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EXPLANATION OF PAYMENT STATEMENTS

This is an advisory notification to the Molina Healthcare of California
(MHC) provider network regarding changes to our Explanation of Payment

(EOP) statements.

As part of our ongoing efforts to incorporate feedback and continuously
improve the service we offer you, we are making our EOP statements

easier to read.

What you can expect?

Effective September 9, 2015, amounts previously listed under the
Coordination of Benefits (COB) field for the Program: MMP Medicare will
now be listed under the co-pay, co-insurance and deductible fields. This
change, which aims to improve the clarity of the information presented,
applies to both the electronic and paper versions of MHC’s Cal

MediConnect EOPs.

A special reminder

MMP members are not liable for Medicare Part A and B cost sharing,
including deductibles, coinsurance and copayments.

QUESTIONS

If you have any questions or require further clarification regarding this
notification, please contact your Molina Provider Services Representative

at (855) 322-4075.

Sample Explanation of Payment Statement - Electronic Remittance

Advice (835)

Before After

CLP*34541024A%1%663.8%254.69% 211,97 "HM* 1234567830~
NM1*QC*1*Test*Patient™***MI*400000000091™

128007 126215 126556
128010 127709 123251
Sacramento County
127140 126232
San Diego County
121588 120098 126236
121587 126225 121057

Imperial County

CELL: 760-679-5680
121587 121588

REFFCE*OMXBP0OB36™
DTM*232*20130826™
DTM*233*20130826™

DTM*050% 20150401
AMT*AU*451.83~
SVCF¥HC=-AD427>RH*595%200.75%*1~
DTM*472*20130826~
CAS*¥PR*2*51.21™ ---- Coinsurance
CAS*CO*131%4.1~

CAS¥PR*1*¥147~ -- -- Benefit Deductible
CAS*CO*45%191.94~

AMT*B6*403.06™

CLP*34541024A%1%663.8%254.69%211.97F*HM*1234567890~
NMI1¥QC*1*Test*Patient™***MI*400000000091
REFFCE*OMXBPOB36™

DTM*232%20130826™

DTM*233%20130826™

DTM*050%20150401~

AMT*A*451.83~
SVC¥HC=-AD427>RH*595%200.75%*1~
DTM*472%20130826™

CAS*CO*2*51.21~- -- - Coinsurance
CAS*CO*131%4.1™~

CAS¥CO*1*147~- - - - Benefit Deductible
CAS*CO*45%191.94~

AMT*BE*403.06~

LO*HE*MAL3™- - - - Remark Code

If you are not contracted with Molina and wish to opt out of the Just the Fax, call (855) 322-4075, ext. 127413
Please leave provider name and fax number and you will be removed within 30 days.


http://www.molinahealthcare.com/

Sample MMP Explanation of Payment Statement (Paper Remittance Advice) with
co-insurance and deductible

EXPLANATION OF PAYMENT

X ] Explanation of Payment for:
i MOLINA PayTo Provider
HEALTHCARE 1234 Test Ave,
NPI: B765755674
TAX ID: TaxID 123456

MOLINA HEALTHCARE OF S

OMD020 L S92 200000-000000 -400000-000000

Paid Date: 03005/2015 Check or EFT Trace # EFT1234
Before
ﬁ an A
Claim Date Ry ModMod Bilied Allowed Disallow  Gross Pian Co-Pay Retund Co- NatPlan F53 LUne Gp Rsn Rmk
Line SendceFrom Code Unite 1 2 Amount Amount Amaount Payanle Apalied Amouny insurance Deductibie Payable CAP 5i3lus CO Cd  ©d Msg
SendceThiu_cpuhpe 3 4 Interzs:
Patiant Nama: Teat Patisnt Mamber ID#: 123872354 Payer Claimiciri®: 11112816500 Patlent Control £ 123456785
Randering Provider HName: Providar Smith NP NPI123456 Program: SMMP MEDICARE
1 020572015 1.00 RH $350.00 33842 $10.53 $153.94 $185.43 0.00 30.00 30.00 $0.00 15086 FF3 PAID CO 45 o
020572015 PC 30.00
2 20052015 0.B0 RH .40 $5.82 30.58 34.66 3118 0.00 30.00 30.00 $0.00 #.57 FF3 PAID CO 45 o
0252018 PC 0.0
TOTAL AMOUNT: $356.40 $345.24 $11.18 $158.60 $156.64 $0.00 $0.0 $0.00 $0.00 $155.43
$0.00
“Mag Line 1. -Adjustment cade for fadera, state of lecali@w reguiation that aTects compensation under provider agreemants o |5 mandated by 3 federal, state or jocal Awiregulation.

Line 2. -Ad|ustment code for faderal, stata or localiaw regulation that afMects compensation under provider agreements: o Is mandated Dy 3 federal, siate or local lawimegulation.

Patient Nama: Teat Patlent Member ID#:  13¥5672354 Payer Clalm Ciri#:  11112816500M Patlent Control & 123456783

Rendering Provider Name:  Providsr Smith NPiE:  NPI238eT Program:  MMP MEDICAID
1 D2MISM2015 1.00 RH $35000  S126.82  S198.14 0. S150.ES SO0 50.00 S0.00 .00 S0.00 FFS PAID CO 45
NS5 PC 50.00
2 D2NIS2015 8D RH 5.40 5194 5163 0. S457 SO0 50.00 S0.00 .00 S0.00 FFS PAID CO 45
2s2iE PG 50.00
TOTAL AMOUNT: $356.40 $12878  $200.57 sn_rt $155.43 $000  $0.00 $0.00 $0.00 $0.00
$0.00
“-Mag: Line 1. Mo further payment applicanle due to coordination of benefs.

Line 2. Mo further payment applicanle due to coordinabion of benefs.

EXPLANATION OF PAYMENT
o0 Explanation of Payment for:
i‘. MOLINA PayTo Provider
HEALTHCARE 1234 Test Ave,
MNPI: 8765755674
TAX ID: TaxID 123456

MOLINA HEALTHCARE OF il

LA D090 L eE 20000 0-000000 100000 0000 00

Paid Date: 03052015 Check or EFT Trace # EFT1234
After
Af A
Clam Date Ray ModMod Bllied Allowed Disallow  Gross Plan cos Co-Pay Refund, Co- MNatPlan FS5 LUne Gmp Rsn Rmk
Ling ZerviceFrom Code Units 12 Amount Amount Amount Payanle Amou lied Amoung@linsurance Deductibia Payable CAP Sialus CO Cd Cd Msg
SemviceThiu cpimac i 4 Interest)
[Patient Hama: Teat Patlent Member ID# 1235072354 Payer ClalmiCiri#: 11112816500 Patient Confrod # 123456785
Randering Providar Nams: Provider Smith NPiE:  NPI1234563 Program: MMP MEDICARE
1 2052Ms 1.00 RH $350.00 533942 $10.53 §153.94 s0.00 S0.00 $0.01 3643 H147.00 §15086 FFS PAID CO 45
0205205 PC
2 25205 D.80 RH $5.40 35.82 30.58 3466 s0.00 0.00 5116 $0.00 457 FFS PAID CO 45
0205205 PC
TOTAL AMOUNT: $356.40 $345.24 $11.18 $158.60 £0.00 $0.00 $147.00 $155.43
*Mag- Line 1. -Adjustment code for federal, state of localiaw reguiation that 3ects compensation under provider agresmants of s mandated by 3 federal, state of local lawiregulation.

Line 2. -Adjustment code for fiaderal, state or Ipcalfaw reguiation that aMects compensation under provider agreemants or Is mandated by a federal, siate or local lawiregulation.

Mo Changes to M C

Patient Nama: Tast Patlent Member D& 1235 Payer Clalm Ciri#: 111125165008 Patlent Controd #: 123458789
Randering Providar Nams: Provider Smith NPLE  NPI1234567) Program:  MMP MEDICAID
1 D2052Ms 1.00 RH $350.00 $126.82 $199.14 50.00 §$150L85 0.00 $0.00 $0.00 $0.00 000 FFS PAID CO 45 e
D20s2Ms PC $0.00
2 DRSS 0.80 RH .40 3154 F1.63 $0.00 3457 s0.00 ¥0.00 50.00 .00 $000 FFE PAID OO 45 -
D20s2Ms PC $0.00
TOTAL AMOUNT: $356.40 $128.7¢ $200.57 $0.00 $155.43 $0.00 $0.00 $0.00 $0.00 $0.00
e $0.00
*Mag- Line 1. -Mo further payment apalicable due to coondination of benefis.

Line 2. -Mo further payment apalicable due t coondination of benefis.



Sample MMP Explanation

co-payment

.lMOLINA

HEALTHCARE

Molina Healthcare of (N

EXPLANATION OF PAYMENT

Explanation of Payment for:
PayTo Provider
1234 Test Ave,
MPI: BT65755674
TAX ID: TaxID 123456

Paid Date: 0410512015

Check or EFT Trace # EFT7892

of Payment Statement (Paper Remittance Advice) with

FOHI0S0 b LS €00000-000000-200000-000000

Before
Ad AG
Claim Date Raw Mod Mod Eilizd Allowed Cisaliow  Gross Plan r coB Co-Pay Refund Co- -‘ FFS NetPlan FES5 Une G Ren Rmk
Line SendceFram Code untts 1 2 Amount Aot Amaount Payable | Amount  Apolled  Amount insurance Deductibie Withhoid  Pavable CAP Status Cd Cd  Cd Msg
SeniceThiu cpinpe 3 4 Interest
Patiant Name: Tast Patlent Mamber D& 123872354 Payer Clalm Cfri#: 1234567850 Patlent Control & 123458785
Rendering Provider Mame:  Provider Smith NP NPI123450 program:  {MMP MEDIC 2RE
1 D5/222015 0022 16.00 5000 §539676 -55,396.76 5256176 [52.E35.00 50.00 50.00 50000 5000 J551.24 3251052 FFS PAID CO 45
DS/222015 PO 50.00
2 D5/222018 0120 18.00 $5,396.76 S0.00  S530ETHE $0.00 50.00 S0.00 50.00 50,00 $0.00 $0.00 $1D0 FFS PAID CO: 57 o
DS/222018 PC 50.00
3 DSM222015 0250 5.00 $180.78 §0.00 $190.73 $0.00 50.00 $0.00 30.00 50,00 §0.00 $0.00 $100 FF3 PAID CO &7 o
D5ME201E PC 50.00
TOTAL AMOUNT: $5.587.54  $5.39678 $130.78  $2.551.76 )| $2.835.00 $0.00 $0.00 $0.00 $0.00 $5124  $2510.52
e $0.00 .
Mg Line 1. -Ad|ustment code for federal, state or localfaw requlation thai affects compensation under provider agreements or Is mandated by a federal, siate or local lawiregulation.
Ling 2. -Payment adjusted bacause the benefitfor this senvice s Included In the paymentaliowanse for another senvica/procedire that has aiready been adudicated.
Ling 3. -Payment agjusted bacauss the benefit for this senvice Is Included In the paymentallowanoe fof another senvica/procedure that has aiready been agudicated.
EXPLANATION OF PAYMENT
. Explanation of Payment for:
. PayTo Provider
MOLINA 1234 Test Ave, NN
HEALTHCARE NPI: 8T65T55674
TAX ID: TaxiD 123456
Molina Healtheare of SRS
Paid Date: 01/03/2015 Check or EFT Trace # EFTT832
Ad Ag]
Clalm Date Rev ModMod Bilied Alowed Cisaliow Gross Plan r coB Co-Pay Refund Co- -‘ FF5 MNatPlan FS5 LUne G Rsn Rmk
Ling ServiceFrom Code Uniie 1 2 Amount Amount Amaunt Payanie Amount Apolied Amouni Imsurance Deductibia §Withhoid Payable CAP Siates Cd Cd Cd Msg
SenvicETh_Gpingc 34 Interest
Patignt Nama: Taat Paflent Member D& 123872354 Payer Clalm Cfri#:  1234557830M Patient Controd £ 123456789
Rendering Provider Name:  Provider Smith HPlE:  HPI123458 Program: VR MMP MEDIC AI10)
1 05/27/2018 0022 16.00 F.00 -§3.409.74 §$899.22 gs2.510.52 0.00 ¥0.00 $0.00 $0.00 50.00 $89922 FFE PAID CO 45 -
0si27i2015 PC §0.00
2 D5272018 0120 16.00 $5.356.76 000 5539676 50.00 000 s0.00 %0.00 50.00 $0.00 50.00 $100 FFE PAID CO 45 -
psi2vi2Ne PC $0.00
3 0Sf27201s 0250 S.0a #1907 0.0 19073 50.00 F0.00 $0.00 %0.00 30.00 $0.00 30.00 000 FFZ PAID CO 45
DEM3zME PC $0.00
TOTAL AMOUNT: $5.567.54  $3.40374  ELITTED $835.22 [ 82.510.52 $0.00 $0.00 $0.00 $0.00 $0.00 $695.22
9 $0.00 A

Mg Line 1. -Paying up to Maximum Allowable due to coorsingtion of bensfts

Line 2. Mo further payment applicadle due to coordinaton of benems

Line 3. Mo further payment applicadle due to coordination of benefs



Sample MMP Explanation of Payment Statement (Paper Remittance Advice) with co-

payment

o .
] | Haup:

Molina Healthcare of (S—

EXPLANATION OF PAYMENT

Explanation of Payment for:

PayTo Pro

T

1234 Test Ave, .

Faid Date: 010372013

NPl

TAXID:

BT65T556T4
TaxlD 123456

Check or EFT Trace # EFTT832

LOH 2020 L 9PeZ € 0000000 0000 <Z00 000~ 0000 00

After
Ad AD
Claim Date Ray Modkod Bilied Algwed Disaliow  Gross Plan CcoB Co-Pay Refund Co- FFS M2tPlan FE5 Une G Rsn Rmk
Ling ServiceFrom Code Units 1 2 Amourt Amount Amgunt Payanle Amount Apolied Amguni Insurance Deductibis ithhoid Payable CAP Sialus Cd Cd Cd Msg
SenviceThru cpihpc 3 4 Intarest
Patiant Nama: Teat Patlent Member ID#: 1235872354 [Payer Clalm Cirlé: 1234587830 Patient Control & 123456785
Rendering Provider Name:  Provider Smith HPHE  NP11234567 Program: iR MMP MEDICARE
10522205 0022 18.00 $000 §530676 -§539676 5256176 50.00 $2,835.00 $0.00 5000 $0.00 §51.24 5251052 FFS PAID CO 45 o
D5r222015 PC $0.00
2 D5/2220ME 0120 1E.00 $5,355.76 SO0 S5.29ETE 50.00 50.00 S0O0 $0.0D 50,00 $0.00 50.00 $1D0 FFE PAID CO 97 -
D5r222015 PC $0.00
3 D5/22/201E 0250 500 19078 S0LDD §130.73 50.00 50.00 5000 %0.00 50,00 5000 50.00 $100 FFS PAID CO 57 -
D5M820ME PC 50.00
TOTAL AMOUNT: $5,5087.54  $5,338.7¢ $190.78  $2.561.7¢ $0.00 $2,835.00 $0.00 $0.00 $0.00 $51.28  $2510.52
i 52,00 i
“Mag Line 1. -Ad|ustment code for faderal, state of iocaliaw reguiation that aects compensation under provider agresmants or Is mandated by a federal, 513t of local lawiregulation.
Line 2. -Payment adjusted because the benefit for this service Iz Included in the paymentialiowance for ancther service/procedure that has already been adudicated.
Ling 3. -Payment agjusted bacausa the benefit for this service Is Included In the paymentialiowancs for another servica/progedure hat has aready been adudicated.
EXPLANATION OF PAYMENT
. . Explanation of Payment for:
[} . PayTo Provider
MOI.INA 1234 Test Ave, I
HEALTHCARE MNPI: 8765755674
TAXID: TaxlD 123456
Molina Healthcare of G
Paid Date: 017052015 Check or EFT Trace # EFTT832
Mo Changes to M Claim
’” A A
Claim Date Rev ModMod Bilied Allowed Disallow Gross Plan cos Co-Pay Refund Co- FFS NetPlan FS5 LUne G Rsn Rmk
Line SeniceFrom Code Units 1 2 Amount Amount Amount Payable Ampa lled  Amouni Insurance Deductibie ithhodd Payable CAP Statws Cd Cd Cd Msg
SENICEThIU Gpuhpe nte
Patient Nama: Teat Patlent Member D& 123872354 Payer Clalm Cirl#:  1234557630M Patient Conirol & 123456783
Rendering Provider Name:  Provider Smith HPIE  HPIH23456) Program:  @EEEMMMP MEDIC 21D
1 D5/27/2015 0022 1E.00 5000 5340074 5340074 $699.22 2.510.52 $0.00 50.00 50.00 $0.00 50.00 588922 FF3 PAID CO 45 -
PC $0.00
0120 1E.00 §5,385.76 §0.00 S5.38ET5 $0.00 50.00 $0.00 50.00 50.00 $0.00 50.00 $100 FFE PAID CO 45 -
PC $0.00
azs0 5.0 $190.78 s0.00 §190.73 $0.00 30.00 $0.00 ¥0.00 F0.00 $0.00 50.00 $0.00 FFE PAID CO 45 o
DEM3201E PC $0.00
TOTAL AMOUNT: $5,567.54 §3.409.74 S2,177.E0 $693.22 §§2.510.52 $0.00 $0.00 $0.00 $0.00 $0.00 $899.22
A s-o.un

Mg

Line 1. -Paying up to Maximwm Allowable due to coordingtion of benafits

Line 2. -Mo further paymant apolicanle due b coordination of benems.

Line 3. -Mo further paymant apolicadle due to coondination of benefis




