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YOUR MONTHLY INVOICE
HAS BEEN REDESIGNED -

Thank you for your suggestions!

After receiving your suggestions on how to improve the monthly invoice, Covered California for Small Business
is pleased to debut the enclosed updates to the design of your invoice. We hope you find the changes helpful in
managing your health benefits plan and appreciate the opportunity to serve you better!

The tutorial below is intended to assist you in navigating the updates made to the previous invoice design.
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Balance Forward This section details your group’s current
Premiums This Period

premiums and plans by active enrollees.

The total shown will match the
“Premiums this Period” line on the
Bill Summary.

Bill Summary

The Bill Summary remains unchanged.
However, totals on the following sections will
match specific line items on this page.

Covered California complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al 1-855-777-6782 (TTY: 1-888-889-4500).
AR NREERAEEIY, BUULEESESEYRE. FHE 1-855-777-6782(TTY 1-888-889-4500)
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oser e Chsiver 15005 ooe sAwA 2o 07/2017 ( M $293L T e
Deta el e entl PP FAM oo ewren Zonorimn o] soro9 NSF - BANK FEE RET CHK #456 FEE 06/2017 $12636
05/2017 | CH $0
oeta el r— ook tnch oo A - NSF - BANK FEE RET CHK FB52 FEE 5201 p—
e T PSS Jocssn Jeoy
aiser NSF - BANK FEE RET CHK #9514 FEE 06/2017 $12636
=) Total Bank Fees $505.45
Deraoe
Other Adj
¢
o = H
-l i 9 &z s s
sssss Name PanName Employeeame nploee | Erloyr 83 g i g :
HE A &
HEER é g
H g
DettaDental Deta Dental DPPO. 0oE, ToM z00011111 1 {02016 &r '

Bank Fees

@ Any bank fees will show on this
page and the total will match the
“Bank Fees” line on the Bill Summary.

$-1,624.03

RT= Retroactive Termination. A credit o this invoice for a pior coverage monih

M= Manual Adjustment.

Pay the total amount due on your bill.

Other Adjustments
This section now contains only “Other Adjustments.” This
includes adds, changes, terminations, and manual edits. e

Ways to pay your invoice

after we approve their applications.

(® The total will match the “Other Adjustments’ e s—
line on the Bill Summary. s s 8
O Also, two new transaction types have been ST W : '
added to the “status” column: i
1. “CH” or retroactive change. This represents any T
debit or credit for a prior coverage month, such as " ET—
adding a new hire. i
2. “M” or manual adjustment. This represents any oo 05
non-system generated change for a prior coverage (O
month, such as a bank charge for a returned check. e ot fums Efective 112017
All transaction types are defined in the legend. : o

‘complance with State lw 28 CCR 5130065

If you have additional questions, please contact the °
CCSB Service Center at

Invoice Instructions

This page contains the invoice instructions,
Thank you for helping us to improve your experience! which were included with the previous
invoice design.

(855) 777-6782 or SHOP@covered.ca.gov

Covered Califorpia complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex. ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 1-855-777-6782 (TTY: 1-888-889-4500).
AR CNREEARER, BUNRHEBEESERE, FHE 1-855-777-6782(TTY 1-888-889-4500)



