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& Time lmrmce Company A
H PO Box 624 -~
R Milwaukee, W1 53201-0624 M ASSURANT Health
Forwarding Service Requested if you have questions, Customer Service is available @ >
Monday - Friday, between the hours of -
3-DIGIT 302 7:00 am - 5:30 pm, Central Time at
21513 0.9434 AT 0. 866-387-0484 &
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BSILACtN - 59 Date: 11/18/2010 =
rrreTTevILLE. GA  30214-220b Claim Number: 000745 &
Control Number:
Policy: 00680777
Insured Name: ANDEE:
Patient Acct #: UNKNOWN
Patient Name: BELCHER
Provider Name: TERRY
Retain This Statement For Tax P a5
Remittance Advice T ia
ik T evis Descrigtion 7 Incwrved Dete Billed b ] Bl Resma | Amemt |
Amount RBeneflt Percentage Code Payahle
! , o, 11/02-11/02/2010 92.00 110.00 50% D $5.00
r } /-/ . 7> | Basic
=5 11/02—11/02/2010 743.00 350.00 50% D 225.00
( %t Major
. 11/02--11/02/2010 156.00 100,00 50% D 50.00
&/ S LT, ‘Major | L | =4 =l pyn o PRt AR e
p g . K T 102-1110272010 727.00 375.00 50%| D 187.50
r o | ( ra 7/ Major
1,718.00 ol B o
Plan Payment to Policyowner: _— 800
Total Plan Payment Amount; .~ 31730
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\\L | ( .
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a8
§  Time Insurance Company A/ A
:  POBox624 f )
S Milwaukee, WI 53201-0624 w ASS U RANT Heclth
Forwarding Service Requested if you have questions, Customer Service is available " s
Monday - Friday, between the hours of o
3-DIGIT 302 7:00 am - 5:30 pm, Central Time at
21533 0.9434% AT 0.354 866-387-0484 .
h|u||||||||||||"l|||||"“||| ||IIIIII|Illlllllll'llllllllllll =
il S s Date: 11/18/2010 z
FAYETTEVILLE. GA 30234-220b Claim Number: ooma- &
Control Number:
Policy: 0060776
Insured Name: YANJALI
Patient Acct #: UNKNOWN
Patient Name: YANJALI
Provider Name: TERRY L
= . ain Thi. em S6
Remittance Advice P!ease.Ret is Statement For Tax Purposes
“[Service Description / Incurred Date Billed Scheduled Benefit Reason Amount
Amoumt Benefit Percentage Code Payahle
v, ~  11/02-11/02/2010 11.00 100.00 100% DIM 100.00
)‘/ € / P - )/ {&y) Wellness
' e — 11/02-11/02/2010 837.00 450.00 50% D 225.00
ra / ,( L i F) : M,a]ur
C’ Il T 7.7 7 11/02-11/02/2010 205.00 100.00 50% D 50.00
. Major
JoAC /L’ / 11/02-11/02/2010 673.00 375.00 50% D 187.50
s i g Major
1,726.00 0.00
Plan Payment to Policyowner:
Total Plan Payment Amount:
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