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How to read your Medicare Advantage
Explanation of Benefits (EOB)

If you have questions  
about a claim or think there 
might be a mistake, call your 

doctor’s office or service  
provider and ask them to 
explain the claim. If you  
still have questions, call 

Member Service at  
1-855-962-7325 (PEAK).

Making an appeal  
is a formal way of asking us 

to change our decision about 
your coverage. You can make 
an appeal if we deny a claim 
— or if we approve a claim 
but you disagree with how 

much you are paying.

If you owe anything,  
your doctor or other health 
care provider will send you  

a bill. If that bill is higher  
than the amount under  

“Your responsibility,” call 
Member Service at  

1-855-962-7325 (PEAK).

This section lists each 
claim processed by your 
Peak Advantage Medicare 
Advantage plan. Each 
claim has a breakdown 
of the original provider 
charge, what your Peak 
Advantage plan paid, any 
denied amounts, and the 
portion you may owe. 

Each claim starts with the 
claim (reference) number 
and provider name.
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How to read your Medicare Advantage
Explanation of Benefits (EOB)

This shows your out-of-
pocket limit, how much 
has been applied to 
date, and how much is 
left to reach the limit.

Did you know?
With your Peak Advantage Medicare  
Advantage plan member account 
(MyPeak), you can view your claims,  
find doctors and pharmacies, view  
your member ID card, and more.

Register or log in at: 

MyPeak.PeakHealth.org

Yearly Limit
This limit gives you financial protection. 
It tells you the most you will have to 
pay in out-of-pocket costs (copays and 
coinsurance) for medical and hospital 
services covered by your plan.

The yearly limit is called your  
“out-of-pocket maximum.” It puts a  
limit on how much you have to pay,  
but it does not put a limit on how  
much care you can get.

Once you have reached your limit in 
out-of-pocket costs, you stop paying 
out of pocket for all Medicare-covered 
services. You keep getting your covered 
medical services as usual, and your 
Peak Advantage Medicare Advantage 
plan will pay the full cost for the rest  
of the year. 

Explanation of Benefits
THIS IS NOT A BILL
Summit A Tapestry  //  Member ID: 1640084601 Sent: November 1, 2023

Maximum Out-of-Pocket Expenses 
Tier Name

Out-of-Pocket Maximum

Group Used 01/01/2023-12/31/2023

Individual $0.00 of $7,000.00 paid  ($7,000.00 remaining)
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How to read your Medicare Advantage
Explanation of Benefits (EOB)

Explanation of Benefits
THIS IS NOT A BILL
Summit A Tapestry  //  Member ID: 1640084601 Sent: November 1, 2023

Service Details

Billed - Full charge for services
Allowed - Discounted amount that in-network providers accept as payment
Not Covered - Amount not covered by your plan
Copay - A set amount that you pay each time you receive a covered service
Deductible - The initial portion of payment applicable to certain services for which you are responsible
Coinsurance - A specified percentage of the allowed amount that is your responsibility
Paid Amount - Amount paid by your health plan
Patient Total - Amount that you may owe or have paid the provider (may include any deductible, co-insurance, copay,
or not covered amounts)
Reason Code - Explanation for adjustment or reduced payment

Date Service Billed Allowed
Not

Covered Copay Deductible Co-Insurance
Paid

Amount
Patient

Total
Reason

Code

11/1/23 Office/Outpt Visit,Est,Levl III 150.00 85.65 0.00 0.00 0.00 0.00 83.94 0.00 C

Claim Totals: 150.00 85.65 0.00 0.00 0.00 0.00 83.94 0.00

Code Summary

C - Contracted Rate Payment

Definitions of the terms 
you’ll see in the EOB.

This provides service  
details for every claim 
included in the EOB.

Privacy Protection
Super-detailed service descriptions are not on EOBs for privacy 
reasons. But you have the right to know which codes your provider 
submitted and what they mean. 

Get more information about the medical codes used in your  
claims and what they mean by calling your provider or Peak Health 
Member Service at 1-855-962-7325 (PEAK).
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How to read your Medicare Advantage
Explanation of Benefits (EOB)

Note: A party does not have the right to seek Council review of an OMHA adjudicator's remand to a QIC, dismissal of a 
request for review of a reconsideration dismissal, or affirmation of a QIC's dismissal of a request for reconsideration.
How to request a Medicare Appeals Council (Council) Review

A written request is required to obtain a Council review.  You may send a letter or file electronically. 
Submitting your request

You may mail your request to:

Department of Health and Human Services
Departmental Appeals Board, MS 6127
Medicare Appeals Council
330 Independence Avenue, SW, Room G-644
Washington DC 20201

You may also fax your request for review to 202-565-0227.
 
Level 5 Appeal: Federal Court
If you disagree with your Medicare Appeals Council (Council) Level 4 decision and the amount in controversy is at least 
$1,850 (2023) (or $2,000 for reconsiderations issued by a Quality Improvement Organization), you may file a civil 
action in your local Federal District Court. The notice of decision from the Council will give you information about 
filing a civil action. This is the last level of appeals – Level 5

Please note that your request must be filed with the Federal District Court within 60 days of receiving the Medicare 
Appeals Council decision.

Please note that the Office of Medicare Hearings and Appeals is responsible only for the Level 3 claims appeals and 
certain Medicare entitlement appeals and Part B premium appeals. OMHA is not responsible for levels 1, 2, 4, and 5 of
the appeals process. OMHA provides additional information on other levels of appeals to help you understand the
appeals process in a broad context.

Level 3 Appeal: Office of Medicare Hearings and Appeals
MAXIMUS’s reconsideration determination is final and binding on the enrollee and Peak Health, unless a party files a 
request for a hearing before an Administrative Law Judge or OMHA adjudicator. Pursuant to 42 CFR §422.600, any
party to the Part C reconsideration determination, except the MA plan, has a right to request a level 3 review if the 
amount in controversy thresholds are met. Any party to the reconsideration, except the MA plan, has a right to a hearing. 
The parties to a hearing are the parties to the reconsideration, the MA plan, and other person/entity whose rights with 
respect to the reconsideration may be affected by the hearing, as determined by the Administrative Law Judge or OMHA 
adjudicator.
If you disagree with the outcome of your Level 2 appeal (called a reconsideration or reconsidered determination), you or 
your representative can request the dismissal or decision be reviewed by an OMHA adjudicator. At Level 3 of the 
appeals process, your appeal will be reviewed by an OMHA adjudicator, and you may have a hearing before an 
Administrative Law Judge (ALJ).

Review by an OMHA adjudicator gives you the opportunity to present your appeal to a new person who will 
independently review the facts of your appeal before making a new and impartial decision in accordance with the 
applicable law.

In some instances, an OMHA adjudicator may decide a case on the record (for example, if all the parties who would be 
sent a notice of hearing indicate in writing that they do not wish to appear at a hearing, or if the documentary evidence 
supports a finding fully favorable to the appellant(s) on every issue and no other party to the appeal is financially 
responsible for any of the claims at issue). Decisions, dismissals, and remands that do not require a hearing may be 
issued by an adjudicator.

Beneficiary and Enrollee Appeals and Assistance
(844) 419-3358

The Toll Free Beneficiary Help Line is staffed from 8:00 a.m. to 4:30 p.m., Eastern Time. If calling at other times or if 
the OMHA Beneficiary Help Line staff are assisting other callers, please leave a voicemail with your name and phone 
number and we will return your call as soon as possible.

Assistance for Other Appellants
(855) 556-8475

If you are not a beneficiary or an enrollee, please call the OMHA National Toll Free Line above.

Level 4 Appeal: Council Review
Any party to the Administrative Law Judge or OMHA adjudicator’s decision or dismissal, including the MA plan.
If you are not satisfied with your Level 3 decision or dismissal, you may request that the Medicare Appeals Council 
(Council) review OMHA's decision.

The Council:
 Conducts the Level 4 appeal, and is
 Part of the Departmental Appeals Board of the Department of Health and Human Services (HHS), and is
 Independent of OMHA and its adjudicators.

1-877-486-2048.
 Medicare Rights Center: 1-888-HMO-9050.
 Elder Care Locator: 1-800-677-1116 or www.eldercare.acl.gov to find help in your community. 

In most cases, Peak Health will notify you of its reconsideration decision within:
 30 days if the decision involves a request for a service.
 60 days if the decision involves a request for payment.

Special Circumstances for Expedited Review
You or your physician may request an expedited reconsideration by Peak Health in situations where the standard 
reconsideration time frame might jeopardize your health, life, or ability to regain maximum function. Peak Health must
give you its decision within 72 hours if it determines, or your doctor tells your plan, that waiting for a standard decision 
may seriously jeopardize your life, health, or ability to regain maximum function. If you are receiving services in an 
inpatient hospital, skilled nursing facility, home health agency or comprehensive rehabilitation facility, you may request 
an immediate review by a Quality Improvement Organization, if you disagree with Peak Health’s decision to discharge 
you or discontinue services.

Automatic Forward to Level 2 Appeals
Your Level 1 appeal ("reconsideration") will automatically be forwarded to Level 2 of the appeals process in the 
following instances:

Peak Health does not meet the response deadline.
If Peak Health fails to meet the established deadlines, it is required to forward your appeal to an independent review 
outside entity for a Level 2 review.

Peak Health does not decide in your favor.
If during your Level 1 appeal ("reconsideration"), Peak Health does not decide in your favor, it is required to forward 
your appeal to an independent review outside entity for a Level 2 review.

Level 2 Appeal: Reconsideration Determination
All partially favorable or adverse reconsideration decisions are forwarded by Peak Health to MAXIMUS Federal 
Services, Inc. who is the independent review entity contracted with CMS for external reviews. MAXIMUS will notify 
you directly, in writing, of its decision. A member, member’s representative or provider does not have to make a request 
for a level 2 appeal.

MAXIMUS Federal Services, Inc. Phone: 585-348-3300
Medicare Managed Care & PACE Reconsideration Project Fax: 585-425-5292
3750 Monroe Avenue, Suite 702
Pittsford, NY 14534-1302

Appealing to the Next Level of Appeals

The notice from MAXIMUS will contain detailed information about your right to appeal to OMHA (Level 3).  You may 
appeal to Level 3 in writing if:

 You are dissatisfied with the MAXIMUS ’s decision, and
 The amount in controversy is $180 or more (in 2023), and
 Less than 60 days have passed since you received the reconsideration determination.

Additional Information
Thank you for choosing Peak Health. For additional assistance in reading your Explanation of Benefits (EOB), please
log into your member portal at MyPeak.PeakHealth.org or call the Member Service number at 1.855.962.7325
(1.855.9MA.PEAK). Peak Health Member Service will be available Monday through Friday 8:00 a.m. to 5:00 p.m.
ET, excluding holidays.

Appeal Rights

Level 1 Appeal: Request for Reconsideration
A member, member’s representative or provider to an adverse initial claim determination has a right to a reconsideration 
by Peak Health. A reconsideration (hereinafter referred to as a level 1 appeal) consists of a review of an adverse initial 
claim determination, the evidence and finding upon which it was based, and any other evidence that the parties submit or 
that is obtained by the plan. A member, member’s representative, or provider may request a level 1 appeal by filing a 
written request with the plan. Peak Health also accepts verbal requests for expedited appeals and may accept verbal 
requests for standard appeals. The appeal must be filed within 60 calendar days of receipt of the initial determination on 
a claim. If you miss the deadline, you must provide a reason for filing late.
In the written request, include the following:

 Your name, address and the Medicare Number on your Peak Health Member Id card

 The items or services for which you're requesting a reconsideration, the dates of service, and the reason(s) why 
you're appealing.

 The name of your representative and proof of representation if you’ve appointed a representative.
 Any other information that may help your case.

Written Requests can be sent to:

Peak Health       
Attn: Appeals and Grievances      
1085 Van Voorhis Rd, Suite 300
Morgantown, WV 26505

Fax: 304-974-3470

Peak Member Services is ready to help.

Call them at 1-855-962-7325 (TTY: 711).

 Hours from October 1 to March 31: 8 a.m. to 8 p.m., 7 days a week.
 Hours from April 1 to September 30: 8 a.m. to 5p.m., Monday through Friday.
 Messages received on holidays and outside of our business hours will be returned within one business day. 

You may also contact:

 1-800-MEDICARE (1-800-633-4227), 24 hours, 7 days a week. TTY users call: 

Here’s what to do if 
you need additional 
assistance.

This tells you what it means to make 
an appeal, what to expect, and what 
your rights are. It also has contact 
information should you need help.
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