 

Coinsurance Payment Portion You 
May Owe 

SIT JULIUS HIBBERT $150.00 $49.45 $13.98 HSN $25.00 57 $25.00
 Totals: $150.00 $49.45 $13.98 $25.00 57 $25.00
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NICK RIVIERA $1,698.02 $758.32 HSN $500.0
 Totals: $1,698.02 $758.32 $500.0
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IONS WALGREENS #401 $64.22 $10.00
IONS WALGREENS #401 $152.51 $25.00

 Totals: $216.73 $75.00
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e: HOMER SIMSON Plan Year: 2007 
t $165.00 toward your $500.00 Individual In-network Deductible 
t $21,638.69 toward your Individual Lifetime Max 

e: BART SIMSON Plan Year: 2007 
t $500.00 toward your $500.00 Individual In-network Deductible 
t $480,521.20 toward your Individual Lifetime Max 

e: LISA SIMSON Plan Year: 2007 
t $0.00 toward your $500.00 Individual In-network Deductible 
t $181.73 toward your Individual Lifetime Max 
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ou receive an Adverse Benefit Determination. Please contact Custom Design Benefits when you: 1) do n
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vant facts will be considered a waiver of your right to include them in your appeal. This plan allows one ap

 of your appeal in compliance with the Employee Retirement Income Security Act of 1974 (ERISA). Yo
ceipt of your appeal. Questions regarding your appeal may be directed to: Custom Design Benefits, 3737
eal you still receive an Adverse Benefit Determination, you have the right to bring civil action outlined un
st be brought within one year after the plan has made a final denial of the claim. If your plan is not gove
s) you may be allowed more (or less) time to file your appeal, and more (or less) time may be allowed f
edures in your SPD for more information. 
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