LOUISIANABLUE Blue adVantage (HMO) | Blue adVantage (PPO)

BLUE ADVANTAGE

BULLETIN veorceee meoeersy NSl

YOUR EXPERIENCE WITH BLUE ADVANTAGE MATTERS Ems

Occasionally, you may receive a survey about your experience with

Blue Advantage. These surveys may come from Blue Advantage or

the Centers for Medicare & Medicaid Services (CMS) by mail, email or $ o e Yo g e
phone. The survey asks about everyday experiences—such as getting o m)"d
the care you need, understanding your benefits, and getting help i
when you have questions.
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Your feedback matters! We carefully review every response and
use your input to improve your plan, your care and the services
you receive. e 1, 5 ot
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If you receive a survey, please take a few minutes to complete it.

In this issue, we're highlighting topics that reflect common areas of
the healthcare experience. We want you to better understand how
your benefits work and what support is available to you.

COMING SOON! MyLABLue!
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UNDERSTANDING YOUR BENEFITS

Understanding your benefits helps you get the most out of your coverage and avoid surprises when
you need care. In this issue, we're breaking down some of the most common questions we hear from
members — from prior authorizations, how to understand your Explanation of Benefits (EOB) and what to

do if you ever need to file an appeal.

We know the healthcare system can feel complex, but you don’t have to navigate it alone. Our goal is to
give you clear, helpful information that makes your coverage easier to use and helps you feel confident
every step of the way. Understanding how your benefits work helps you avoid unexpected costs and
ensures you get the right care at the right time.

At Blue Cross and Blue Shield of Louisiana (Louisiana Blue), we're here to guide you, answer your
questions and make sure you have the tools you need to get the right care at the right time.




WHAT IS AN EXPLANATION OF BENEFITS (EOB)?

You receive an EOB each month that you use your plan coverage. When you receive care, your provider
submits a claim to Louisiana Blue for payment. After the claim is processed, you receive an EOB that
gives you a summary of how the claim was paid. Because medical and pharmacy benefits are processed
separately, you will receive separate EOBs — your pharmacy EOB helps you track your deductible and
out-of-pocket costs and highlights programs available to help reduce prescription expenses.

The EOB shows you:

The provider and service for the claim

How much the provider billed the plan

What the plan approved and paid

Any notes if all or part of the claim was denied

Your share of the cost

Reminder: The EOB is not a bill. If you owe for a service, the provider will bill you for the amount you owe.

Details for claims processed in January 2026

Look over the information about your ~ You have the right to make an appeal or complaint Remember, this report is NOT A BILL:
claims -- does it seem correct?

* Making an appeal is a formal way of askingusto  * If you have not already paid the
* If you have questions or think there change our decision about your coverage. You amount shown for "your share," wait
might be a mistake, start by calling the can make an appeal if we deny a claim. You can  until you get a bill from the provider.
doctor's office or other service provider.  also make an appeal if we approve a claim but

Ask them to explain the claim. you disagree with how much you are paying for * If you get a bill that is higher than the
the item or services. For information about amount shown for "your share," call

* If you still have questions, call Blue making an appeal, call Blue Advantage Blue Advantage Customer Service

Advantage Customer Service (phone Customer Service (phone numbers are in the (phone numbers are in a box on page

numbers are in a box on page 1). box on page 1). 1).

Please contact us if you are asked to make any payments on claims which'show $0.00 under the
"Your Share" column.

Provider: Lastname, Firstname
Claim Number: XXXXXXXXXX

Amount the Total cost .
Participating provider Date of provider billed (amount the plan Denial
Service the plan approved Plan's share Your share Note
HOME VST NEW PT UNSTABLE/
SIGNI 99345 1/06/2055438 00 9$187 46 9$187 46 0$0 00
TOTALS $438.00 $187.46 $187.46 $0.00

Denial Notes (All notes may not apply to your claims.)

1 = Note 1: We have denied all or part of this claim. However, you are not responsible for paying the billed amount because you received
this service from a Blue Advantage provider or based on a referral from a Blue Advantage provider.

2 = Note 2: This service was denied, but you may be responsible for paying this amount. See insert for information on your appeal rights.

3 = Note 3: We have denied all or part of this claim. However, you are not responsible for paying the charges for these services at this
time. TFthis claim is reprocessed, you will receive a new EOB which may reflect an amount in "Your Share" if you owe anything for these
services.

REMEMBER: If one or more claims or claim lines do not have a "Denial Note" indicated in the last column, you are only responsible for
"Your Share" of such claim or claim line.

1. Amount the provider billed the plan — Amount of money the doctor, clinic or hospital charged for

medical services.

2. Total cost (amount the plan approved) — Amount the plan approves for the services provided.
3. Plan’s share — Amount Blue Advantage paid to doctor, clinic or hospital on your behalf.

4. Your share — Amount you owe to the doctor, clinic or hospital for medical services.

5. Denial Note — Will give more information if all or part of a claim is denied.



WHAT IS A PRIOR AUTHORIZATION
AND WHY DO YOU NEED IT?

Some services and prescription drugs require
prior authorization before they're covered. Prior
authorization means you must get approval
from Louisiana Blue before you receive the
service or drug. If approval isn't received in
advance when required, you may have to pay for
the service yourself.

Examples of services that may require prior
authorization include:

Durable medical equipment
Inpatient hospital stays
Certain outpatient procedures and tests

The prior authorization process helps make sure
you receive care that is medically appropriate
and that you receive the highest level of benefits
available under your plan.

When a request is submitted, Louisiana Blue
nurses review the medical information from your
doctor or provider and compare it to established
medical guidelines. If the request does not meet
those guidelines, it is reviewed by a Louisiana
Blue physician.

Do | Need Prior Authorization for Qut-of-
Network Care?

Requirements can vary depending on your plan
and the type of care you receive.

HMO-POS plans require prior authorization
before you receive services from an out-of-
network provider.

PPO plans do not require prior authorization
for out of network care, but you may request

a pre-visit coverage decision to confirm
whether the service will be covered and to
receive an estimate of your costs.

Emergency services, urgently needed care when
a network provider is unavailable and dialysis
outside the service area are typically covered
without prior authorization.

Checking coverage in advance can help you
avoid unexpected costs.

What If | Need Prior Authorization or a Pre-
Visit Coverage Decision?

It's important to make sure approval is in place
before you receive care, as you are ultimately
responsible for having prior authorization when
one is required. Your primary care provider (PCP)
typically helps coordinate these requests and
works with other providers to submit the required
information. However, we encourage you to check
with your provider that prior authorization has
been approved before receiving services.

To start a request or check the status of an
existing request, call Customer Service at
1-866 508-7145 (TTY 711).

Where to Learn More

For a full list of services that require prior
authorization, see Chapter 4: Medical Benefits
Chart in your Evidence of Coverage.

Prescription drugs that require prior
authorization are marked in the formulary on
our website. You can view the formulary at
blueadvantage.lablue.com/2026/medicare/
formularyum.

A Quick Reminder About Your Care

You don't need a prior authorization to see your
PCP or specialist. Some tests or procedures
ordered or performed during your office visit
may require a prior authorization.



UNDERSTANDING YOUR
APPEAL RIGHTS

Sometimes we make a coverage decision about
your benefits, either before or after you receive
care. If you're not satisfied with our decision, you
have the right to appeal. An appeal is simply a
formal request asking us to take another look at
the decision we made.

How the Appeal Process Works
Level 1 Appeal

Your first appeal is called a Level 1 appeal. A
new team — different from the one that made
the original decision — reviews your request to
make sure we followed all your plan’s rules and
coverage considerations. Once the review is
complete, we'll send you our decision in writing.

If your health requires a quick response, you or
your doctor can ask for a fast appeal.

What Happens if We Don’t Approve Your
Level 1 Appeal?

For medical care, your appeal automatically
moves to a Level 2 appeal with an
independent review organization. You don't
need to do anything to start this step.

For Part D prescription drugs, your doctor or
prescriber can request a Level 2 appeal on
your behalf.

Need Help With an Appeal?
You have several ways to get assistance:

Call Customer Service at 1-866-508-7145
(TTY 711). Our phone lines are open 8 a.m. to
8 p.m., 7 days a week from October - March
and 8 a.m. to 8 p.m., Monday - Friday from
April - September.

Talk to your provider, who can request a
coverage decision or Level 1 appeal for you.

Have an authorized representative act on
your behalf.

Send an appeal to us in writing at:
Louisiana Blue

Medicare Advantage

P.0. Box 98004

Baton Rouge, LA 70898-9004

Chapter 9 in your Evidence of Coverage
provides more information about appeals.

Reminder: You must make your appeal request
within 65 calendar days of the notice you receive
telling you about the coverage decision.

Why Would My Request Be Denied?

Prior authorization, claim or appeal requests may
be denied when more information is needed

to meet Medicare rules or clinical guidelines.
Common reasons include:

Your medical records may not show a
documented condition that supports the
treatment being requested.

There may be safer or more effective treatment
options that haven't been tried yet.

A service may be significantly more expensive
than other options that are just as effective.

The service may not be covered by your plan.

Our goal is to ensure you receive safe, effective
and appropriate care. Appeal reviewers use
the same rules and clinical criteria as the initial
decision. If the additional information still
doesn’'t meet those requirements, the appeal
may also be denied.
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