Sample Explanation of Benefits Statement
Below is an example of a standard EBMS Explanation of Benefits. The standard EOB will include additional information regarding your rights to
appeal any final decision on the submitted claim on the front or back of the EOB as space permits.
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EBMS Claim Reason Codes
When you receive services from a provider, you or your provider
must submit a claim for those services in order to receive
reimbursement. EBMS handles the payment of those claims on
behalf of your benefit plan. To make sure that the claim is paid
correctly, EBMS uses numerous resources, including your Plan
Document, billing practice resources (eg. American Medical
Association, Medicare, and Correct Coding Initiative), and claim
payment practice guidelines.
You and your provider will receive an Explanation of Benefits
(EOB) notification of the outcome for the processing of the claim.
When you receive the EOB, you may notice a message code
located beside some of the charges in the ineligible column under
reason code. Each of these codes will mean something different
to the outcome of the claim. Some you will need to follow up on,
some are the provider’s responsibility, and others are related to
the way the provider billed.
Here is a list of the most frequently used message codes that you
will see. If you do see one on your EOB that is not listed below,
please feel free to contact EBMS for additional clarification.
ACC: The Plan has a provision relating to Accidental Injury or
Illness. To correctly apply this provision to your claim we need
information regarding the accident. For further consideration,
please provide the requested information within 45 days of this
notice. If not provided within 45 days, this notice constitutes
formal determination of the claim.
This message indicates that there is an accident diagnosis
billed on the claim. Before the claim can be processed, EBMS
needs verification that there is not another individual or
insurance policy that may need to make payment on the claim.
Please complete the letter you will receive in the mail, sign it,
and return the letter to EBMS or complete the information by
going to www.ebms.com and clicking on Forms and Documents
located under Health Resources in your miBenefits account.
Timely completion will ensure that the claim is paid as quickly
as possible.
COB: The Plan has a provision relating to Coordination of
Benefits. To apply this provision to your claim we will need
information regarding any primary insurance coverage you may
have. For further consideration, please provide the requested
information within 45 days of this notice. If not provided within 45
days, this notice constitutes formal determination of the claim.
This message indicates that initial or annual verification of other
insurance on your dependents has not been received. You may
satisfy this request by going to www.ebms.com and clicking
on Forms and Documents located under Health Resources
in your miBenefits account or by contacting EBMS at the toll
free telephone number provided on the back of your ID card, or
1-800-777-3575. The representative on the telephone will take
this information for you and the claim will be reconsidered.
PTR: The Plan has a provision requiring prescribed treatment for
therapy. To correctly apply this provision to your claim we need a
prescription for ongoing therapy treatment indicating frequency
and duration. Future claims may not be considered eligible under
the plan provisions. Please provide the requested information
within 45 days of this notice.
This message indicates that your Plan Document requires that
the billed treatment be prescribed by your physician. Your
provider of the therapy will typically respond with the receipt
of needed information. However, if you choose, you may

expedite the needed information by contacting your provider.
The provider may then send the information to EBMS for proper
processing of the claim.
PTT: The Plan has a provision relating to Medical Necessity.
To correctly apply this provision to your claim we need a
prescription for ongoing therapy treatment indicating frequency
and duration. For further consideration, please provide the
requested information within 45 days, otherwise this notice
constitutes formal determination of the claim.
The message indicates that your Plan Document requires that
the billed treatment must be prescribed by a physician. Your
provider of the therapy will typically respond with the receipt of
needed information. However, if you choose, you may expedite
the needed information by contacting your provider.
EOB: The Plan has a provision relating to Coordination of Benefits.
To correctly apply this provision to your claim we need a copy of
your primary insurance plan’s explanation of benefits. For further
consideration, please provide the requested information within
45 days of this notice. If not provided within 45 days, this notice
constitutes formal determination of the claim.
This message indicates that EBMS has a record of other insurance
available that should pay this claim first. If that is not the case,
please contact EBMS to update your other insurance record.
There will be additional information necessary to process the
claim, which may include the date the other insurance coverage
terminated, reason for termination, and other pertinent
information. If you do have other insurance, please submit the
EOB provided by the other insurance company. Your provider
may also have a copy of this information. You or the provider
may then send the information to EBMS for proper processing
of the claim.
OIC: We are in receipt of correspondence that indicates that
there may be other insurance coverage in place. In order to
correctly apply this plan’s coordination of benefits provision, an
immediate update is required. A letter has been sent requesting
specific information. Please provide this information within 45
days of this notice. If the requested information is not provided
within 45 days, this constitutes formal determination of the claim.
This code will appear on your explanation of benefits when we
have received information with a claim (such as an EOB from
another insurance company) that indicates the possibility of
other insurance.
ITM: The Plan has a provision relating to how to submit a claim.
In order to correctly apply this provision to your claim, we need
an itemized bill for the above services. For further consideration,
please provide the requested information within 45 days of this
notice. If not provided within 45 days, this notice constitutes
formal determination of the claim.
This message indicates that an itemization of the charges is
needed to properly process the claim. Typically this is only
necessary for claims that have billed charges over $25,000.
Your provider will typically respond with the needed information.
However, if you choose, you may expedite the receipt of needed
information by contacting your provider. The provider may
then send the information to EBMS for proper processing of the
claim.
DME: The Plan has a provision relating to Medical Necessity. To
correctly apply this provision to your claim we need a prescription
or evidence of medical necessity including purchase/rental
price. For further consideration, please provide the requested
information within 45 days of this notice. If not provided within 45
days, this notice constitutes formal determination of the claim.

This message indicates that there is further documentation,
medical records or pricing information, that will assist in
determining the correct reimbursement for this claim. Your
provider will typically respond with the needed information.
However, if you choose, you may expedite the receipt of needed
information by contacting your provider. The provider may
then send the information to EBMS for proper processing of the
claim.
CBR: According to our records your Cobra premium has not
been received. Please refer to your original Cobra Notification
for timely payments. If the premium is not received within the
appropriate time period, this notice constitutes denial of the
submitted claim.
This message indicates that a Cobra premium has not been
received. If it is still within the 30-day grace period, this could
serve as a reminder that you need to make your monthly
payment, if you enrolled in a Cobra policy. Please contact
EBMS at the toll free telephone number provided on your Cobra
notice or 1-800-777-3575.
MED: The Plan has a provision relating to Medical Necessity. To
apply the provision to your claim, we need medical records. The
provider should have received a letter indicating the information
needed. For further consideration, please provide the requested
information within 45 days of this notice. If not provided within 45
days, this notice constitutes formal determination of the claim.
This message indicates that the services provided must be
reviewed to make sure they are medically necessary. This is
accomplished through a review of the medical records. EBMS
uses standards of care and medical reviews to determine
medical necessity. Your provider will typically respond with the
needed information. However, if you choose, you may expedite
the receipt of needed information by contacting your provider.
The provider may then send the information to EBMS for proper
processing of the claim.
SOT: The Plan has a provision relating to Medical Necessity. To
apply the provision to your claim, we need the initial evaluation
report from the speech or occupational therapy provider
for this course of therapy. For further consideration, please
provide the requested information within 45 days of this notice.
If not provided within 45 days, this notice constitutes formal
determination of the claim.
The message indicates that your Plan Document requires that
the billed treatment must meet medical necessity which is
established by the evaluation. Your provider of the therapy will
typically respond with the needed information. However, if you
choose, you may expedite the receipt of needed information by
contacting your provider.
The next set of codes are used when the provider has not
billed in line with the industry standard billing practices. Your
provider should not be bill you after the Plan has paid for these
specific codes. However, the provider may re-bill for additional
reimbursement, or to correct the original billing. Your provider
will typically respond with any needed information however,
you may expedite the processing by contacting your provider.
UUD/UUS: The submitted procedure code is inappropriately
billed with other principal procedures and, as such, has been
denied. Please refer to the Usual and Reasonable language in the
Definitions section of your plan document.
This message indicates your claim has been denied because the
procedure code used has been inappropriately billed with other
procedures codes.

UIS/UID: This procedure code has been identified as being
incidental and is therefore denied. Please refer to the Usual
and Reasonable language in the Definitions section of your plan
booklet.
TRA: The submitted procedure code is inappropriately billed with
other principal procedure and has been rebundled. Please refer
to the Usual and Reasonable language in the Definitions section
of your plan.
This code is usually utilized when a non-PPO provider has been
used and is a result of procedures being billed as separate
charges rather than one bundled charge.
Finally, this last set of codes show that a service was denied.
Reconsideration of this charge should be done through a formal
written appeal.
515: The claim for these services is a duplication of a previously
considered claim. Please refer to an earlier explanation of benefits.
519: These services were incurred after your coverage terminated.
551: Services are denied as Not Medically Necessary under the
terms of the plan. Please refer to the Not Medically Necessary
Exclusion in your Plan. An explanation of the scientific or
clinical judgment, applying the terms of the Plan to the medical
circumstances will be provided free of charge, upon request.
591: These services are not a benefit under the plan. Please refer
to the Routine Care exclusion in the Plan Exclusions section of
your plan booklet.
527: These services are for a newborn child that has not been
enrolled for coverage. Please refer to the Enrollment section of
your plan booklet.
528: Your plan has a provision relating to Eligibility. To correctly
apply this provision, we will need student status verification.
Please provide written certification from the school’s registrar
of records within 45 days from receipt of this notice. If this
information is not provided within 45 days, this notice constitutes
denial of the submitted claim.
508: These services exceed the maximum benefits available
under the plan. Please refer to the plan’s Annual and Maximum
benefit requirements in the Schedule of Benefits section of
your plan booklet.
549: Services are denied as Experimental/Investigational
under the terms of the plan. Please refer to the Experimental/
Investigational exclusion in your Plan. An explanation of the
scientific or clinical judgment, applying the terms of the Plan to
the medical circumstances will be provided free of charge, upon
request.
To obtain additional claims payment information, login to your
personal account on miBenefits (www.ebms.com) or contact one
of EBMS’ knowledgeable, friendly Client Service Representatives
on your group’s dedicated toll free number
(listed on the back of your ID card).
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