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SUBCHAPTER 1. GENERAL PROVISIONS 

11:20-1.1 Purpose and scope 
(a) This chapter implements prov1s1ons of P.L. 1992, 

c.161 (N.J.S.A. 17B:27A-2 et seq.), the Individual Health 
Insurance Reform Act. This chapter establishes procedures 
and standards for carriers to meet their obligations under 
N.J.S.A. 17B:27 A-2 et seq., and establishes procedures and 
standards applicable for the fair, reasonable and equitable 
administration of the Individual Health Coverage Program 
pursuant to N.J.S.A. 17B:27A-2 et seq. 

(b) Provisions of the New Jersey Individual Health Insur-
ance Reform Act and of this chapter shall be applicable to 
all carriers that are members of the Individual Health 
Coverage Program, and to such other carriers as the specific 
provisions of the statute and this chapter may state. 

(c) Provisions of the New Jersey Individual Health Insur-
ance Reform Act and this chapter shall be applicable to all 
health benefits plans delivered or issued for delivery in New 
Jersey, renewed or continued on. or after November 30, 
1992, except as the specific provisions of the statute and of 
this chapter state otherwise. 

Petition for Rulemaking: Exhibit F. 
See: 26 N.J.R. 862(a), 26 N.J.R. 1401(a), 26 N.J.R. 2488(a). 
Petition for Rulemaking: Exhibit F. 
See: 26 N.J.R. 4228(b), 26 N.J.R. 4452(d), 27 N.J.R. 1321(a). 
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Petition for Rulemaking: Exhibit F. 
See: 26 N.J.R. 5119(a), 27 N.J.R. 946(d). 
Petition for Rulemaking: Exhibits A through F. 
See: 26 N.J.R. 5120(b), 27 N.J.R. 946(b). 

11:20-1.2 Definitions 
Words and terms contained in the Act, when used in this 

chapter, shall have the meanings as defined in the Act, 
unless the context clearly indicates otherwise, or as such 
words and terms are further defined by this chapter. 

"Act" means the Individual Health Insurance Reform 
Act, P.L. 1992, c.161 (N.J.S.A. 17B:27A-2 through 16). 

"Affiliated carriers" means two or more carriers that are 
treated as one carrier for purposes of complying with the 
Act because the carriers are subsidiaries of a common 
parent or one another. 

"Board" means the Board of Directors of the New Jersey 
Individual Health Coverage Program established by the Act. 

"Carrier" means an insurance company, health service 
corporation or health maintenance organization authorized 
to issue health benefits plans in New Jersey. Carriers that 
are affiliated carriers shall be treated as one carrier. 

"Commissioner" means the Commissioner of the New 
Jersey Department of Insurance. 

"Community rated" means that the premium for all per- , ) 
sons covered under a health benefits plan contract is the '-"'-'"' 
same, based on the experience of all persons covered by that 
contract, without regard to age, sex, health status, occupa-
tion and geographical location. 

"Conversion health benefits plan" means a group conver-
sion contract or policy issued on or after August 1, 1993 that 
is not subsidized by either: 

1. A single charge or ongoing increase in premium 
rates chargeable to the group policy or contract, identifi-
able as an excess morbidity charge in the group rating 
formula to cover group conversion excess morbidity costs; 
or 

2. A reduction in dividends or returns paid to a group 
policy or contract holder, identifiable as a charge to or 
reduction in the group dividend or return formula to 
cover group conversion excess morbidity costs. 

"Department" means the New Jersey Department of 
Insurance. 

"Dependent" means the spouse or child of an eligible 
person, subject to applicable terms of the individual health 
benefits plan. 

"Eligible person" means a person who is a resident of 
New Jersey who is not eligible to be insured under a group 
health benefits plan, Medicare or Medicaid. · 
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"Expenses" means a carrier's actual expenses including 
commissions to licensed insurance producers calculated on 
an incurred statutory basis and allocated on a consistent 
basis to individual lines, or a maximum of 25 percent of net 
earned premium, whichever amount is less. 

"Family unit" means a legally married man and woman 
and their dependent child(ren) living in the same household 
or a single person and his or her dependent child(ren) living 
in the same household. 

"Federally-qualified HMO" is a health maintenance orga-
nization which is qualified pursuant to the "Health Mainte-
nance Organization Act of 1973," Pub. L. 93-222 ( 42 U.S.C. 
§ 300e et seq.). 

"Group health benefits plan" means a health benefits 
plan for groups of two or more persons. 

"Health benefits plan" means a hospital and medical 
expense insurance policy, including certificates covering in-
dividual New Jersey residents, a health service corporation 
subscriber contract or a health maintenance organization 
enrollment contract delivered or issued for delivery in New 
Jersey. The term "health benefits plan" specifically in-
cludes: 

1. Standard health benefits plans as defined in this 
section; 

2. Closed blocks of business otherwise meeting the 
definition of health benefits plan; 

3. Executive medical plans; 

4. Student coverage which provides more than acci-
dent-only coverages; 

5. All prescription drug plans whether or not written 
on a stand alone basis; 

6. Plans that cover both active employees and retirees 
eligible for Medicare for which separate statutory report-
ing is not made by the carrier; and 

7. All other health policies, plans or contracts not 
specifically excluded. 

The term "health benefits plan" specifically excludes: 

1. Accident-only coverage; 

2. Credit insurance; 

3. Disability insurance; 

4. Long-term care coverage; 

5. Coverage arising out of a worker's compensation or 
similar law; 

6. Automobile medical payment insurance or personal 
injury protection insurance issued pursuant to N.J.S.A. 
39:6A-1 et seq.; 
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7. Medical coverage provided as part of a liability 
policy; 

8. Medical coverage provided as a rider to a non-
medical benefits plan, wherein the medical coverage con-
stitutes less than five percent of the premium for the 
benefits plan, including riders, and therefore is an inci-
dental part of the benefits plan's coverage; 

9. Hospital confinement indemnity coverage so long 
as the coverage is provided on a stand alone basis, 
contains no elimination period greater than three days, 
provides coverage for no less than 31 days during one 
period of confinement for each person covered under the 
policy, and provides no less than $40.00 but no more than 
$250.00 in daily benefits except that the benefit for the 
first day of hospital confinement may exceed $250.00 as 
long as the following formula is satisfied: 

1st day benefit52nd day benefit + Znd day benefit < $250.00 

10. Dental plans, whether or not written on a stand 
alone basis; 

11. Vision care plans, whether or not written on a 
stand alone basis; 

12. Reinsurance; 

13. Coverage for Medicaid services provided pursuant 
to a contract with the State of New Jersey; 

14. Medicare risk and cost contracts as defined in this 
section; 

15. Coverage which is specifically advertised, market-
ed and designed to supplement CHAMPUS; 

16. Medicare supplement coverage to the extent that 
such coverage meets the requirements of N.J.A.C. 
11:4--23, Minimum Standards for Medicare Supplement 
Coverage, and is coverage that is reported on the Medi-
care Supplement Insurance Experience Exhibit of the 
NAIC Annual Statement blank for Life and Accident and 
Health Insurance or Health Maintenance Organizations; 
and 

17. Self-funded arrangements for which revenue is not 
included as premium for statutory reporting purposes. 

"HealthStart Plus" means the program providing cover-
age to pregnant women and infants up to one year of age 
who are in families with incomes between 185 percent and 
300 percent of the poverty level, established pursuant to the 
Health Care Cost Reduction Act, P.L. 1991, c.187, s.25 
(N.J.S.A. 26:2H-18.47). 
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"IHC Program" means the New Jersey Individual Health 
Coverage Program. 

"Individual health benefits plan" means: (a) a health 
benefits plan for eligible persons and their dependents; and 
(b) a certificate issued to an eligible person which evidences 
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coverage under a policy or contract issued to a trust or 
association, regardless of the situs of delivery of the policy 
or contract, if the eligible person pays the premium and is 
not being covered under the policy or contract pursuant to 
continuation of benefits provisions applicable under Federal 
or State law. The term "individual health benefits plan" 
shall include a policy, contract, or certificate evidencing 
coverage by a policy or contract issued to a trust or associa-
tion, issued to an eligible person described in, but not 
limited to, the following examples: a student; an unem-
ployed individual or part-time employee, except as may be 
provided pursuant to N.J.S.A. 17B:27A-17 et seq. and 
N.J.A.C. 11:21-7.3; a self-employed person; an employer, 
when he or she (and dependents) is the only person seeking 
coverage, except as may be provided pursuant to N.J.S.A. 
17B:27A-17 et seq. and N.J.AC. 11:21-7.6; any person who 
is the sole employee seeking coverage by a health benefits 
plan, except as may be provided pursuant to N.J.S.A. 
17B:27A-17 et seq. and N.J.A.C. 11:21-7.6; a husband and 
wife who have their own business, if one spouse is seeking 
coverage as a dependent of the other rather than as a 
separate employee; and an employee who is one of several 
employees of the same employer who are covered by certifi-
cates, contracts or policies issued by the same carrier, trust 
or association, if the employer does not contribute to, and 
remit payment for, the coverage of such employees. 

The term "individual health benefits plan" shall not in-
clude a certificate issued under a policy or contract issued to 
a trust, or to the trustees of a fund, which trust or fund is 
established or adopted by two or more employers, by one or 
more labor unions or similar employee organizations, or by 
one or more employers and one or more labor unions or 
similar employee organizations, to insure employees of the 
employers or members of the unions or organizations pro-
vided such arrangement qualifies as an employee welfare 
benefit plan that is exempt from state insurance regulation 
pursuant to the Employee Retirement Income Security Act, 
29 U.S.C. 1001 et seq. 

"Medicaid" means the program administered by the New 
Jersey Division of Medical Assistance and Health Services 
Program in the New Jersey Department of Human Services, 
providing medical assistance to qualified applicants, in ac-
cordance with P.L. 1968, c.413 (N.J.S.A. 30:4D-1 et seq.) 
and amendments thereto. 

"Medicare" means coverage provided pursuant to Title 
XVIII of the Federal Social Security Act, Pub. L. 89-97 ( 42 
U.S.C. § 1395 et seq.) and amendments thereto. 

"Medicare cost and risk contracts" means policies or 
contracts issued by carriers pursuant to a contract between 
the carrier and the Federal government under Section 1876 
or Section 1833 of the Federal Social Security Act (42 
U.S.C. 1395 et seq.) and amendments thereto. 

"Member" means a carrier that issues or has in force 
health benefits plans in New Jersey. 

Supp. 2-20-96 
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"Modified community rated" means that the premium for 
all persons covered under a health benefits plan contract is 
formulated based on the experience of all persons covered 
by that contract, without regard to age, sex, occupation and 
geographical location, but with differentiation by health 
status. 

"NAIC" means the National Association of Insurance 
Commissioners. 

"Net earned premium" means the premiums earned in 
New Jersey on health benefits plans, less return premiums 
thereon and dividends paid or credited to policy or contract 
holders on the health benefits plans. "Net earned premi-
um" shall include the aggregate premiums earned on the 
carrier's insured group and individual business and health 
maintenance organization business, including premiums 
from contracts covering Medicaid and HealthStart Plus re-
cipients and premiums from Medicare cost and risk con-
tracts. "Net earned premium" shall not include premiums 
from any stop loss or excess coverage to the extent that such 
coverage: 

1. Is issued to self-funded arrangements to reimburse 
only the self-funded arrangement for expenses exceeding 
per person or aggregate limits, and for which employees 
or other individuals are not third party beneficiaries under 
the policy; and 

2. The per person limit is no less than $25,000 per 
year, and additionally, or in the alternative, the aggregate 
limit is no less than 110 percent of expected claims. 

"Non-group persons" include individually enrolled per-
sons, persons covered by conversion policies issued pursuant 
to the Act, Medicare cost and risk lives and Medicaid and 
HealthStart Plus recipients. 

"Open enrollment" means the continuous offering of a 
health benefits plan to any eligible person on a guaranteed 
issue basis. 

"Pre-existing condition" means a condition that, during a 
specified period of not more than six months immediately 
preceding the effective date of coverage, had manifested 
itself in such a manner as would cause an ordinarily prudent 
person to seek medical advice, diagnosis, care or treatment, 
or for which medical advice, diagnosis, care or treatment 
was recommended or received as to that condition or as to a 
pregnancy existing on the effective date of coverage. 

"Premium earned" means premium received, adjusted for 
the changes in premium due and unpaid, and paid in 
advance, and unearned premium, net of refunds or divi-
dends paid or credited to policyholders, but not reduced by 
dividends to stockholders or by active life reserves. 

"Program" means the New Jersey Individual Health Cov- \'---) 
erage Program established pursuant to the Act. 
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"Public Advocate" means the New Jersey Department of 
the Public Advocate, Division of Rate Counsel. 

"Reasonable and customary" means the 80th percentile of 
the Prevailing Healthcare Charges System (PHCS) profile 
for New Jersey for various medical services and supplies, 
published and available from the Health Insurance Associa-
tion of America. 

"Reimbursement for losses" means reimbursements dis-
tributed through the IHC Program to cover losses, in whole 
or in part, incurred by members applying for reimburse-
ments with respect to individual standard health benefits 
plans beginning in calendar year 1993 and thereafter. 

"Resident" means a person whose primary residence for 
the majority of a year is in the State of New Jersey. 

"Standard health benefits plan" means a health benefits 
plan, including riders, if any, adopted by the IHC Program 
Board. 

Amended by R.1994 d.54, effective December 30, 1993. 
See: 26 N.J.R. 87(a), 26 N.J.R. 804(a). 
Amended by R.1995 d.37, effective December 20, 1994. 
See: 27 N.J.R. 41(b), 27 N.J.R. 371(b). 

11:20-1.3 Closing of noncomplying individual health 
benefits plans 

(a) Carriers may begin to market individual standard 
health benefits plans as defined at N.J.A.C. 11:20-3 on or 
after July 1, 1993, but not before; those standard health 
benefits plans shall not have a coverage effective date prior 
to August 1, 1993, All coverage under individual health 
benefits plans delivered or issued for delivery with an effec-
tive date of August 1, 1993 or thereafter shall comply with 
this chapter. 

(b) Health benefits plans not subject to the Act shall 
remain subject to the full review and approval of the 
Commissioner in accordance with N.J.S.A. 17B:26-1 et seq., 
N.J.S.A. 17:48E-1 et seq., N.J.S.A. 26:2J-1 et seq. and rules 
promulgated pursuant thereto. 

11:20-1.4 Other laws of this State 

All health benefits plans delivered or issued for delivery 
in New Jersey, as defined by this subchapter, including 
individual standard health benefits plans, shall be subject to 
the Individual Health Insurance Reform Act, as well as all 
relevant statutes and rules of New Jersey not inconsistent 
with, amended or repealed by the Act. 

11:20-1.5 Penalties 
Failure of a carrier to comply with any provision of this 

chapter may result in the carrier's losing its authority to 
write health benefits in New Jersey and imposition of any 
and all penalties and actions available under law. 

11:20-2.1 

11:20-1.6 Severability 
If any provision of this chapter or the application thereof 

to any person or circumstance is found to be invalid for any 
reason, the remainder of the chapter and the application 
thereof to other persons or circumstances shall not be 
affected thereby. 

SUBCHAPTER 2. INDIVIDUAL HEALTH 
COVERAGE PROGRAM TEMPORARY 
PLAN OF OPERATION 

Authority 
N.J.S.A. 17:1-8.1, 17:1C-6(e), and 17B:27A-2 et seq., 

as amended by P.L. 1993, c.164, section 7. 

Source and Effective Date 
R.1993 d.550, effective October 14, 1993. 

See: 25 N.J.R. 4707(a), 25 N.J.R. 5244(a). 

11:20-2.1 Purpose and structure 
(a) The "IHC Program," created pursuant to the N.J.S.A. 

17B:27A-2 to 16, amended by P.L. 1993, c.164, has as its 
members all insurance companies, health service corpora-
tions and health maintenance organizations that issue or 
have in force health benefits plans in this State. The IHC 
Program's purpose is: 

1. To assure the availability of standardized individual 
health benefits plans in New Jersey on an open enroll-
ment, community-rated basis; and 

2. To reimburse certain losses of member companies 
for the calendar year ending December 31, 1992 pursuant 
to N.J.S.A. 17B:27 A-13 and for calendar years ending 
December 31, 1993 and thereafter pursuant to N.J.S.A. 
17B:27 A-12. 

(b) The Board of the IHC Program has been charged 
pursuant to the Act to administer the IHC Program reason-
ably and equitably under law. 

(c) The IHC Program Temporary Plan of Operation sets 
forth as completely as possible the fair, reasonable and 
equitable manner in which the Board will administer the 
IHC Program under law. The Commissioner has adopted 
the Temporary Plan of Operation pursuant to N.J.S.A. 
17B:27A-10e as amended by P.L. 1993, c.164, section 5 and 
the Temporary Plan will continue in effect until amended or 
rescinded by the Commissioner. 
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( d) The Board shall consist of nine directors, including 
the Commissioner or his or her designee, who shall serve ex 
officio. 

( e) The Board shall appoint an insurance producer li-
censed to sell health insurance pursuant to N.J.S.A. 

Supp. 2-20-96 



11:20-2.1 

17:22A-1 et seq. to advise the Board on issues related to 
sales of individual health benefits plans issued pursuant to 
the Act. 

(f) Neither the Temporary Plan of Operation nor the 
IHC Program creates any contractual or other rights and 
obligations between the IHC Program and any entity or 
other person insured by any carrier. 

(g) The IHC Program shall continue in existence subject 
to termination in accordance with the laws of this State or 
of the United States. In the event of enactment of a law or 
laws which, in the determination of the Board and the 
Commissioner, shall result in the termination of the IHC 
Program, the IHC Program shall terminate and conclude its 
affairs. Any funds or assets held by the IHC Program 
following the payment of all claims and expenses of the IHC 
Program shall be distributed to the member carriers at that 
time and in accordance with the then existing assessment 
formula. 

(h) All documents or other communications directed to 
the Board shall be sent to the Executive Director of the 
IHC Program at the following address: 

New Jersey Individual Health Coverage Program 
20 West State Street, 10th Floor 
CN325 
Trenton, NJ 08625 
Telephone (609) 633-1882 
Fax ( 609) 633-2030 

Administrative Change. 
See: 27 N.J.R. 1423(a). 

11:20-2.2 Definitions 
(a) Words and terms defined at N.J.S.A. 17B:27A-2 as 

amended by P.L. 1993, c.164, and N.J.A.C. 11:20-1, when 
used in this subchapter, shall have the meanings as defined 
therein, unless more specifically defined in (b) below or 
unless the context clearly indicates otherwise. 

(b) The following words and terms, when used in this 
subchapter, shall have the following meanings unless the 
context clearly indicates otherwise: 

"Action" means an action by the Board adopted, in the 
Board's discretion, in accordance with the procedures set 
forth either in the Administrative Procedure Act, N.J.S.A. 
52:14B-1 et seq., or in sections 7 and 8 of P.L. 1993, c.164. 
"Action" includes, but is not limited to: the establishment 
and modification of health benefits plans; procedures and 
standards for assessment of members and the apportion-
ment thereof, policy form filings, rate filings, evaluation of 
material submitted by carriers with respect to loss ratios, 
and establishment of refunds to policyholders or contract 
holders; and the promulgation or modification of policy 
forms. "Action" shall not include the hearing and resolu-
tion of contested cases, personnel matters or applications 
for exemptions. 
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"Basic health benefits plan" means the health benefits 
plan designed by the Board in accordance with N.J.S.A. 
17B:27A-4c as amended by P.L. 1993, c.164, section 3. V 

"Deferral" means a deferment, in whole or in part, of 
payment by a member of any assessment issued by the IHC 
Program Board, granted by the Commissioner pursuant to 
N.J.S.A. 17B:27A-12a(3) and N.J.A.C. 11:20-11. 

"Director" means a Director of the Individual Health 
Coverage Program who: 

1. Has been elected by the members of the Individual 
Health Coverage Program and approved by the Commis-
sioner; 

2. Has been appointed by the Governor and con-
firmed by the Senate; or 

3. Sits ex officio on the Board of Directors, as applica-
ble, in accordance with N.J.S.A. 17B:27A-10 as amended 
by P.L. 1993, c. 164, section 5. 

"Financially impaired" means a carrier which, after the 
effective date of the Act, is not insolvent, but is deemed by 
the Commissioner to be potentially unable to fulfill its 
contractual obligations; or a carrier which is placed under 
an order of rehabilitation or conservation by a court of 
competent jurisdiction. 

"HMO" means a health maintenance organization autho-
rized in accordance with N.J.S.A. 26:2J-1 et seq. 

"Plan" means the plan of operation of the IHC Program. 

"Reasonable administrative expenses" means actual ex-
penses, including commissions, or a maximum of 25 percent 
of premium (including commissions), whichever amount is 
less. 

"Standard health benefits plan" means a health benefits 
plan, including the basic health benefits plan, adopted by 
the IHC Program board. 

"Temporary Plan" means the temporary plan of operation 
for the IHC Program adopted by the Commissioner in 
accordance with N.J.S.A. 17B:27A-10 as amended by P.L. 
1993, c.164, section 5. 

11:20-2.3 Powers of the IHC Program and Board 
(a) The IHC Program shall have the general powers and 

authority granted under the laws of this State to insurance 
companies, health service corporations and health mainte-
nance organizations licensed or approved to transact busi-
ness in this State, except that the IHC Program shall not 
have the power to issue health benefits plans directly to 
either groups or individuals. 

(b) The Board shall have the power to do the following: 
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1. Define the provisions of standard health benefits 
plans in accordance with the requirements of the Act and 
this Temporary Plan; 

2. Establish benefit levels, including any optional de-
ductibles and copayments, and exclusions and limitations 
for standard health benefits plans in accordance with law; 

3. Establish standard policy forms for standard health 
benefits plans and rider packages; 

4. Establish a procedure for the joint distribution of 
information on standard health benefits plans issued pur-
suant to N.J.S.A. 17B:27A-4 as amended by P.L. 1993, 
c.164, section 3; 

5. Establish reasonable guidelines for the purchase of 
new individual health benefits plans by persons who are 
already enrolled or insured by another individual health 
benefits plan; 

6. Review rate applications and form filings submitted 
by carriers in accordance with the Act and this Temporary 
Plan; 

7. Establish standards for a means test for standard 
health benefits plans issued pursuant to N.J.S.A. 
17B:27A-4 as amended by P.L. 1993, c.164, section 3; 

8. Promulgate, in conjunction with the New Jersey 
Small Employer Health Benefits Program, a standard 
claim form for the standard health benefits policies; 

9. Establish minimum requirements for performance 
standards for carriers that are reimbursed for losses sub-
mitted to the IHC Program and provide for performance 
audits; 

10. Make application on behalf of member carriers for 
benefits, subsidies, discounts or funds that may be provid-
ed either by any health care provider or under State or 
Federal law or regulation; 

11. Appoint from among its members appropriate le-
gal, actuarial and other committees necessary to provide 
technical and other assistance in the operation of the IHC 
Program, in policy and other contract design and any 
other functions within the authority of the Board; 

12. Enter into contracts which are necessary or proper 
to carry out the provisions and purposes of the Act and 
this Temporary Plan; 

13. Employ or retain such persons, firms or corpora-
tions to perform such administrative functions as are 
necessary for the Board's performance of its duties; 

14. Provide procedures for receiving oral and written 
comments from the public, which may include rules relat-
ing to the time and place of any public hearing, and for 
the length and format of testimony from individuals, 
groups and organizations; 
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15. Establish rules, conditions and procedures pertain-
ing to the sharing of IHC Program losses and administra-
tive expenses among the members of the IHC Program; 

16. Calculate assessments and assess member carriers 
their proportionate share of IHC Program losses and 
administrative expenses in accordance with N.J.S.A. 
17B:27 A-12 and this Plan, and make advance interim 
assessments, as may be reasonable and necessary for 
organizational and reasonable operating expenses and 
estimated losses; 

i. An interim assessment shall be credited as an 
offset against any regular assessment due following the 
close of the fiscal year; 

ii. The Board may provide for other credits against 
assessments as appropriate; 

17. Establish and maintain the appropriate accounts 
necessary to administer the IHC Program; 

18. Impose interest penalties upon members for late 
payment of assessments; 

19. Recommend to the Commissioner that actions be 
instituted in accordance with the Commissioner's authori-
ty to impose penalties for violations of the Act; 

20. Sue or be sued, including taking any legal actions 
necessary or proper for recovery of an assessment for, on 
behalf of, or against the IHC Program or a member 
carrier; 

21. Pursuant to P.L. 1993, c.164, adopt "actions" nec-
essary to execute the Board's powers pursuant to the 
provisions of N.J.S.A. 17B:27 A-2 through 16; 

22. Borrow money to effect the purposes of the IHC 
Program; 

i. Any notes or other evidence of indebtedness of 
the Program not in default shall be legal investments 
for carriers and may be carried as admitted assets; and 

23. Contract for an independent actuary and any oth-
er professional services the Board deems necessary to 
carry out its duties under N.J.S.A. 17B:27 A-2 et seq. as 
amended. 

11:20-2.4 Temporary Plan of Operation 
(a) The Temporary Plan shall become effective upon 

adoption by the Commissioner and submission of final 
action to OAL for publication. The Commissioner may 
amend the Temporary Plan by providing written notice to 
the Board of amendments and their effective dates and 
upon adoption of amendments in accordance with applica-
ble law. 
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(b) Upon the submission of a Plan by the Board and 
approval of the Plan by the Commissioner pursuant to 
N.J.S.A. 17B:27A-10(d) and (e) as amended by P.L. 1993, 
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c.164, section 6, the Commissioner shall amend or rescind 
the Temporary Plan. 

11:20-2.5 Board of Directors 
(a) The Board shall consist of nine Directors, including 

the Commissioner or his or her designee, who shall sit ex 
officio. 

1. Four Directors shall be appointed by the Governor, 
with the advice and consent of the Senate. 

i. One of the Governor's appointees shall be a 
representative of an employer, appointed upon the 
recommendation of a business trade association, who 
has experience in the management cir administration of 
an employee health benefits plan. One of the Gover-
nor's appointees shall be a representative of organized 
labor, appointed upon the recommendation of the 
AFL-CIO, who has experience in the management or 
administration of an employee health plan. Two of the 
Governor's appointees shall be consumers of a health 
benefits plan who are reflective of the population in the 
State. 

ii. The term of the initial appointment shall be for 
the period as set forth in the appointment. 
2. Four Directors shall represent carriers and shall be 

elected by the members subject to the approval of the 
Commissioner. 

i. To the extent a Carrier elected by the members is 
willing to serve on the Board, a representative of each 
of the following types of carrier shall be elected: 

(1) A health service corporation; 
(2) A health maintenance organization; 
(3) A mutual insurer of this State subject to Subti-

tle 3 of Title 17B of the New Jersey Statutes; and 
(4) A foreign health insurance company autho-

rized to do business in this State. 
ii. The initial term of Directors representing carri-

ers shall be determined by vote of the members of the 
IHC Program. 

iii. The Board shall hold a meeting, at least annual-
ly, of the members of the IHC Program for the purpose 
of electing Directors to fill any vacancies among the 
Directors who represent carriers which exist or which 
will exist within 10 business days following the date of 
the election meeting pursuant to a resolution of the 
Board or the expiration of a Director's normal term of 
office. 

(1) On or about 60 days prior to the date of the 
election meeting, the Board shall send written notice 
to the IHC Program members setting forth the time, 
date and place of the election meeting, stating the 
positions for which a vote is to be taken, soliciting 
written nominations of candidates for those positions, 
and stating the last date that written nominations 
shall be accepted, which shall be no less than 10 
business days following the date of the written notice. 

Supp. 2-20-96 20-8 

DEPT. OF INSURANCE 

(2) Following the close of the nomination period, 
the Board shall determine from among the carriers 
nominated those carriers that are eligible and willing '"__;,) 
to serve in the position for which nominated. 

(3) At least 30 calendar days prior to the date of 
the election meeting, the Board shall send a written 
notice to members setting forth the candidates to be 
considered for purposes of voting at the election 
meeting, along with a ballot by which the member 
carrier may vote absentee on or before a date speci-
fied by the Board, which shall be no earlier than 
three business days prior to the date of the election 
meeting. 

(4) Affiliated carriers shall have no more than one 
vote for each position subject to vote. 

(5) Elections shall be by a simple majority of those 
ballots properly cast in person and absentee. 

(6) The Board shall maintain a written record of 
each election, including copies of all notices sent, 
ballots received and the tally sheets in accordance 
with its record retention procedures set forth at 
N.J.A.C. 11:20-2.9. 

iv. Prior to the Board's annual meeting set forth at 
(c) below, or no later than 30 calendar days subsequent 
to the date of the election meeting, whichever date is 
later, the Board shall send a written notice to IHC 
Program members of the names of the Directors of the 
Board, their respective designees, if any, and the means 
by which Directors may be contacted during normal 
business hours by IHC Program members. 

3. The Commissioner shall file with the Board a letter 
naming his or her designee, if any. 

4. A carrier elected to the Board shall file with the 
Board a letter naming the person authorized to vote on 
behalf of the carrier and may name one or more alter-
nates. 

5. Appointed Directors shall promptly notify the 
Board of any change in circumstance that may affect the 
representative capacity in which they were appointed. 
Upon receipt of such notice, the Board shall notify the 
Governor of the appointed Director's change in circum-
stance. 

6. The Directors representing carriers on the Board 
shall promptly notify the Board of any change in circum-
stance that may affect the representative capacity of the 
entity elected by the members. Upon receipt of such 
notice, the Board shall provide notice of the same to the 
members of the IHC Program. 

7. Directors shall serve their terms of office until their 
replacements are duly appointed or elected, as appropri-
ate. 
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(b) The Board shall elect a Chair and Secretary from 
among its Directors, and may elect other officers it deems 
appropriate. As authorized by the Board, such officers may 
act as signatories on behalf of the Board and perform other 
ministerial functions necessary and proper to effectuate the 
actions of the Board. 

(c) The Board shall hold an annual meeting at which it 
shall: 

1. Elect officers of the Board; 

2. Adopt a schedule of regular meetings for the year; 

3. Appoint Directors and other persons to committees 
of the Board; 

4. Ratify the budget; and 

5. Take action on such other matters that it deems 
appropriate. 

( d) A majority of the Directors shall constitute a quorum 
for the transaction of business. 

1. Each Director shall have one vote. The acts of a 
majority of the Directors present at a meeting at which a 
quorum is present shall be the acts of the Board, except 
as provided in (d)2 below. 

2. The affirmative votes of five Directors shall be 
required to act upon the following: 

i. Amendments to the Plan of Operation; 

ii. Amendments to the standard health benefits 
plans; 

iii. Adoption of any actions, as defined by P .L. 
1993, c.164, sections 7 and 8, or amendments to the 
actions of the IHC Program; 

iv. Removal of any Director from membership on 
any committee; 

v. Recommendations by the Board to the Legisla-
ture regarding amendments to the Act; and 

vi. An assessment or interim assessment. 

( e) All meetings of the Board, including special meetings, 
shall be subject to the provisions of the Open Public Meet-
ings Act, N.J.S.A. 10:4-6 to 21. 

(f) In addition to the annual meeting and any regularly 
scheduled meeting, the Board may hold special meetings 
upon the request of the Chair or of three or more Directors. 

(g) Directors shall not receive compensation for attend-
ance at Board and Committee meetings. Directors may be 
reimbursed for reasonable unreimbursed travel expenses 
incurred in attending Board and Committee meetings using 
the State Travel Regulations issued by the Department of 
the Treasury as a guide. 
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(h) The Board shall hold meetings either in person or by 
teleconference. 

(i) The Board shall provide for the taking of written 
minutes of each Board meeting, including teleconferences 
and closed sessions, and distribute a copy of the minutes to 
the Directors and two copies to the Commissioner. The 
Board shall retain the original of the minutes. 

1. The Secretary shall take and maintain the written 
minutes of the proceedings of the Board meetings, includ-
ing teleconferences and closed sessions. Board meeting 
minutes shall set forth as a minimum the following: 

i. The time, date and place of the meeting; 

ii. The names of all persons attending the meeting, 
the organizations they represent, if any, and the identity 
of the person presiding; 

iii. A narrative describing what occurred at the 
meeting including subjects c.onsidered and actions tak-
en; 

iv. The recorded votes of each member on each 
matter including abstentions; 

v. The complete text of any resolutions adopted by 
the Board; 

vi. As attachments, the agenda for the meeting and 
accompanying materials; and 

vii. Any other information required to be shown in 
the minutes by law. 

11:20-2.6 Committees 
(a) The Board shall make appointments to standing and 

other committees from among Directors and IHC Program 
members. Each of the standing committees shall include no 
more than four Directors, but the Chair may appoint addi-
tional Directors as needed subject to ratification by the 
Board at the next subsequent meeting. 

(b) The Board may, by resolution: 

1. Determine the size of a standing committee, ap-
point Directors, and fill a vacancy; 

2. Appoint a Director to serve as an alternate member 
of any standing committee to act in the absence of a 
committee member with all the powers of such absent 
member; 

3. Abolish any standing committee; 

4. Remove any person, other than a Director, from 
any standing committee at any time, with or without 
cause; and 

5. Appoint or authorize the use of IHC Program staff, 
consultants, or other advisors to work with any standing 
committee. 
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(c) Committees may not take final action; however, with-
in the scope of their purpose and duties, committees may 
make recommendations and reports to the Board for deci-
sion. 

( d) Standing committees shall include the following: 

1. A Technical Advisory Committee, which shall make 
recommendations to the Board with respect to: 

i. Methods for calculating assessments; 

ii. Standards for information requested for rate fil-
ings and for review of such rate filings; 

iii. Standards of review of loss ratios and incurred 
losses; 

iv. A uniform Audit Program to be utilized by 
independent auditors retained by carriers in their re-
view of items related to assessments for each affected 
carrier; 

v. Performance standards for carriers that are reim-
bursed for losses submitted to the IHC Program, and 
for performance audits that may be conducted from 
time to time; 

vi. Conditional and final exemptions from assess-
ments; 

vii. Whether acts of members are not in compliance 
with the Act and any rules promulgated thereunder; 

viii. Reviews of informational rate filings submitted 
to the Board pursuant to N.J.A.C. 11:20-6; 

ix. Whether an informational rate filing is complete; 

x. Reviews of loss ratio reports submitted to the 
Board pursuant to N.J.A.C. 11:20-7; 

xi. A member carrier's plan for refunds to policy 
and contract holders, if necessary; 

xii. Any other reports or recommendations to the 
Board as may be appropriate regarding rates, rate 
filings and loss ratio reports; and 

xiii. Reviews of assertions of non-member status. 

2. A Legal Committee, which shall make reports to 
recommendations to the Board with respect to: 

i. Rules to be promulgated by the Board pursuant 
to the Act; 

ii. Amendments to the Plan of Operation and the 
various individual health benefits plans proposed by the 
Board; 

iii. Any proposed amendments to the Act; 

iv. Contracts and legal documents for the IHC Pro-
gram; 

v. All litigation and other disputes involving the 
IHC Program and its operations; 
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vi. Coordination with the Office of the Attorney 
General on matters relating to IHC Program opera-
tions; and 

vii. Any legal actions necessary or proper for recov-
ery of an assessment for, on behalf of, or against the 
IHC Program or a member. 

3. A Marketing and Communications Committee, 
which shall make recommendations to the Board with 
respect to: 

i. Rules for implementation and administration of 
the Act and standards to provide for the fair marketing 
and broad availability of individual health benefits plans 
to eligible persons; 

ii. Marketing and communication plans for the IHC 
Program, as needed; 

iii. Rules to determine "good faith" marketing ef-
forts by members applying for exemptions; 

iv. The insurance producer to be appointed by the 
Board pursuant to N.J.S.A. 17B:27A-10g, and assist in 
liaison efforts between the Board and the appointed 
producer; and 

v. A buyers' guide to be distributed to consumers 
which describes the individual health benefits plans 
available to eligible persons pursuant to the Act. 

4. A Forms Committee, which shall make recommen- "-,;:) 
dations to the Board with respect to: 

i. Reviews of policy forms submitted to the Board 
pursuant to N.J.A.C. 11:20-3.2 and application forms 
submitted to the Board pursuant to N.J.A.C. 11:20-4; 

ii. The disapproval of any policy form or application 
form that is not in substantial compliance with the Act 
and the Board's rules; 

iii. Changes to the Board's standard policy forms, 
application form and claim form and develop new 
forms as may be necessary from time to time; and 

iv. Whether acts of members are in compliance with 
the Act and any rules promulgated thereunder. 

5. An Operations Committee, which shall make rec-
ommendations to the Board with respect to: 

i. The engagement of independent financial consul-
tants, including, but not limited to, examiners, auditors, 
accountants and actuaries; 

ii. The Plan of Operation and amendments thereto; 

iii. Standards of acceptability for the selection of 
auditing firms; 

iv. The review of reports prepared by independent 
auditors and other audit-related matters the Board \..,..J 
deems necessary; and 
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v. Contracts which are necessary or proper to carry 
out the provisions and purposes of the Act and this 
Plan. 

6. A Complaint Committee, which shall make recom-
mendations to the Board with respect to: 

i. Consumer, policyholder and member carrier in-
quiries, complaints and disputes arising in connection 
with the IHC Program; 

ii. The manner by which the Board may address 
inquiries, complaints and disputes brought to its atten-
tion; 

iii. Procedures for receiving, logging and handling 
inquiries, complaints and disputes; 

iv. The design of inquiry, complaint and dispute 
forms; 

v. Procedures for making inquiries and complaints 
and for carriers to use in notifying the Board of com-
plaints and disputes; and 

vi. Whether and how to respond to interpretations 
of the Board's rules made by member carriers and 
inquiries and complaints received from consumers, poli-
cyholders, member carriers or others. 

(1) Recommendations by the Complaint Commit-
tee may include requesting that the Board issue a 
statement interpreting its regulations, seek declarato-
ry or injunctive relief as may be appropriate, or other 
administrative or legal remedies as may be available. 

(2) In an effort to answer any inquiry or resolve 
any dispute or complaint, the Complaint Committee 
or Interim Administrator or subsequently appointed 
Administrator may seek the input of another appro-
priate Committee in order to assist the. Complaint 
Committee in reaching a recommendation. 

(3) The Complaint Committee may refer matters 
as necessary to any other Committee which may also 
make recommendations to the Board. 

(4) The Complaint Committee or Interim Admin-
istrator or subsequently appointed Administrator may 
compile statistics on complaints, disputes and appeals 
received and resolved and submit an annual report to 
the Board and the Commissioner detailing the vol-
ume of complaints, disputes and appeals categorized 
by type, carrier and disposition. 

(5) Nothing contained in this paragraph shall be 
deemed to impair or otherwise affect the authority of 
the Commissioner to investigate and resolve any 
complaint or dispute or to take any regulatory or 
enforcement action with respect to any violations of 
any State insurance statutes or rules which come to 
the Commissioner's attention. 
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(e) The Board may by resolution establish and appoint 
other committees. 

11:20-2. 7 Financial administration 
(a) The fiscal year of the IHC Program shall run from 

July 1 to June 30 of each year. 

(b) All funds of the IHC Program shall be deposited and 
disbursements made frnm the General Treasury in accor -
dance with procedures established and approved by the 
Department of Treasury, Office of Management and Bud-
get. 

1. Monies pertaining to the IHC Program shall be 
deposited into a dedicated account within the State's 
General Fund. 

2. Monies may be credited from the General Fund to 
IHC bank accounts upon request by the Board through 
the Department, which request shall include justification 
for the request with supporting documentation, and shall 
be pursuant to the approval of the Director of the Divi-
sion of Budget and Accounting. 

(c) Bank checking accounts shall be established separate-
ly in the name of the IHC Program and shall be approved 
by the Board. 

1. The Board shall authorize individuals to sign checks 
on behalf of the Board. 

2. All cash and other assets shall be invested in accor-
dance with the investment policy developed and approved 
by the Board as permitted by applicable law. All invest-
ment income earned shall .be credited to the IHC Pro-
gram and shall be applied to reduce future assessments of 
members for IHC Program losses and administrative ex-
penses, except as provided in N.J.A.C. 11:20-2.ll(g) and 
2.12(h). 

( d) No disbursements shall be made from IHC bank 
accounts without the approval of the Board, except that the 
Board may authorize the Interim Administrator or subse-
quently appointed Administrator to make disbursements of 
less than $1,000 per disbursement for administrative pur-
poses subject to such conditions as the Board may prescribe. 

( e) All financial records shall be kept in accordance with 
the State's prescribed policies and procedures. The Board 
shall maintain the books and records of the IHC Program at 
a location in New Jersey in a manner so that financial 
statements may be prepared to satisfy the Act and other 
requirements of New Jersey law. 

1. · The receipt and disbursement of cash for the IHC 
Program shall be recorded as it occurs. 

2. Non-cash transactions shall be recorded when as-
sets or liabilities should be realized by the IHC Program 
in accordance with generally accepted accounting princi-
ples. 
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3. Assets and liabilities of the IHC Program, other 
than cash, shall be accounted for and described in item-
ized records. 

4. The net balance due to or from the IHC Program 
shall be calculated for each carrier either when deemed 
appropriate by the Board or when requested by the 
carrier. The Board shall maintain records of each car-
rier's financial transactions with the IHC Program as 
necessary to ensure compliance with the Act and this 
Temporary Plan, which records shall include at least the 
following: 

i. Net losses of the IHC Program based upon the 
assessments calculated in accordance with this Plan; 

ii. Any adjustments as set forth in this Plan; 

iii. Adjustments to the amount due to or from the 
IHC Program based upon corrections to carrier submis-
sions; 

iv. Interest charges due from a carrier for late 
payment of amounts due to the IHC Program; and 

v. Other records required by the Board. 

5. The Board shall maintain a general ledger which 
shall be used to produce the IHC Program's financial 
statements in accordance with generally accepted account-
ing principles. The balances in the general ledger shall 
agree with the corresponding balances in subsidiary ledger 
journals. 

(f) The Interim Administrator or subsequently appointed 
Administrator shall prepare an annual financial report to be 
delivered to the Commissioner and each member of the 
Board by September 30 of each year beginning in 1994. 
The annual report shall fairly present the financial condition 
of the IHC Program for the preceding fiscal year. 

1. All accounts shall be reconciled and trial balances 
shall be determined monthly. 

2. Financial statements in a form approved by the 
Board shall be prepared and delivered to each member of 
the Technical Advisory Committee and the Commissioner 
on a quarterly basis. 

11:20-2.8 Audits 
(a) The Board shall have an annual audit of its opera-

tions conducted by a qualified independent certified public 
accountant. 

1. The auditor shall be selected and approved by the 
Board through a competitive bidding process of certified 
public accountants qualified in New Jersey to perform 
audits of the type of entity. 

2. The annual audit shall include the following items: 

i. A review of the handling and accounting of assets 
and monies of the IHC Program; 

DEPT. OF INSURANCE 

ii. A determination that administrative expenses 
have been properly allocated and are reasonable; 

iii. A review of the internal financial controls of the 
IHC Program; 

iv. A review of the annual financial report of the 
IHC Program; and 

v. A review of the calculation by the IHC Program 
of any assessments of carriers for net losses. 

3. A copy of the annual audit and related manage-
ment letters shall be delivered to each Director and to the 
Commissioner. The annual audit report shall be re-
viewed by the Technical Advisory Committee, which shall 
present its recommendations to the Board for implemen-
tation of findings and recommendations made by the 
auditor. The actions adopted shall be reported to the 
Commissioner. 

(b) The Board may, from time to time, direct that a 
member carrier arrange, or the Board may arrange, to have 
an audit conducted by an independent certified public ac-
countant and a copy of the audit report of the member 
carrier delivered to the Board. All information regarding 
an audit of a member carrier conducted pursuant to this 
subsection shall be confidential and protected from disclo-
sure by the member carrier, by the auditing firm, by the 
Board and the Commissioner. 

11:20-2.9 Records '"-,) 
(a) The Board shall provide for the maintenance and 

retention of its official records, and may delegate this 
function to the Interim Administrator or subsequently ap-
pointed Administrator. 

(b) The Board's records shall include the following: 

1. Minutes of all Board meetings; 

2. Written reports and recommendations of commit-
tees to the Board; 

3. Informational and other filings made by carriers 
with the Board pursuant to the Act or the Board's rules, 
including rate and form filings, loss ratio filings, reports of 
net earned premium and reports of net paid losses; 

4. The rulemaking file on rules proposed or adopted 
by the Board, including all comments received; 

5. The Plan of Operation and any amendments there-
to; 

6. Records concerning the election of Directors and 
appointment of committees and committee members; 

7. Determinations on requests for exemption by carri-
ers; 

8. All dispositions on matters of complaints and dis-
putes; 
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9. Other actions by the Board required by the Act; 
and 

10. Such other specific records as the Board may from 
time to time direct or as may be required by law. 

( c) The records set forth in (b) above shall be subject to 
public inspection and copying pursuant to the "Right-To-
Know" Act, N.J.S.A. 47:lA-l et seq., except that informa-
tion in filings determined by the Board by regulation to be 
confidential and proprietary shall not be subject to public 
inspection and copying. 

( d) For the purpose of disseminating information about 
the IHC Program, the Board shall maintain a mailing list of 
carriers and other interested parties. 

1. The mailing list of member carriers initially shall be 
based upon the member carriers' addresses filed with the 
Department pursuant to N.J.A.C. 11:1-25. The Board 
may proceed to develop its own list of member carriers. 

i. Upon any change in name or mailing address, a 
member carrier shall notify the Board in writing no 
later than 10 days from the date the new name or 
address becomes effective. 

ii. Unless the Board is notified otherwise as provid-
ed above, the name and mailing address of a member 
carrier shall be deemed correct and communications 
mailed to the name and address on file shall be deemed 
received by the member carrier. 

2. Persons other than member carriers who wish to 
receive communications from the Board, including pro-
posed rules, actions and public notices, may request to be 
placed on the Board's mailing list as an interested party. 
Until the Board receives written notice of a change in 
name or address from an interested party, communica-
tions mailed to the name and address on file shall be 
deemed to be properly received. The Board shall not 
charge any fee for placement upon the mailing list, but 
the Board may charge a fee for copies of communications 
from the Board, which fee shall not be in excess of the 
actual cost of reproducing and mailing the copies. 

11:20-2.10 Standard health benefits plans 

(a) The Board shall establish the policy and contract 
forms and benefit levels (standard health benefits plans) to 
be made available by members. 

1. In designing the standard health benefits plans, the 
Board shall give consideration to the types of coverage 
currently in force and/or available in the marketplace, 
individuals' preferences and the evolution of the market-
place towards managed care. 

2. A committee may design or revise the standard 
health benefits plans, but the Board shall discuss the 
design and any changes thereto at a meeting open to the 
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public prior to any vote by the Board to adopt, or modify 
any aspect of, a standard health benefits plan design. 

3. The Board shall hold a public hearing on the 
standard health benefits plans or any revisions thereto 
prior to adopting or changing a standard health benefits 
plan. 

i. The Board shall provide to all members and 
interested parties reasonable advance notice of a public 
hearing in accordance with the procedures set forth in 
the Act as amended. 

ii. The Board may establish procedures for a public 
hearing pursuant to Article III of this Temporary Plan 
and publish them with the notice of the public hearing. 

iii. The Board shall maintain a written record of 
any public hearing and make it available for inspection 
at the office of the Interim Administrator. 

4. The Board shall adopt or amend a standard health 
benefits plan in accordance with the procedures set forth 
in the Act, as amended. 

i. In accordance with the procedures for taking 
action set forth in the Act, as amended, the Board may 
adopt a standard health benefits plan or modifications 
thereto and thereafter shall address in writing such 
comments as were received within a reasonable period 
following the adoption of the proposed action. The 
Board shall give due consideration to all comments 
received. Pursuant to the Act as amended, the Board 
shall, within a reasonable period of time following 
submission of the comments, prepare for public distri-
bution a report listing all parties who provided written 
submissions concerning the intended action, summariz-
ing the content of the submissions and providing the 
Board's response to the data views and arguments 
contained in the submissions. A copy of the report 
shall be filed with the Office of Administrative Law for 
publication in the New Jersey Register. 

(1) The Board shall identify whether it made a 
change in the action proposed at its own initiative or 
in response to one or more comments. 

ii. Except as may be required by law, members shall 
implement amendments to the standard health benefits 
plans in the time prescribed by the Board. 

5. The Board shall take action as necessary to keep 
the standard health benefits plans in compliance with 
State and Federal law. 

6. The Board shall consider, at least annually, whether 
to revise the standard health benefits plans. Such consid-
eration shall take into account comments and complaints 
from covered individuals, members, and producers; 
trends in the small employer group and large employer 
group markets; actions of State and Federal agencies; 
and actions of the New Jersey Legislature and Congress. 
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(b) Members shall submit to the Board, in the care of the 
Interim Administrator or subsequently appointed Adminis-
trator, a certification that sets forth that the standard policy 
and application forms will be used in accordance with the 
requirements of N.J.A.C. 11:20-3.2 and 4.1. 

1. As a transitional measure, members may, for a 
period of time, use alternative policy and application 
forms which are in substantial compliance with the stan-
dard policy and application forms. If alternative forms 
are to be used, or if the member offers a standard health 
benefits plan through or in conjunction with a managed 
care network, the member shall file the forms with the 
Board, in the care of the Interim Administrator or subse-
quently appointed Administrator, along with a certifica-
tion that the forms are in substantial compliance with 
N.J.S.A. 17B:27A-2 et seq. and N.J.A.C. 11:20. The 
filing shall also include an identification of the differences 
between the filed forms and the standard forms. 

2. No member shall issue a standard or alternative 
health benefits plan until a full schedule of corresponding 
rates has been filed with the Board in accordance with 
N.J.A.C. 11:20-6. 

3. The Interim Administrator or subsequently ap-
pointed Administrator shall forward each certification 
and/or policy form and application form to the Chair of 
the Forms Committee within five business days of its 
receipt and each rate filing to the Chair of the Technical 
Advisory Committee within five business days of its re-
ceipt. The Interim Administrator or subsequently ap-
pointed Administrator shall retain at least one copy of 
each certification and/or policy form and application form 
and each rate filing submitted on file for proper record 
retention. 

4. The Chair of the Forms Committee shall present 
the Board with a list of all certifications and alternative 
policy and application forms filed. 

5. The Forms Committee shall review all certifications 
and alternative policy and application forms filed. For 
each alternative policy and application form, the Forms 
Committee shall review the forms for a recommendation 
to the Board as to whether or not the forms are in 
substantial compliance with the standard health benefits 
plans and application forms. The following guidelines 
shall be used to evaluate whether alternative forms are in 
substantial compliance: 

i. All coverage, coverage limits, and exclusions set 
forth in the standard forms are included; 

ii. The inclusion of words, terms and descriptions 
not contained in the standard policy forms does not 
change the meaning or effect of any material aspect of 
the standard form; 
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m. The exclusion of words, terms, and descriptions 
contained in the standard forms does not change the 
meaning or effect of any material aspect of the stan- ) 
dard forms; 

iv. The application form includes all information on 
the standard form, even information which applicants 
are required to complete at their option; and 

v. The formatting of the forms allows for easy 
comparison with the standard forms by consumers and 
the Board. 
6. For any alternative form which the Forms Commit-

tee finds not to be in substantial compliance based on the 
guidelines of (b )5 above, the Forms Committee shall 
contact the submitting carrier in writing advising them of 
the finding including details of the noted discrepancies 
between the alternative form submitted and the standard 
form. The Carrier shall be provided the opportunity to 
amend the filing within a 30 day period. Any amended 
filing shall be reviewed according to the guidelines of (b )5 
above for a recommendation to the Board. 

7. The Chair of the Forms Committee shall present 
the Board with copies of the certifications and alternative 
policy and application forms reviewed. For each alterna-
tive and/or amended form, the Chair of the Forms Com-
mittee shall include a recommendation that, based on the 
guidelines of (b )5 above, the forms are or are not in 
substantial compliance with the standard forms. 

8. The Board shall review those certifications, policy , 
and application forms, along with any recommendations \__,J 
specific thereto presented by the Forms Committee and 
shall determine whether such forms are in substantial 
compliance with the standard health benefits plans and 
the standard application form. 

(c) The Technical Advisory Committee shall review all 
rates filed, and shall compile separate lists of the rates filed 
according to their status as follows: 

1. Rate filing complete; and 
2. Rate filing incomplete, with a specific request for 

more information recommended. 

( d) The Chair of the Technical Advisory Committee shall 
forward the lists established pursuant to ( c) above, the rate 
filings assigned to those lists by the Technical Advisory 
Committee, and the recommendations specific to those rate 
filings to the Chair of the Board in a timely manner. 

( e) The Board shall review those rate filings assigned to 
the list established pursuant to ( c) above, and any recom-
mendations specific to such rate filings and shall determine 
whether such rate filings are complete. Upon a determina-
tion by the Board that a rate filing is incomplete, the Board 
shall send notice of such determination to the affected 
member as specified at N.J.A.C. 11:20-6 through the Inter-
im Administrator or subsequently appointed Administrator 
and shall return the lists and rate filings to the Interim 
Administrator or subsequently appointed Administrator to \___~) 
be placed on file for proper record retention. 
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(f) Following the return of each list established by the 
Technical Advisory Committee pursuant to ( c) above, the 
Interim Administrator or subsequently appointed Adminis-
trator shall forward to the Commissioner and the Public 
Advocate a copy of the rate filings and a statement that the 
rate filings have been accepted as received or that additional 
information has been requested. The Interim Administra-
tor or subsequently appointed Administrator shall forward 
additional information received to the Technical Advisory 
Committee, the Commissioner and the Public Advocate as 
soon as it is received. 

11:20-2.11 Assessment for 1992 total reimbursable net 
paid losses 

(a) The IHC Program Board may assess members for 
1992 reimbursable net paid losses as an advance interim 
assessment, as may be necessary, pursuant to its authority 
under N.J.S.A. 17B:27A-lla and according to the proce-
dures set forth in this Temporary Plan. 

(b) The IHC Program Board shall determine the total 
reimbursable net paid losses, if any, for calendar year 1992 
based upon the information submitted by members on or 
before June 28, 1993 to the IHC Program Board in the 
Carrier Market Share and Net Paid Loss Report, set forth 
as Exhibit Kin the Appendix to N.J.A.C. 11:20, completed 
in accordance with N.J.A.C. 11:20-8. Such a determination 
shall be made by the IHC Program Board on or about July 
8, 1993. 

1. The reimbursable net paid losses for each member 
reporting net paid losses in 1992 shall not exceed the 
lesser of $10,000,000 or 50 percent of the member's 
reported net paid losses. 

2. No performance standards shall be applicable to 
any member for purposes of determining a member's 
reimbursable net paid losses for 1992. 

3. The total reimbursable net paid losses for 1992 
shall be the aggregate of the reimbursable net paid losses 
for all members reporting net paid losses in 1992. 

( c) Every member shall be liable for a portion of the total 
reimbursable net paid losses for 1992 unless a member has 
reported a net paid loss amount that has been included by 
the IHC Program Board in the total reimbursable net paid 
losses for 1992. 

1. The IHC Program Board provided notice to mem-
bers in writing on July 8, 1993 of the total reimbursable 
net paid losses for 1992 and whether the member may or 
may not be liable for a portion of the total reimbursable 
net paid losses for 1992. 

2. No later than 90 days following the preliminary 
notice by the IHC Program Board of a member's prelimi-
nary liability for a portion of the total reimbursable net 

_. paid losses for 1992, the IHC Program Board shall notify 
each member by invoice of the dollar amount being 
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assessed on an interim basis against the member for its 
portion of the total reimbursable net paid losses for 1992. 

3. The IHC Program Board shall provide notice to 
members in writing on or before November 1, 1993 of the 
first reconciliation of the assessment for 1992 reimbursa-
ble net paid losses which will include adjustments in 
market share and adjustments made for deferrals granted 
on or before October 20, 1993. 

4. The IHC Program Board shall notify each member 
of the final reconciliation of the assessment and reim-
bursement for 1992 reimbursable net paid losses by in-
voice stating the dollar amount then due or credit, if any, 
against future assessments by April 1, 1994. As a result 
of the final reconciliation, any monies determined to be 
owed to or by Board, shall be calculated without provision 
for interest. 

( d) Each member's assessment amount shall be deter-
mined by multiplying the member's adjusted market share, 
to be determined as described in (d)l through 3 below, 
against the total reimbursable net paid losses for 1992, 
except that no member shall be liable for an assessment 
amount greater than 35 percent of the total reimbursable 
net paid losses for 1992. 

1. The IHC Program Board shall determine each 
member's adjusted market share by comparing the mem-
ber's net earned premium for calendar year 1992 to the 
net earned premium of all members excluding members 
with 1992 reimbursable net paid losses for calendar year 
1992, as reported by each member on or before June 28, 
1993 to the IHC Program Board in the Carrier Market 
Share and Net Paid Loss Report, set forth as Exhibit K of 
the Appendix to N.J.A.C. 11:20, and completed in accor-
dance with N.J.A.C. 11:20-8. Should a member fail to 
submit a Carrier Market Share and Net Paid Loss Report 
as required by N.J.A.C. 11:20-8, the member's market 
share shall be determined by the IHC Program Board 
based upon the premium set forth in the member's most 
recent Annual Statement filed with the Department. 

2. Assessment amounts for memb~rs granted a defer-
ral by the Commissioner, or subject to dispute by a 
member wherein the dispute is settled in favor of the 
disputing member, shall be apportioned to other members 
based on their respective adjusted market shares. 

3. A member's assessment in amounts exceeding the 
35 percent limit shall be apportioned to other members, 
based upon their respective adjusted market shares, until 
such other members reach the 35 percent limit or the 
total reimbursable net paid losses for 1992 are fully 
assessed, whichever occurs first. 

( e) Assessment amounts are due and payable upon re-
ceipt of an invoice by a member for the assessment. Pay-
ment shall be by bank draft made payable to the Treasury-
State of New Jersey, IHC Program, c/o the New Jersey 
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Department of Insurance, 20 W. State Street, CN-325, 
Trenton, N.J. 08625. 

1. Members shall be subject to payment of an interest 
penalty on any assessment, or portion of an assessment, 
not paid within 30 days of the date of the invoice for the 
assessment, unless the member has been granted a defer-
ral by the Commissioner of the amount not timely paid. 

i. The interest rate shall be 1.5 percent per month 
of the assessment amount or any portion thereof not 
timely paid, accruing from the date of the invoice for 
the assessment. -

ii. Payment of an assessment, or portion of an 
assessment for which an interest penalty has accrued, 
shall include the interest penalty amount accrued as of 
the date of payment; otherwise, payment shall not be 
considered to be in full. 

iii. Good faith errors that are reported to the Board 
by a member within 60 days of their occurrence shall 
not be subject to the interest penalty set forth in (e)li 
above. If a carrier makes an error relating to or 
involving an assessment or any other error resulting in 
non-payment or underpayment of funds, the member 
shall make immediate payment of additional amounts 
due. 

2. Members that dispute whether they are subject to 
an assessment, or dispute the amount of assessment for 
which they have been determined liable by the IHC 
Program Board, shall be liable for and make payment of 
the full amount of the assessment invoice when due, 
including any interest penalty accruing thereon, until such 
time as the dispute has been resolved in favor of that 
member, or, if a contested case, the IHC Program Board 
has rendered a final determination in favor of that mem-
ber in accordance with the Administrative Procedure Act, 
N.J.S.A. 52:14B-1 et seq. 

(f) A member may request that the Commissioner grant a 
deferral of its obligation to pay an assessment in accordance 
with N.J.A.C. 11:20-11. 

1. If a member files a proper request for deferral 
within 15 days of the date of the invoice, that member 
may make payment of the amount of the assessment 
invoice pursuant to ( e) above, to be held in an interest 
bearing escrow account in accordance with the procedures 
set forth in (g) below, pending final disposition by the 
Commissioner of the deferral request. 

2. If the member withholds payment, as permitted 
pursuant to (f)l above and the Commissioner denies the 
request for deferral, the member shall be subject to 
payment of the interest penalty set forth in (e)l above, 
accruing from the date of the invoice for the assessment. 
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(g) The Interim Administrator ( or Administrator) shall 
deposit all monies received from the Treasury pursuant to 
this section in an interest bearing account maintained by the 
IHC Program Board for that purpose. The Board shall "-- _) 
approve the disbursement of all funds then in the account, 
and any payments to those members determined by the IHC 
Program Board as having reimbursable net paid losses for 
1992. Disbursement shall be in proportion to the member's 
share of the total reimbursable net paid losses for 1992, 
until all such available funds have been paid out, or a 
member's reimbursable net paid losses for 1992 have been 
reimbursed, whichever comes first. 

1. Amounts of assessment in dispute or subject to a 
deferral request shall not be disbursed to members having 
reimbursable net paid losses in 1992, until such time as 
the dispute has been settled or concluded with the disput-
ing member, or the deferral denied, except that any 
portion of an assessment not in dispute or subject to the 
deferral request, or portions no longer disputed or subject 
to a deferral request, may be disbursed to members 
having reimbursable net paid losses in 1992 in accordance 
with (g) above, along with any applicable interest penalty 
amounts paid or interest earned while held in escrow by 
the Board. 

2. Amounts of assessment disputed or subject to de-
ferral wherein the dispute is resolved in favor of the 
disputing member, or a deferral is granted, shall be 
returned to the appropriate members within 15 days of 
the date that the Interim Administrator ( or Administra- ,~ 
tor) receives notice of the determination by the IHC 
Program Board or the Commissioner, as applicable, along 
with the proportionate amount of interest penalty, if any, 
paid by the member for late payment of the amount, and 
the proportionate amount of the interest earned on that 
amount while the amount was held in escrow by the 
Board. 

(h) An assessment for the 1992 reimbursable net paid 
losses, as an advance interim assessment, shall be credited as 
an offset against any regular assessment due following the 
close of the following year as required by N.J.S.A. 
17B:27 A-lla. 

11:20-2.12 Assessments for administrative expenses and 
organizational and operating expenses 

(a) Every member shall be liable for a portion of the 
annual administrative expenses of the IHC Program. On or 
about April 15 annually the IHC Program Board shall notify 
each member by separate invoice of the dollar amounts 
being assessed against the member for its portion of the 
final administrative expense total for the preceding calendar 
year, if any. 

1. Such notice shall include a brief summary of the 
final administrative expenses and shall credit the member \ 
for any interim administrative expense assessments paid. \J 
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2. If a member has advanced a sum or sums of money 
to the IHC Program to cover some portion of the IHC 
Program's administrative expenses, those sums advanced 
shall be credited against the member's assessment 
amounts. 

3. Each member's final annual assessment for admin-
istrative expenses shall be reduced by any deferred assess-
ment paid by assessed carriers in proportion to the origi-
nal assessment made to cover the deferred amount. 

(b) The Board, at its discretion, may make an interim 
assessment on a monthly basis or such other periodic basis 
as necessary to ensure the availability of funds to meet 
operating expenses as well as to cover estimated losses. 

(c) All members shall be assessed for a proportionate 
share of final administrative expenses for the preceding 
calendar year on the basis of the ratio of the member's 
health benefits plans net earned premiums for that calendar 
year to the total of all members health benefits plans net 
earned premiums for that calendar year. Net earned premi-
ums shall be determined as reported by each member to the 
IHC Program Board in the Carrier Market Share and Net 
Paid Loss Report as set forth as Exhibit K of the Appendix 
to N.J.A.C. 11:20, and completed in accordance with 
N.J.A.C. 11:20-8. Should a member fail to submit a Carrier 
Market Share and Net Paid Loss Report as required by 
N.J.A.C. 11:20-8, the member's market share shall be deter-
mined by the IHC Program Board based upon the premium 
set forth in the member's most recent Annual Statement 
filed with the Department. 

( d) Interim assessments shall be made on the same basis 
as in (c) above, but shall use the net earned premium from 
the preceding calendar year. 

( e) Assessment amounts for members granted a deferral 
by the Commissioner, or subject to dispute by the member 
wherein the dispute is settled in favor of the disputing 
member, shall be apportioned to other members on the 
same basis as set forth in ( c) above. 

(f) Assessment amounts are due and payable upon re-
ceipt by a member of an invoice for the assessment. Pay-
ment shall be by bank draft made payable to the Treasury-
State of New Jersey, IHC Program, c/o the New Jersey 
Department of Insurance, 20 W. State Street, CN-325, 
Trenton, NJ 08625. 

1. Members shall be subject to payment of an interest 
penalty on any assessment, or portion of an assessment, 
not paid within 30 days of the date of the invoice for the 
assessment, unless the member has been granted a defer-
ral by the Commissioner of the amount not timely paid. 

i. The interest rate shall be 1.5 percent per month 
of the assessment amount or any portion thereof not 
timely paid accruing from the date of the invoice for 
the assessment. 
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ii. Payment of an assessment, or portion of an 
assessment for which an interest penalty has accrued, 
shall include the interest penalty amount accrued as of 
the date of payment; otherwise, payment shall not be 
considered to be in full. 

iii. Good faith errors that are reported to the Board 
by a member within 60 days of their occurrence shall 
not be subject to the interest penalty set forth in (f)li 
above. If a member makes an error relating to or 
involving an assessment or any other error resulting in 
non-payment or underpayment of funds, the member 
shall make immediate payment of additional amounts 
due. 

2. Members that dispute whether they are subject to 
an assessment, or dispute the amount of assessment for 
which they have been determined liable by the IHC 
Program Board, shall be liable for and make payment of 
the full amount of the assessment invoice when due, 
including any interest penalty accruing thereon, until such 
time as the dispute has been resolved in favor of that 
member, or, if a contested case, the IHC Program Board 
has rendered a final determination in favor of that mem-
ber in accordance with the Administrative Procedure Act, 
N.J.S.A. 52:14B-l et seq. 

(g) A member may request that the Commissioner grant 
a deferral of its obligation to pay an assessment in accor-
dance with procedures established by the Commissioner. 

1. If a member files a proper request for deferral 
within 15 days of the date of the invoice, that member 
may make payment of the amount of the assessment 
invoice pursuant to (f) above, to be held in an interest 
bearing escrow account in accordance with the procedures 
set forth in (h) below pending final disposition by the 
Commissioner of the deferral request. 

2. If the member withholds payment, as permitted 
pursuant to (g)l above, and the Commissioner denies the 
request for deferral, the member shall be subject to 
payment of the interest penalty set forth in (f)l above, 
accruing from the date of the invoice for the assessment. 

(h) The Interim Administrator ( or Administrator) shall 
deposit all monies received from the Treasury pursuant to 
this section in an interest bearing account maintained by the 
IHC Program Board for that purpose. 

1. Amounts of assessment in dispute or subject to a 
deferral request shall not be disbursed by the Board until 
such time as the dispute has been settled or concluded 
with the disputing member, or until final disposition of 
the request for deferral by the Commissioner, except that 
any portion of an assessment not in dispute or subject to 
the deferral request, or portions no longer disputed or 
subject to a deferral request, may be disbursed immedi-
ately, along with any applicable interest penalty amounts 
paid or interest earned while held in escrow by the Board. 
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2. Amounts of assessment disputed or subject to de-
ferral wherein the dispute is resolved in favor of the 
disputing member, or a deferral is granted, shall be 
returned to the appropriate members within 15 days of 
the date that the Administrator receives notice of the 
determination by the IHC Program Board or the Com-
missioner, as applicable, along with the proportionate 
amount of interest penalty, if any, paid by the member for 
late payment of the amount, and the proportionate 
amount of the interest earned on that amount while the 
amount was held in escrow by the Board. 

11:20-2.13 Notice of request for deferral 

A member requesting a deferral from the Commissioner 
of an assessment amount shall concurrently provide notice 
of such request in duplicate to the Interim Administrator 
(or Administrator) in order to preserve its right to any 
monies paid pursuant to the invoice for assessment. 

11:20-2.14 Failure to pay assessments 

If a member is determined liable for an assessment fails 
to pay the full amount of the assessment and applicable 
interest, if any, within 60 days of the date of the invoice, and 
has neither submitted notice that it is seeking a deferral 
from the Commissioner, nor requested a hearing, the IHC 
Program Board may provide to the Commissioner a notice 
of the member's failure to make payment along with a 
recommendation to revoke the member's authority to write 
any health benefits plans or other health coverage in this 
State. A copy of this notice shall be sent to the member by 
registered mail at the same time that the notice is sent to 
the Commissioner. In accordance with the Act, failure to 
pay assessments shall be grounds for removal of a member's 
authority to write health coverage of any kind in this State. 

11:20-2.15 Penalties/adjustments and dispute resolutions 

(a) A member seeking to challenge the amount of an 
assessment must do so within 20 days of receiving the notice 
of the assessment following the procedures established by 
the Board. 

(b) A member which disputes being subject to an assess-
ment and wishes to contest that issue shall file its appeal 
with the IHC Program Board no later than 20 days of 
receiving the notice of assessment following the procedures 
established by the Board. 

(c) Concurrent with its challenge to the assessment, a 
member shall advise the Board in detail of the reasons why 
the assessment is inaccurate or not appropriate and submit 
all documentation that supports or tends to support the 
member's position. The member shall also advise at this 
time whether a hearing is requested. 
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( d) If a hearing is requested, within 30 days of its receipt 
thereof, the Board shall determine whether the matter 
constitutes a contested case. If the matter is determined to 
be. a contested case, the Board shall determine whether to 
hear the matter or refer it to the Office of Administrative 
Law for a hearing pursuant to the Administrative Procedure 
Act, N.J.S.A. 52:14B-1 et seq., and the Uniform Administra-
tive Procedure Rules, N.J.A.C. 1:1. If the matter does not 
constitute a contested case, the Board will review the chal-
lenge itself or delegate this review to an appropriate Com-
mittee to make a recommendation to the Board. 

( e) If the Board determines that the nature or extent of 
errors or conduct by a member evidence activity for which 
penalties or sanctions are appropriate, the Board shall refer 
the matter to the Commissioner, Attorney General, and/or 
other appropriate enforcement agency, for appropriate ac-
tion including the assessment of penalties and sanctions as 
provided by the Act, as well as any other penalties permitted 
by law. Nothing herein shall be construed to limit the 
authority of the Commissioner, the Attorney General or any 
law enforcement agency to take appropriate regulatory or 
enforcement action with respect to violations of law and 
regulations. 

11:20-2.16 Indemnification 
(a) The participation in the IHC Program as a member, 

the establishment of rates, forms or procedures, or any 
other joint or collective action required by the Act shall not 
be the basis of any legal action, criminal or civil liability, or 
penalty against the IHC Program, member of the Board of 
Directors or any member carrier either jointly or separately 
except as otherwise provided in the Act. 

(b) The Board shall not be liable for any obligation of the 
IHC Program. No Director, officer or employee of the 
Board or the Department shall be individually liable and no 
cause of action of any nature may arise against them, for 
any action taken or omission made by them unless their 
conduct was outside the scope of their employment or 
constituted a crime, actual fraud, actual malice or willful 
misconduct. 

11:20-2.17 Assessments for total reimbursable net paid 
losses for calendar year 1993 and thereafter 

(a) The IHC Program Board may assess members for 
reimbursable net paid losses as may be necessary, pursuant 
to its authority under N.J.S.A. 17B:27A-lla and according 
to the procedures set forth in this Temporary Plan. 

(b) The IHC Program Board shall determine the prelimi-
nary total reimbursable net paid losses, if any, for the 
preceding calendar year based upon the information submit-
ted by members no later than March 1 of each year annually 
to the IHC Program Board in the Carrier Market Share and 
Net Paid Gain (Loss) Report, set forth as Exhibit Kin the 
Appendix to this chapter, completed in accordance with 
N.J.A.C. 11:20-8. Such a determination shall be made by 
the IHC Program Board on or about March 14 of each year. 
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1. The total reimbursable net paid losses of the pre-
ceding calendar year shall be the aggregate of the reim-
bursable net paid losses for all members reporting net 
paid losses for that calendar year. 

2. Prior to receiving reimbursement for net paid loss-
es, a member must meet the performance standards set 
forth at N.J.A.C. 11:20-10. 

(c) The Board shall determine each member's assessment 
amount by multiplying the member's market share, or ad-
justed market share as applicable, by the total reimbursable 
net paid losses for the preceding calendar year, except that 
no member shall be liable for an assessment amount greater 
than 35 percent of the total reimbursable net paid losses for 
that calendar year. 

1. The IHC Program Board shall determine each 
member's market share by comparing the member's net 
earned premium for all health benefits plans for the 
preceding calendar year to the net earned premium of all 
members for the preceding calendar year as reported by 
each member in the Carrier Market Share and Net Paid 
Loss Report, set forth as Exhibit K of the Appendix to 
this chapter, and completed in accordance with NJ.AC. 
11:20-8. Should a member fail to submit a Carrier 
Market Share and Net Paid Loss Report as required by 
N.J.A.C. 11:20-8, the member's market share shall be 
determined by the IHC Program based upon the premium 
set forth in the member's most recent Annual Statement 
filed with the Department. Members' market shares shall 
be adjusted in consideration of the following factors, if 
necessary: 

i. A member that has been granted a final exemp-
tion under N.J.A.C. 11:20-9.5 shall not be assessed for 
any portion of the total reimbursable net paid losses. 

ii. A member that has been granted a pro rata 
exemption under N.J.A.C. 11:20-9.5 shall be liable for 
an assessment determined by multiplying the total 
amount of reimbursable losses (program losses) for the 
preceding calendar year by the ratio of the member's 
net earned premium to the net earned premium of all 
members for the preceding calendar year multiplied by 
a fraction, the numerator of which is the difference 
between the minimum number of non-group persons 
allocated to the member by the Board and the number 
of non-group persons actually enrolled or insured by 
the member and the denominator of which is the 
minimum number of non-group persons allocated to 
the member by the Board. 
2. To the extent a member's assessment exceeds the 

35 percent limit, the excess amount shall be apportioned 
to other members, except those members that received a 
final or pro rata exemption or that have been granted a 
deferral, based upon their respective adjusted market 
shares until such other members reach the 35 percent 
limit or the total reimbursable net paid losses for the 
preceding calendar year are fully assessed, whichever 
occurs first. 
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3. Assessment amounts for members granted a defer-
ral by the Commissioner, or subject to dispute by a 
member wherein the dispute is settled in favor of the 
disputing member, shall be apportioned to other members 
based on their respective adjusted market shares. 

i. Members that have been granted a deferral shall 
remain liable to the IHC Program for the amount 
deferred and any additional amounts required by 
N.J.A.C. 11:20-11.6. 

ii. Upon eventual payment of the deferred amount 
to the IHC Program, the members to whom the de-
ferred amounts were reapportioned will be credited for 
those amounts previously apportioned to them. 

( d) Every member shall be liable for a portion of the 
total reimbursable net paid losses for the preceding calendar 
year unless the member has been granted a final exemption 
from assessments for the preceding calendar year by the 
Board in accordance with N.J.A.C. 11:20-9. 

1. The IHC Program Board shall provide a prelimi-
nary notice to its members in writing, on or about March 
14 of each year, of the total reimbursable net paid losses 
for the preceding calendar year and whether the member 
may or may not be liable for a portion of the total 
reimbursable net paid losses for the preceding calendar 
year. 

2. No later than 60 days following the preliminary 
notice in (d)l above, the IHC Program Board shall notify 
each member by invoice of the dollar amount being 
assessed against the member for its portion of the total 
reimbursable net paid losses for the preceding calendar 
year. 

3. The IHC Program Board may, as necessary, make 
reconciliations of the assessment for reimbursable net 
paid losses which may include adjustments in market 
share and adjustments for deferrals granted. 

4. The IHC Program Board shall notify each member 
of the final reconciliation of the assessment for reimburs-
able net paid losses for the preceding calendar year by 
invoice stating the dollar amount then due or credit, if 
any, against future assessments on or before December 
1st of the current year. As a result of the final reconcilia-
tion, any monies determined to be owed to or by the 
Board shall be calculated without provision for interest. 

( e) Assessment amounts are due and payable upon re-
ceipt by a member of the invoice for. the assessment. 
Payment shall be by bank draft made payable to the Trea-
surer-State of New Jersey, IHC Program, c/o the New 
Jersey Department of Insurance, 20 West State Street, 
CN-325, Trenton, NJ 08625. 

1. Members shall be subject to payment of an interest 
penalty on any assessment, or portion of an assessment, 
not paid within 30 days of the date of the invoice for the 
assessment, unless the member has been granted a defer-
ral by the Commissioner of the amount not timely paid. 
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i. The interest rate shall be 1.5 percent of the 
assessment amount not timely paid per month, accruing 
from the date of the invoice for the assessment. 

ii. Payment of an assessment, or portion of an 
assessment, for which an interest penalty has accrued, 
shall include the interest penalty amount accrued as of 
the date of payment; otherwise, payment shall not be 
considered to be in full. 

iii. Good faith errors that are reported to the Board 
by a member within 60 days of their occurrence shall 
not be subject to the interest penalty set forth in (e)li 
above. If a carrier makes an error relating to or 
involving an assessment or any other error resulting in 
non-payment or underpayment of funds, the member 
shall make immediate payment of additional amounts 
due. 
2. Members that dispute whether they are subject to 

an assessment, or dispute the amount of assessment for 
which they have been determined liable by the IHC 
Program Board, shall be liable for and make payment of 
the full amount of the assessment invoice, including any 
interest penalty accruing thereon, until such time as the 
dispute has been resolved in favor of that member, or, if a 
contested case, the IHC Program Board has rendered a 
final determination in favor of that member in accordance 
with the Administrative Procedures Act, N.J.S.A. 
52:14B-1 et seq. 

(f) A member may request that the Commissioner grant a 
deferral of its obligation to pay an assessment in accordance 
with N.J.A.C. 11:20-11. 

1. If a member files a proper request for deferral 
within 15 days of the date of the invoice, that member 
may make payment of the amount of the assessment 
invoice pursuant to ( e) above, to be held in an interest 
bearing escrow account in accordance with the procedures 
set forth. in (g) below, pending final disposition by the 
Commissioner of the deferral request. 

2. If the member withholds payment, as permitted 
pursuant to (f)l above and the Commissioner denies the 
request for deferral, the member shall be subject to 
payment of the interest penalty set forth in (e)l above, 
accruing from the date of the invoice for the assessment. 

(g) The Interim Administrator ( or Administrator) shall 
deposit all monies received from the Treasury pursuant to 
this section in an interest bearing account maintained by the 
IHC Program Board for that purpose. The Board shall 
approve the disbursement of all funds then in the account, 
and any payments to those members determined by the IHC 
Program Board as having reimbursable net paid losses for 
the preceding calendar year. Disbursement shall be in 
proportion to the member's share of the total reimbursable 
net paid losses for that calendar year, until such available 
funds have been paid out, or a member's reimbursable net 
paid losses for the preceding calendar year have been 
reimbursed, whichever comes first. 
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1. Amounts of assessment in dispute or subject to a 
deferral request, including any interest penalty paid by a 
member pursuant thereto, shall not be disbursed to mem-
bers having reimbursable net paid losses for the preceding 
calendar year, until such time as the dispute has been 
settled against the disputing member, or the deferral 
denied, except that any portion of an assessment not in 
dispute or subject to the deferral request, or portions no 
longer disputed or subject to a deferral request, may be 
disbursed to members having reimbursable net paid losses 
for the preceding calendar year in accordance with (g) 
above, along with any applicable interest penalty amounts 
paid or interest accrued while held in escrow by the 
Board. 

2. Amounts of assessment disputed or subject to de-
ferral wherein the dispute is settled in favor of the 
disputing member, or a deferral is granted, shall be 
returned to the appropriate members within 15 days of 
the date that the Interim Administrator ( or Administra-
tor) receives notice of the determination by the IHC 
Program Board or the Commissioner, as applicable, along 
with the proportionate amount of interest, if any, paid by 
the member for late payment of the amount, and the 
proportionate amount of the interest earned on that 
amount while the amount was held in escrow by the 
Board. 

New Rule, R.1994 d.165, effective March 1, 1994. 
See: 26 N.J.R. 1200(a), 26 N.J.R. 1507(b). 

SUBCHAPTER 3. STANDARD BENEFIT LEVELS 
AND POLICY FORMS 

11:20-3.1 Benefits provided 

(a) The standard individual health benefits plans estab-
lished by the Board contain the benefits, limitations and 
exclusions set forth in the Appendix to this chapter which is 
incorporated herein by reference as follows: 

1. Plan A, "The Basic Health Benefits Plans," Exhibit 
A, sections III, V, VI, VII and IX; 

2. Plan B, "Individual Health Benefits Plan B," Exhib-
it B, sections III, V, VI, VII and IX; 

3. Plan C, "Individual Health Benefits Plan C," Ex-
hibit C, sections III, V, VI, VII and IX; 

4. Plan D, "Individual Health Benefits Plan D," Ex-
hibit D, sections III, V, VI, VII and IX; 

5. Plan E, "Individual Health Benefits Plan E," Exhib-
it E, sections III, V, VI, VII and IX; and 

6. HMO Plan, "Health Maintenance Organization 
Benefits Plan," Exhibit F, sections III, V, and VI. 
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(b) In accordance with NJ.AC. 11:20-1.3, members that 
offer individual health benefits plans in this State shall offer 
standard health benefits Plans A, B, C, D and E as set forth 
in Exhibits A through E, respectively, in the Appendix. 

1. Members offering Plans B, C, and D shall offer the 
following annual deductible options to the policyholder 
for each plan: 

i. $250.00 per individual and $500.00 per family 
unit; 

11. $500.00 per individual and $1,000 per family unit; 

iii. $1,000 per individual and $2,000 per family unit. 

2. Members offering Plan E shall offer the following 
annual deductible options to the policyholder for this 
plan: 

i. $150.00 per individual and $300.00 per family 
unit; 

ii. $500.00 per individual and $1,000 per family unit; 

m. $1,000 per individual and $2,000 per family unit. 

(c) Members which are Federally-qualified HMOs may 
offer the HMO Plan, as set forth in Exhibit F of the 
Appendix, in lieu of Plans A through E in (a) above. All 
HMO members offering the HMO Plan shall offer the 
following arrangements: $150.00 hospital inpatient copay, 
$50.00 separate emergency room copay, $15.00 for all other 
copays. All HMO members choosing to offer optional 
health benefits plans may offer one or both of the following 
copayment options, provided that all options marketed shall 
be offered to each applicant: 

1. $250.00 hospital inpatient copay, $200.00 men-
tal/nervous and substance abuse hospital inpatient copay 
and alcoholism hospital inpatient copay, $20.00 for all 
other copays; and/or 

2. $100.00 hospital inpatient copay, $100.00 men-
tal/nervous and substance abuse hospital inpatient copay 
and alcoholism hospital inpatient copay, $10.00 for all 
other copays. · 

( d) Each of the standard health benefits plans may be 
offered through or in conjunction with a managed care 
network, and shall be subject to the following: 

1. The in-network and out-network benefit level dif-
ferential shall not exceed 30 percent; 

2. With respect to Plans B through E set forth in 
Exhibits B through E of the Appendix, and notwithstand-
ing (d)l above, in no event shall policyholder coinsurance 
be greater than 40 percent; 

3. The coinsurance maximum specified for the stan-
dard health benefits plan being offered through or in 
conjunction with a managed care network, as set forth in 
Exhibits A through E in the Appendix, shall be the 
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coinsurance maximum for the in-network and out-network 
benefits combined; 

4. The HMO Plan standard copayment level ($15.00) 
may be substituted for deductible applicable to in-network 
benefits; and 

5. Notwithstanding (d)l, 2, 3 and 4 above, a carrier 
may submit to the Board for approval an alternative 
managed care delivery system which reconciles its delivery 
system with the standard health benefits plans. 

( e) In paying benefits for covered services provided by 
health care providers not subject to capitated or negotiated 
fee arrangements, carriers shall pay covered charges on a 
reasonable and customary basis as defined by the Board, 
except that a carrier may pay using an alternative different 
fee profile from that adopted by the Board. 

1. Upon filing with the Interim Administrator, a mem-
ber may use such alternative fee profile unless and until it 
has been disapproved in accordance with this subsection. 
Such alternative fee profile shall be submitted with sup-
porting documentation of actuarial equivalency to the 
Board's proposed definition of reasonable and customary. 

2. After notice and a hearing, conducted in accor-
dance with the Administrative Procedure Act, N.J.S.A 
52:14B-1 et seq., and the Uniform Administrative Proce-
dure Rules, NJ.AC. 1:1, the Board shall disapprove any 
such proposed alternative fee profile that is not actuarially 
equivalent to the Board's proposed definition of reason-
able and customary. 

Amended by R.1995 d.531, effective October 2, 1995. 
See: 27 NJ.R. 1127(a), 27 NJ.R. 3793(b). 

11:20-3.2 Policy forms 
(a) For standard health benefit plan contracts effective 

on or after January 1, 1995, members shall use the standard 
policy forms set forth in the Appendix to this subchapter as 
Exhibits A through F. 

(b) For standard health benefit plan policies with effec-
tive dates prior to January 1, 1995, members shall convert 
the contracts to the respective standard policy forms set 
forth in the Appendix to this subchapter as Exhibits A 
through F on the first 12 month contract anniversary date 
on or after January 1, 1995. 

( c) A member choosing to offer a standard health bene-
fits plan through or in conjunction with a managed care 
network in accordance with N.J.AC. 11:20-3.l(d) shall use 
the appropriate standard language set forth in the Appendix 
to this subchapter as Exhibit Q in conjunction with the 
standard policy forms set forth as Exhibits A through E. 

( d) Before marketing any of the standard policy forms, a 
member shall file in triplicate with the Board, the Certifica-
tion Form set forth in the Appendix to this subchapter as 
Exhibit Q. Affiliated Carriers must file separate Certifica-
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tion Forms. A new Certification Form must be filed any 
time a member makes any permitted changes in the stan-
dard health benefits forms being offered. 

Repeal and New Rule, R.1995 d.51, effective December 23, 1994 
(operative January 1, 1995). 

See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 

SUBCHAPIER 4. STANDARD APPLICATION 
FORM 

11:20--4.1 Standard application form 

(a) All members offering standard health benefits plans 
with an effective date on or after August 1, 1993, shall use 
the standard application form approved by the Board and 
specified in Exhibit G of the Appendix to this chapter, 
except as provided in (b) below. 

(b) A member may submit to the Board for approval an 
alternative application form that differs in format but not in 
content from the standard form set forth in Exhibit G of the 
Appendix. The member may use the alternative form when 
submitted unless and until disapproved by the Board. 

1. The alternative application form shall be submitted 
along with the Certification Form set forth in the Appen-
dix to this subchapter as Exhibit Q. 

2. Alternative application forms shall be submitted in 
triplicate to the Board at the following address: 

Executive Director 
New Jersey Individual Health Coverage Program 
20 West State Street, 10th Floor 
CN325 
Trenton, NJ 08625 

3. The Board shall disapprove. any alternative applica-
tion form that is not consistent with the purpose of this 
chapter. 

4. If any proposed alternative application form is dis-
approved, it may not be used with a policy form delivered 
or issued for delivery unless and until such disapproval is 
withdrawn. 

5. Upon request by the member for a hearing, the 
Board's disapproval of an alternative application form 
shall be subject to review in accordance with the Adminis-
trative Procedure Act, N.J.S.A. 52:14B-1 et seq. and the 
Uniform Administrative Procedure Rules, N.J.A.C. 1:1. 

Amended by R.1995 d.51, effective December 23, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Administrative Correction. 
See: 27 N.J.R. 1424(a). 
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SUBCHAPTER 5. STANDARD CLAIM FORM 

11:20-5.1 Standard Claim Form 
Effective August 1, 1993, all members offering health 

benefits plans or other health insurance policies to individu-
als shall, to the extent that the member uses claims forms in 
its transaction of business, require as a condition of pay-
ment, the standard claims form approved by the Board and 
set forth as Exhibit H in the Appendix to this chapter, 
incorporated herein by reference. The standard claim form 
shall be used for all medical expenses incurred for services 
other than hospital inpatient services. Members shall use 
form UB-82 set forth as Exhibit I in the Appendix to this 
chapter for hospital inpatient services. 

SUBCHAPIER 6. INDIVIDUAL HEALTH 
BENEFITS CARRIERS INFORMATIONAL 
RATE FILING REQUIREMENTS 

11:20-6.1 Purpose and scope 
The purpose of this subchapter is to establish informa-

tional rate filing requirements and procedures for members 
issuing or renewing individual health benefits plans pursuant 
to section 2b(l) and 3 of the Act (N.J.S.A. 17B:-27A-3b(l) 
and 17B:27A-4). 

11:20-6.2 Definitions 0 
Words and terms, when used in this subchapter, shall 

have the meanings defined by the Act, N.J.A.C. 11:20-1.2, 
or as further defined below, unless the context clearly 
indicates otherwise. 

"Informational filing" means a submission by a carrier of 
rate manuals which specify the plans offered, premium 
rates, all factors to be used in the calculation of premium 
rates, and a detailed actuarial memorandum supporting the 
calculation of the rates, a certification by a member of the 
American Academy of Actuaries, all supporting data for the 
premium rates and such other information as the Board 
from time to time requests or requires. 

11:20-6.3 Informational tiling requirements 
(a) All members issuing standard health benefits plans or 

conversion health benefits plans on a new contract or policy 
form shall make, prior to issuing any standard health bene-
fits plan or conversion benefits plan, an informational filing 
with the Board, which shall include the following supporting 
data: 

1. Rate manuals specifying the standard health bene-
fits plans offered. The manuals shall not include refer-
ences to, or premiums containing assumptions based 
upon, an individual's claims experience, underwriting, sub-
standard ratings, occupational limitations or any other U 
factors prohibited by the Act; 
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2. Premium rates and any factqrs used in the calcula-
tion of the premium rates. The premium rates may be 
for a period of effective dates not to exceed 12 months 
from the initial effective date, and may be developed on 
different rate tiers for family units (that is, different 
community rates for individuals, two-person families and 
larger families) provided that all proposed rates applica-
ble in this State have been filed with the Board before 
being used; 

3. A detailed actuarial memorandum, which shall in-
clude the following: 

i. · The rates being submitted; 

ii. All information used in the development of the 
rates; 

iii. The anticipated loss experience and the assump-
tions used in developing such anticipated loss experi-
ence, including historical experience, trend assump-
tions, plan relativity assumptions, and any other factors 
used in developing the anticipated loss experience; and 

iv. The administrative expense, premium tax and 
commission payment assumptions, and other margins; 

4. A certification signed by a member of the Ameri-
can Academy of Actuaries, which shall include the follow-
ing: 

i. A statement that the informational filing is com-
plete; and 

ii. A statement that the carrier's loss ratio is expect-
ed to be at least 75 percent; and 

5. Such other information or data as may be required 
or requested by the Board to analyze the adequacy of the 
rate filing submitted. 

(b) Any member which seeks to change its rates for its 
standard health benefits plans, conversion health benefits 
plans, or its community rated and modified community 
rated health benefits plans issued prior to June 14, 1993 
shall, prior to the effective date of the revised rates, submit 
to the Board an informational filing, which shall include all 
the supporting data set forth in (a) above. 

11:20-6.4 Informational filing procedures 

(a) The informational filing filed by the member with the 
Board pursuant to N.J.A.C. 11:20-6.3(a) or (b) above shall 
be filed in triplicate with the Executive Director at the 
address listed in N.J.A.C. 11:20-2.l(h). 

(b) If the Board determines that an informational filing 
filed pursuant to N.J.A.C. 11:20-6.3(a) or (b) above is 
incomplete, the Board shall provide written notice to the 
member specifying those portions of the filing which are 
deficient and the information required to be submitted or 
resubmitted by the member. 
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(c) Upon 15 days of receipt of written notice in (b) 
above, the member shall provide the Board with the infor-
mation required to complete the filing. 

( d) Upon notice that the filing is incomplete, the member 
shall not use the filed rates until the Board has determined 
that the informational filing is complete, and written notice 
of that fact has been provided to the member. 

( e) The Board shall, within 15 days of receipt of a 
member's informational rate filing and within 15 days of 
receipt of any material submitted or resubmitted by a 
member at the request of the Board in accordance with (b) 
above, submit copies of the filing to the Commissioner and 
to the Public Advocate as follows: 

Commissioner of Insurance 
ATTN: IHCP Rate Filings 
New Jersey Department of Insurance 
20 West State Street 
CN-325 
Trenton, New Jersey 08625-0325 

Division of Rate Counsel 
Department of the Public Advocate 
Hughes Justice Complex 
CN-850 
Trenton, NJ 08625 

Administrative Change. 
See: 27 N.J.R. 1423(a). 

SUBCHAPTER 7. LOSS RATIO AND REFUND 
REPORTING REQUIREMENTS 

11:20-7.1 Purpose 

The purpose of this subchapter is to implement the loss 
ratio and refund reporting requirements of the Act. 

11:20-7.2 Filing of Loss Ratio Report 
(a) Each member that had a standard health benefits 

plan in force during the preceding calendar year shall file 
with the Board an annual Loss Ratio Report on the form 
appearing as Exhibit J in the Appendix to this chapter 
incorporated herein by reference. 

(b) The Report shall be filed on the basis of the com-
bined total of the standard health benefits plans policy 
forms written by the member. 

(c) The Report shall be completed and filed with the 
Board on or before August 15 for the calendar year immedi-
ately preceding. 
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11:20-7.3 Contents of the Loss Ratio Report 
(a) A Loss Ratio Report form shall be completed annual-

ly by each member and shall include the following informa-
tion: 

1. The reporting member's name and address; 
2. The member's net earned premium for standard 

health benefits plan during the calendar year immediately 
preceding; 

3. A statement of the member's total losses incurred 
consisting of: 

i. Claims incurred during the calendar year and 
paid through June 30 of the reporting year; plus 

ii. Residual reserve consisting of: 
(1) Safeharbor reserve (3.3 percent of (a)3i 

above); or 
(2) Calculated residual reserve (supported by actu-

arial certification); and 
iii. A pro rata share of any assessment paid during 

the period, determined as the member's total assess-
ment multiplied by the net earned premium for stan-
dard health benefits plans divided by the net earned 
premiums for all of the member's health benefits plans; 
4. The member's loss ratio ( determined by dividing 

the total losses incurred by the net earned premium as 
determined in (a)2 above); 

5. Certification by a member of the American Acade-
my of Actuaries that the information provided in the 
Report is accurate, complete and that the carrier is in 
compliance with the requirements of N.J.S.A 17B:27A-9 
in accordance with instructions; and 

6. Such other information as the Board may request. 

11:20-7.4 Refund plan 
If the calendar year loss ratio is less than 75 percent, the 

member shall include with the Report a plan to be approved 
by the Board for a prompt refund to policy and contract 
holders of the difference between the amount of net earned 
premium it received that year on the standard health bene-
fits plans and the amount that would have been necessary to 
achieve the 75 percent loss ratio. 

SUBCHAPTER 8. THE IHC PROGRAM MARKET 
SHARE AND NET PAID LOSS REPORT 

11:20-8.1 Scope and applicability 
(a) This subchapter sets forth annual reporting, certifica-

tion and audit requirements of market share data and losses 
to determine the total amount of losses which are reimburs-
able, and the allocation of assessments for reimbursement of. 
those losses, as well as a basis for determining criteria to be 
met by carriers requesting exemption from such assess-
ments. 
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(b) This subchapter shall apply to all carriers that are or 
become members of the New Jersey Individual Health 
Coverage Program for any portion of a calendar year for 
which reports under this subchapter are required to be filed, 
whether or not the carrier is a member at the time that the 
report is to be filed. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-8.2 Filing of the market share and net paid loss 
report form 

(a) Every member of the IHC Program shall file the 
report form set forth as Exhibit K in the Appendix to this 
chapter, on or before June 28, 1993, April 1, 1994, and 
annually thereafter no later than March 1. Every member 
shall complete Parts A, B, C and D of the report form, 
whether or not the member is seeking reimbursements for 
losses, or exemptions from assessments for losses. 

(b) Affiliated carriers shall submit a combined report 
· using the report form set forth as Exhibit K in the Appen-
dix. 

1. The combined report form shall be submitted un-
der the name of one of the affiliated carrier's members, 
and shall include as attachments the separate reports of 
each of the members of the affiliated carrier including the 
separate report of the member submitting the combined 
report form, all as one package. 

2. In lieu of a combined report for the filing due June 
28, 1993, members of an affiliated carrier may submit 
their separate report forms with an attachment listing the 
other members within the affiliated carrier. 

(c) Certified report forms shall be submitted by facsimile 
to the or mailed or delivered to the Executive Director at 
the address listed in N.J.AC. 11:20-2.l(h). 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 
Administrative Change. 
See: 27 N.J.R. 1423(a). 

11:20-8.3 Net earned premium 

(a) Every member shall set forth its net earned premium 
for the preceding calendar year ending December 31 in Part 
Cl of the report. 

1. Net earned premium set forth in Part Cl of the 
report form shall include net earned premium resulting 
from group health benefits plans and individual health 
benefits plans issued, continued or renewed during the 
preceding calendar year, including premiums from conver-
sion health benefits plans. 
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2. Net earned premium reported in Part Cl of the 
report form shall be based upon, if not the same as, the 
data set forth in the member's annual reports, as follows, 
adjusted to meet the definitions set forth in this subchap-
ter as necessary: 

i. The NAIC Life and Health Blank (Blue), State 
page 19, entitled "Accident and Health Insurance," 
Column 3 less Column 4, line 23 plus line 23.2 plus line 
24.6; 

ii. The NAIC Fire and Casualty Blank (Yellow), 
State page 14 entitled "Exhibit of Premiums and Loss-
es," Column 3 less Column 4, line 13 plus line 15.1 
through line 15.6; 

iii. The NAIC HMDI Blank (White), page 6, enti-
tled "Underwriting and Investment Exhibit," Part 1, 
Line 5, Column 9 less (Column 2 minus Column 3), 
and less reinsurance portions of (Column 5 minus 
Column 8); 

iv. The New Jersey State HMO Annual Statement 
(for 1992), page 32, Report No. 2, Current Year Lines 
1 plus 2 plus 4 plus 5; or 

v. The NAIC HMO Blank (for 1993 and thereaf-
ter), page 4, Report No. 2, Column 2, Lines 1 plus 2 
plus 3 plus 4. 

11:20-8.4 Calculation of covered non-group persons 
Members shall report in Part C2 of the report form the 

total number of persons covered under individual communi-
ty rated health benefits plans, individua ! modified communi-
ty rated health benefits plans, conversion health benefits 
plans, the number of Medicaid re..:ipients covered by the 
member under a contract with the State of New Jersey, and 
Medicare lives covered by the member under Medicare cost 
and risk contracts with the Federal government, and con-
tracts covering actual HealthStart Plus recipients, as of 
December 31 of the preceding calendar year. For contracts 
issued prior to August 1, 1993, where a member's adminis-
trative systems cannot provide the number of actual covered 
persons, the following factors shall be used to convert 
contracts or subscribers to the total number of covered 
persons: single = 1; husband and wife = 2;, parent and 
child(ren) = 2.8; family = 3.9. If a husband and wife 
category is not used, a member shall use a composite factor 
of 3.33 in order to reflect the husband and wife category in 
the family factor. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-8.5 Calculating net paid losses or gains 
(a) For purposes of completing Part C3 of the report 

form, members shall provide data for their individual health 
benefits plans issued or renewed pursuant to sections 2b(l) 
or 3 of the Act (N.J.S.A. 17B:27A-3b(l) or 4), for the 
preceding calendar year ending December 31. 

11:20-8.5 

1. All data shall be for direct business only; reinsur-
ance accepted shall not be included, and reinsurance 
ceded shall not be deducted. 

2. The method used by a member to allocate to 
sublines of the individual line shall be consistent with the 
method used by a member to allocate to the individual 
line. 

(b) Premium earned shall be adjusted by any changes in 
non-admitted premium assets consistent with statutory re-
port requirements, except that any change in non-admitted 
assets associated with premium accrued shall be reported 
consistent with the following bases, as appropriate to the 
member, adjusted for the individual health benefits plan for 
which the report is being made, as necessary: 

1. The NAIC Life and Health Blank (Blue), State 
page 19 entitled "Accident and Health Insurance," Col-
umn 3 less Column 4, line 23.2 plus 24.6; 

2. The NAIC Fire and Casualty Blank (Yellow), State 
page 14, entitled "Exhibit of Premiums and Losses," 
Column 3 less Column 4, lines 15.1 through 15.6; 

3. The NAIC HMDI Blank (White), Exhibit 5, enti-
tled "Underwriting Gains and (Losses) by Enrollment 
Classification," Column 3, sections 2 plus 3 less Comple-
mentary Medicare and less reinsurance; 

4. The New Jersey HMO Annual Statement (for 
1992), page 32, Report No. 2, Current Year Line 1 plus 2; 
or 

5. The NAIC HMO Blank (for 1993 and thereafter), 
page 4, Report No. 2, Column 2, Lines 1 plus 2 plus 3 
plus 4. 

( c) In reporting claims paid, profits made by affiliated 
providers of service shall not be included in paid claims. 
Claims paid shall be reported on a basis consistent with 
statutory reporting, as is appropriate for the member, ad-
justed as necessary for the individual health benefits plans 
for which the report is being made, with the following 
serving as the basis: 

1. The NAIC Life and Health Blank (Blue), State 
page 19, entitled "Accident and Health Insurance," Col-

, umn 5, line 23.2 plus line 24.6; 

2. The NAIC Fire and Casualty Blank (Yellow), State 
page 14, entitled "Exhibit of Premiums and Losses," 
Column 6, lines 15.1 through 15.6; 

3. The NAIC HMDI Blank (White), Underwriting 
and Investment Exhibit, Part 2, Column 2, less reinsur-
ance, adjusted to Individual, less Complementary Medi-
care and Group; 

4. The New Jersey State HMO Annual Statement (for 
1992), page 32, Report No. 2, Current Year (Lines 20 
minus 7 minus 3 minus 17) less page 31, Report No. 1, 

20-25 Supp. 2-20-96 



11:20-8.5 

Part B, (Column 3, line 2 through 6 less Column 4, lines 2 
through 6); or 

5. The NAIC HMO Blank (for 1993 and thereafter), 
page 4, Report No. 2, Column 2, (Lines 16 plus 20) less 
Report No. 1, Part B, ((Column 3, Lines 2 plus 3) minus 
(Column 4, Lines 2 plus 3)). 

( d) Expenses shall reflect current expense items only and 
shall exclude prior period adjustments as well as excluding 
surplus adjustments and Federal and State income taxes. 
Expenses shall include premium taxes and commissions. 
Expenses shall be reported consistent with the following 
bases, as appropriate to the member, adjusted for New 
Jersey, and adjusted for the individual health benefits plans 
for which the report is being made, as necessary, but in no 
instance shall expenses exceed 25 percent of premium 
earned: 

1. The NAIC Life and Health Blank (Blue), page 6, 
entitled "Analysis of Operations by Lines of Business," 
Column 11, lines 20, 22, and 23 (less State income taxes); 

2. The NAIC Fire and Casualty Blank (Yellow), In-
surance Expenses Exhibit, Part III, Columns 5, 6, 12, 13, 
14, 15, line 15; 

3. The NAIC HMDI Blank (White), Exhibit 5, enti-
tled "Underwriting Gains and (Losses) by Enrollment 
Classification," Column 5, sections 2 plus 3 less Comple-
mentary Medicare and less reinsurance; 

4. The New Jersey HMO Annual Statement (for 
1992), page 32, Report No. 2, Current Year Line 26; or 

5. The NAIC HMO Blank (for 1993 and thereafter), 
page 4, Report No. 2, Column 2, Line 27. 

(e) Blue Cross and Blue Shield of New Jersey, Inc. shall 
report the amount of subsidy receivable based upon dis-
count factors approved by the Hospital Rate Setting Com-
mission for its individual line of business in 1992, not 
including the "fast payor" discount factor included in the 
1992 hospital payor differential. 

(f) Net investment income shall be c~lculated in accor-
dance with statutory reporting requirements and allocated 
on a consistent basis to individual lines, adjusted for State 
and reinsurance as necessary. The net investment income 
shall be reported consistent with the following bases, as 
appropriate to the member, adjusted for the individual 
health benefits plans for which the report is being made as 
necessary: 

1. The NAIC Life and Health Blank (Blue), page 6, 
entitled "Analysis of Operations by Lines of Business," 
Column 11, line 4; 

2. The NAIC Fire and Casualty Blank (Yellow), In-
surance Expenses Exhibit, Part II, Column 18, line 15; 
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3. The NAIC HMDI Blank (White), page 4, Column 
1, line 7, adjust for individual lines, reinsurance and 
Complementary Medicare; 

4. The New Jersey HMO Annual Statement (for 
1992), page 32, Report No. 2, Current Year Line 6; or 

5. The NAIC HMO Blank (for 1993 and thereafter), 
page 4, Report No. 2, Column 2, Line 5. 

11:20-8.6 Certifications 

(a) The Chief Financial Officer, or other duly authorized 
officer of the member, shall certify that all market share and 
net paid loss reports filed with the IHC Board are accurate, 
complete and conform with the requirements of this sub-
chapter. The person certifying the combined market share 
and net paid loss report of an affiliated carrier shall be the 
same person certifying the separate market share and net 
paid loss report of the member submitting the combined 
market share and net paid loss report for the affiliated 
carrier. Every duly authorized officer who certifies a sepa-
rate or combined market share and net paid loss report shall 
be responsible for errors contained therein. 

(b) The Chief Financial Officer, or other duly authorized 
officer, of a member which has filed for reimbursement of 
losses shall certify, on or before April 1, 1994 and annually 
thereafter on or before March 1, that: 

1. The administrative expenses reported therein are 
allocated on a basis consistent with previous market share 
and net paid loss reports and annual statements or other 
corporate reports of the member required to be filed with 
the Commissioner pursuant to law or regulations or, if 
changed, the changes have been outlined in detail includ-
ing the impact and reason for the change; and 

2. The net investment income reported therein has 
been allocated on a basis consistent with previous market 
share and net paid loss reports and annual statements or 
other corporate reports of the member required to be 
filed with the Commissioner pursuant to law or regula-
tions or, if changed, the changes have been outlined in 
detail including the impact and reason for the change. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-8.7 Penalties for failure to file market share and net 
paid loss report 

(a) Failure to file in a timely manner market share and 
net paid loss reports and certifications required by this 
subchapter shall result in: 

1. The denial of a member's application for exemption , 
from assessments for reimbursable losses; and ~_) 
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2. The Board's using the premium set forth in the 
member's most recent Annual Statement filed with the 
Department as the premium base to calculate that mem-
ber's market share allocation of assessments for reim-
bursement of losses. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-8.8 Audits 
(a) A member shall, upon written request of the IHC 

Program Board, provide additional information that the 
IHC Program Board may require to substantiate that the 
member has met the requirements in N.J.A.C. ll:20-8.6(b) .. 

(b) The IHC Program Board shall review, and may audit, 
a member's reimbursable losses reported in the member's 
market share and net paid loss report. The IHC Program 
Board shall choose and direct the independent auditor. 
The IHC Program Board and the member being audited 
shall share equally the cost of an independent audit. 

(c) The IHC Program Board shall adjust a member's 
reported net paid losses, for purposes of determining reim-
bursement for losses for the preceding calendar year, for the 
member's failure to meet the certification requirements of 
this subchapter or as a result of the findings of an indepen-
dent audit conducted pursuant to (b) above. 

New Rule, R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-8.9 Hearings 
Any member that is denied reimbursement of losses, in 

whole or in part, on the grounds that the member has failed 
to meet the certification and reporting requirements of this 
subchapter, or as a result of the IHC Program Board's 
review of an independent audit of the member's reported 
net paid losses, may request a hearing within 20 days of the 
date that the IHC Program Board notifies the member of its 
final determination, in accordance with the Administrative 
Procedure Act, N.J.S.A. 52:14B-1 et seq., and the Uniform 
Administrative Procedure Rules, N.J.A.C. 1:1. A request 
for a hearing shall include a detailed explanation of the 
reasons that the Board's action should be reconsidered. 

New Rule, R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

SUBCHAPTER 9. EXEMPTIONS 

11:20-9.1 Purpose 
The purpose of this subchapter is to set forth the proce-

dures for obtaining conditional exemptions, reporting and 
certifying the number of non-group persons, and the stan-
dards for granting final or pro rata exemptions from assess-

11:20-9.2 

ments for reimbursement of losses in accordance with 
N.J.S.A. 17B:27 A-12. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-9.2 Filing for an exemption from assessments for 
reimbursements 

(a) A member seeking to be exempted from the obli-
gation to pay assessments for reimbursement of losses shall 
submit a written request for such exemption to the Board. 
A written request for an exemption shall be submitted 
annually on or before May 1, except that in 1993, written 
request for exemptions shall be submitted to the Board on 
or before August 1, 1993 and in 1994, written request for 
exemptions shall be submitted to the Board on or before 
June 1, 1994. No exemptions from assessments for 1992 
losses will be granted. Written requests shall be submitted 
to the Executive Director at the address listed in N.J.A.C. 
11:20-2.l(h). 

(b) Written requests for exemptions shall be certified by 
the Chief Financial Officer, or other duly authorized officer, 
of the member, and shall include affirmative statements that 
the member agrees: 

1. To enroll or insure the minimum number of non-
group persons necessary for the member to meet its 
minimum enrollment share of non-group persons, allocat-
ed to it by the Board pursuant to N.J.A.C. 11:20-93; 

2. To enroll or insure the minimum number of non-
group persons under: 

i. Standard health benefit plans; 
ii. Health benefits plans designed to meet the re-

quirements for enrollment of Medicaid recipients and 
HealthStart Plus recipients, if. such health benefits are 
offered and required to provide coverage not in compli-
ance with the standard health benefits plans, pursuant 
to N.J.S.A. 30:4D-7b or 7c, or N.J.S.A. 26:2H-18.47, 
and any rules and regulations promulgated thereunder; 
and 

iii. Medicare cost and risk contracts with the Feder-
al government, with respect to Medicare recipients, if 
offered; and 
3. Not to seek reimbursements for losses the member 

may incur under the standard health benefits plans in that 
calendar year for which an exemption is sought by the 
member. 

( c) Within 30 days of receipt of the member's written 
request for an exemption, the Board shall grant the member 
a conditional exemption, or deny the member's request for 
an exemption in writing, specifying the reasons for the 
denial. If the member's written request for an exemption is 
neither approved nor disapproved within 30 days of its 
receipt by the Board, the written request shall be deemed to 
be conditionally approved. 
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( d) Approval of a member's written request for an ex-
emption is conditioned upon the following: 

1. Compliance by the member with NJ.AC. 11:20-8 
and this subchapter; 

2. Compliance by the member with (b) above, as 
appropriate. 

( e) Carriers denied a conditional exemption from assess-
ments for reimbursements for losses may, within 20 days of 
the date of the Board's ruling, request a hearing, to be 
conducted in accordance with the Administrative Procedure 
Act, N.J.S.A. 52:14B-1 et seq., and the Uniform Administra-
tive Procedure Rules, N.J.A.C. 1:1. A request for a hearing 
shall include a detailed explanation of the reasons why the 
Board's decision should be reconsidered. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 
Administrative Change. 
See: 27 N.J.R. 1423(a). 

11:20-9.3 Minimum enrollment share 

(a) On or about July 8, 1993, on or about May 1, 1994, 
and annually thereafter on or before April 1, the IHC 
Program Board shall issue to each member its minimum 
enrollment share of non-group persons for that calendar 
year which the member must agree to cover in that calendar 
year for purposes of obtaining an exemption from assess-
ments for reimbursements for losses incurred in that calen-
dar year. 

(b) The IHC Program Board's determination of mm1-
mum enrollment shares shall be based upon information 
provided by members in accordance with N.J.A.C. 11:20-8 
and this subchapter. 

(c) The minimum number of non-group persons shall be 
calculated as the total number of community rated and 
modified community rated, individually enrolled or insured 
persons, including Medicare cost and risk lives and enrolled 
Medicaid and HealthStart Plus lives of all carriers subject to 
the Act as of the end of the preceding calendar year 
multiplied by the proportion that that carrier's net earned 
premium bears to the net earned premium of all carriers for 
the preceding calendar year including those carriers exempt 
from assessment. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-9.4 Satisfaction of minimum number of non-group 
persons 

(a) Persons counted under the following may be counted 
by a member in meeting its minimum number of non-group 
persons: 

1. Standard health benefits plans; 

2. Conversion policies issued pursuant to the Act; 
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3. Contracts covering HealthStart Plus recipients; and 

4. Medicare cost and risk contracts and contracts with 
the State of New Jersey covering Medicaid recipients, 
except that the number of non-group persons covered 
under these contracts combined shall not exceed 50 per-
cent of the member's total number of non-group persons. 

(b) If the member is a Federally-qualified HMO that is 
tax exempt pursuant to paragraph (3) of subsection (c) of 
section 501 of the Federal Internal Revenue Code of 1986, 
26 U.S.C. 501, the member may count persons covered 
under (a)l through (a)4 above, except that in determining 
whether the member meets its minimum number of non-
group persons, the total may include no more than one-third 
Medicare recipients and one-third Medicaid recipients. 

11:20-9.5 Procedures for granting or denying exemptions 

(a) A member granted a conditional exemption shall be 
granted a final exemption from assessments for reimburse-
ments for losses accruing for the calendar year in which the 
conditional exemption was granted if the Board determines 
that the information filed by the member pursuant to (b) 
below evidences the following: 

1. By the end of calendar year 1993, the member has 
enrolled or insured at least 40 percent of the minimum 
number of non-group persons allocated to it by the 
Board; 

2. By the end of calendar year 1994, the member has ~J 
enrolled or insured at least 75 percent of the minimum 
number of non-group persons allocated to it by the 
Board; and 

3. By the end of calendar year 1995 and thereafter in 
each calendar year, the member has enrolled or insured 
100 percent of the minimum number of non-group per-
sons allocated to it by the Board. 

(b) Members seeking final or pro rata exemptions shall 
report to the Board, on or before April 1, 1994, and 
annually thereafter on or before March 1, the number of 
non-group persons covered by that member as of December 
31 of the preceding calendar year, so that the Board can 
determine whether the member has satisfied its minimum 
enrollment share. The member shall report separately the 
number of non-group persons in each category of non-group 
persons enumerated in N.J.A.C. 11:20-9.4. The Chief Fi-
nancial Officer, or other duly authorized officer of the 
member, shall certify that the covered non-group persons 
reported therein: 

1. Were counted in accordance with N.J.A.C. 
11:20-9.4; 

2. If covered by standard health benefits plans and 
conversion health benefits plans, were enrolled on an 
open enrolled and community rated basis; 
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3. Were actual covered lives and not estimations of 
covered lives based on conversion factors applied to con-
tracts or other approximation methods; 

4. Were enrolled as of December 31 of the preceding 
calendar year; and 

5. Do not include persons whose premium due is 
more than 30 days overdue. 

(c) A member shall, upon written request of the IHC 
Program Board, provide additional information that the 
IHC Program Board may require to substantiate that the 
member has met the requirements in (b) above. 

( d) The IHC Program Board shall review, and may audit, 
a member's non-group persons reported pursuant to (b) 
above. The IHC Program Board shall choose and direct 
the independent auditor. The IHC Program Board and the 
member being audited shall share equally the cost of an 
independent audit. 

(e) The IHC Program Board shall adjust a member's 
reported non-group persons, for purposes of determining 
whether the member should receive an exemption or pro 
rata exemption from assessment for reimbursable losses, for 
the member's failure to meet the certification requirements 
of (b) above or as a result of the findings of an independent 
audit conducted pursuant to ( d) above. 

(f) Members receiving final exemptions from the Board 
shall not be liable for any portion of any assessments for 
reimbursements for losses for the calendar year for which 
the final exemption is granted. The Board shall determine, 
in writing, whether the member is granted a final exemption 
on or before the date that the Board issues bills for assess-
ments for reimbursements for losses for the preceding calen-
dar year. 

1. A member granted a conditional exemption that 
enrolls or insures fewer than the minimum number of 
non-group persons allocated to it by the Board shall be 
liable for a pro rata exemption from assessments for 
reimbursements for losses based upon the percentage of 
the minimum number of non-group persons actually en-
rolled or insured by the member, subject to a demonstra-
tion by the member in writing to the Board that the 
member has made a good faith effort to enroll or insure 
the minimum number of non-group persons allocated to it 
by the Board. 

2. If the Board finds that the member has not made a 
good faith effort to enroll or insure its minimum number 
of non-group persons, the Board shall not grant a pro rata 
exemption to the member. The Board shall notify the 
member in writing as to its reasons for not granting the 
member a pro rata exemption on or before the date that 
the Board issues bills for assessments for reimbursements 
for losses for the preceding calendar year. 

11:20-9.6 

(g) Members denied a pro rata exemption from assess-
ments for reimbursements for losses may, within 20 days of 
the date of the Board's ruling, request a hearing in accor-
dance with the Administrative Procedure Act, N.J.S.A. . 
52:14B-1 et seq. and the Uniform Administrative Procedure 
Rules, N.J.A.C. 1:1. A request for a hearing shall include a 
detailed explanation of the reasons that the Board's action 
should be reconsidered. 

(h) A member requesting a hearing by the Board shall 
remain liable for the full amount of any assessments for 
reimbursements for losses issued to it by the Board, until 
and unless the Board makes a finding that the member is 
liable for a pro rata assessment only, including any interest 
that may accrue. 

(i) Members granted final exemptions or pro rata exemp-
tions shall not be liable for any amount of reimbursements 
for losses which remain unreimbursed in accordance with 
N.J.S.A. 17B:27A-12e. 

Amended by R.1994 d.177, effective March 10, 1994. 
See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-9.6 Good Faith Marketing Report 
(a) In order for the Board to determine whether a carrier 

has made a good faith marketing effort as required by 
NJ.AC. 11:20-9.5(f)2, members that have received condi-
tional exemptions from assessments for reimbursable losses 
and have enrolled less than 50 percent of the minimum 
number of non-group persons determined by the Board 
shall submit to the Board a marketing report on or before 
July 1 of the year following the calendar year to which the 
conditional exemption applies containing the following in-
formation pertaining to advertising, marketing, and pro-
motion efforts in direct support of sales of standard health 
benefits plans during the calendar year to which the condi-
tional exemption applies: 

1. With respect to print media, the names of newspa-
pers, magazines or other print media, including billboards, 
in which advertising was placed; the number of times an 
advertisement appeared in each; the dates those adver-
tisements appeared; the size of the advertisements in 
each; copies of such advertisements; the total cost of 
print media advertising; and the number of non-group 
persons enrolled as a result of such efforts, if available; 

2. With respect to broadcast media, the names of 
television stations, radio stations, or cable television fran-
chises over which commercial advertising appeared; the 
number of times a commercial advertisement was broad-
cast or played, the time of day and the duration of each; 
audio or video tapes of such commercial advertisements; 
the total cost of such broadcast media advertising; and 
the number of non-group persons enrolled as a result of 
such efforts, if available; · 

3. With respect to direct marketing by mail or tele-
phone, the number of mailings distributed or calls placed; 
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the approximate dates of the mailings or telephone calls; 
the geographic areas to which the mailings or calls were 
addressed; copies of the mailings or scripts of the tele-
phone calls; the total cost of direct marketing through 
mail or telephone solicitation; and the number of non-
group persons enrolled as a result of such efforts, if 
available; 

4. With respect to sales through producers licensed by 
the State of New Jersey, details of efforts to recruit and 
educate producers to sell standard health benefits plans; 
the number of producers through whom such sales were 
made; the total cost of commissions or other incentives 
paid to producers for sales of standard health benefits 
plans; and the number of non-group persons enrolled as 
a result of such efforts, if available; 

5. With respect to other forms of marketing or pro-
motion of standard health benefits plans, describe the 
methods or media used; the frequency of use; the total 
cost of such efforts; and the number of non-group per-
sons enrolled as a result of such efforts, if available. 

(b) Carriers required to submit the marketing report 
described in (a) above shall send it to the Executive Di-
rector at the address listed in N.J.A.C. 11:20-2.l(h). 

(c) The Board will review the marketing reports submit-
ted and determine that a carrier has made a good faith 
marketing effort as required by N.J.A.C. 11:20-9.5(f)2 if the 
carrier has demonstrated that it has either: 

1. Undertaken a significant media advertising or other 
marketing campaign, in proportion to its minimum enroll-
ment share, in direct support of sales of standard health 
benefits plans; or 

2. Undertaken significant efforts, in proportion to its 
minimum enrollment share, to educate licensed insurance 
producers about its standard health benefits plans and has 
offered to pay competitive commission schedules for sales 
of such plans and competitive rates. 

( d) A member's failure to file the marketing report de-
scribed in (a) may result in the Board's denial of a final 
exemption from assessment for reimbursable losses. 

New Rule, R.1994 d.352, effective June 17, 1994. 
See: 26 N.J.R. 2737(a), 26 N.J.R. 2904(a). 
Amended by R.1994 d.509, effective September 15, 1994. 
See: 26 N.J.R. 3809(a), 26 N.J.R. 4193(a). 
Administrative Change. 
See: 27 N.J.R. 1423(a). 

SUBCHAPTER 10. PERFORMANCE STANDARDS 
AND REPORTING REQUIREMENTS 

Source and Effective Date 
R.1994 d.142, effective February 23, 1994. 
See: 26 N.J.R. 1202(a), 26 N.J.R. 1351(b). 
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11:20-10.1 Purpose and scope 

(a) The purpose of this subchapter is to establish perfor-
mance standards and reporting requirements which a mem-
ber shall meet in order to receive reimbursement for losses 
reported pursuant to N.J.A.C. 11:20--8 for calendar year 
1993 and thereafter. 

(b) This subchapter applies to all members that seek 
reimbursement for losses. 

11:20-10.2 Definitions 

Words and terms used in this subchapter shall have the 
meanings defined in N.J.S.A. 17B:27A-2 and N.J.A.C. 
11:20:--1. 

11:20-10.3 Filing requirements and Board review 

(a) Every member seeking reimbursement for losses, in 
accordance with N.J.A.C. 11:20-2.8 and 2.11, shall provide a 
Performance Report to the IHC Program Board, annually 
no later than April 1, which contains the following: 

1. A statement certified by the Chief Executive Offi-
cer of the member that: 

i. The member's performance for the preceding cal-
endar year reflected good faith efforts to apply sound 
risk management principles in an efficient manner; and \,,_) 

ii. If applicable, the member applied the same indi-
vidual case management and claims handling tech-
niques and other methods of operation to its group and 
non-group business, for the same delivery system, as 
provided in its health benefits plan policies and con-
tracts; and 

2. An audit statement of an annual audit of the 
member's accounts receivable, premium billing opera-
tions, and claims eligibility systems, performed by an 
independent auditor at the member's expense. 

(b) A member shall demonstrate to the IHC Program 
Board's satisfaction that the member has met the perfor-
mance standards set forth in (a)l above. 

(c) The IHC Program Board shall review and may audit a 
member's Performance Report. The IHC Program Board 
shall choose and direct the independent auditor. The costs 
of an independent audit of a member's Performance Report 
shall be shared equally by the IHC Program Board and the 
member being audited. 

( d) The IHC Program Board shall adjust a member's 
reported net paid losses to account for the member's failure '"" __) 
to meet performance standards and filing requirements. 
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11:20-10.4 Hearings 
Any member that is denied reimbursement for losses, in 

whole or in part, on the grounds that the member has failed 
to meet the performance standards and filing requirements 
of this subchapter, may request a hearing within 20 days of 
the date that the IHC Program Board notifies the member 
of its final determination, in accordance with the Adminis-
trative Procedure Act, N.J.S.A. 52:14B-1 et seq. and the 
Uniform Administrative Procedure Rules, N.J.A.C. 1:1. A 
request for a hearing shall include a detailed explanation of 
the reasons that the Board's action should be reconsidered. 

11:20-10.5 Penalties 
A member's failure to meet the performance standards 

and filing requirements set forth in this subchapter may 
result in the imposition of penalties provided by law. 

SUBCHAPTER 11. RELIEF FROM OBLIGATIONS 
IMPOSED BY THE INDIVIDUAL HEALTH 
INSURANCE REFORM ACT 

Authority 
N.J.S.A. 17:1-8, 17:1-8.1, 17:1C--6(e), and 17B:27A-2 et seq. 

Source and Effective Date 
R.1993 d.654, effective December 20, 1993. 
See: 25 N.J.R. 4459(a), 25 N.J.R. 5930(b). 

11:20-11.1 Purpose and scope 
(a) This subchapter establishes the informational and 

procedural requirements for members requesting relief from 
obligations to pay assessments pursuant to N.J.S.A. 
17B:27 A-12 or 17B:27 A-13 (including assessments for IHC 
Program losses and administrative expenses), or to offer 
coverage or accept applications to provide a standard health 
benefits plan to eligible persons, pursuant to N.J.S.A. 
17B:27A-8. 

(b) This subchapter applies to all members of the IHC 
Program. 

11:20-11.2 Definitions 
(a) Words and terms defined at N.J.S.A. 17B:27A-2 and 

N.J.A.C. 11:20-1, when used in this subchapter, shall have 
the meanings as defined therein, unless more specifically 
defined in (b) below or unless the context clearly indicates 
otherwise. 

(b) The following words and terms, when used in this 
subchapter, shall have the following meanings, unless the 
context clearly indicates otherwise. 

"Applicant" means the member seeking a deferral of its 
obligation to pay assessments or a waiver of its obligation to 
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offer coverage and accept applications pursuant to N.J.S.A. 
17B:27 A-2 et seq. 

"Financially impaired" means a member which, after 
December 20, 1993, is not insolvent, but is deemed by the 
Commissioner to be potentially unable to fulfill its contrac-
tual obligations, or a member which is placed under an 
order of rehabilitation or conservation by a court of compe-
tent jurisdiction. 

"Relief' means a deferral of obligations imposed pursu-
ant to N.J.S.A. 17B:27A-12 and 17B:27A-13, or a waiver of 
obligations pursuant to N .J .S.A. 17B:27 A-8, as applicable. 

11:20-11.3 Application procedures and filing format 

(a) Any member seeking relief may submit such request 
to the Department at any time, except that requests for 
relief from payment of assessments pursuant to N.J.S.A. 
17B:27A-12a(3) or 17B:27A-13 shall be submitted to the 
Department no later than 15 days following the due date of 
payment of the assessment. 

(b) All requests outlined in this subchapter shall be ac-
companied by a statement averring a need for relief from 
the obligation(s), as the case may be, including supporting 
documentation as set forth in N.J.A.C.. 11:20-11.4, and shall 
specify the statutory and regulatory basis for such relief. A 
single filing may request relief from more than one obli-
gation, but shall specify each obligation from which relief is 
sought. 

( c) Each request shall be in loose leaf form inserted into 
standard two-ring or three-ring binders tabbed or otherwise 
indexed to correspond to the exhibits set forth in N.J.A.C. 
11:20-11.4. The loose leaf sheets used in the request shall 
be eight and one-half inches wide and 11 inches long and 
punched for two-ring or three-ring binders, as appropriate. 

( d) All members requesting relief pursuant to this sub-
chapter shall submit five copies of each request in the 
format set forth in ( c) above. 

( e) If a request fails to materially comply with the filing 
format and information requirements set forth in N.J.A.C. 
11:20-11.4 and this section, the Department shall notify the 
member that its request for relief is deficient and is denied 
on such grounds. The notice shall also set forth any 
information or other action required to cure the deficien-
cy(s). If the member intends to pursue its request, the 
member shall submit the additional information specified or 
otherwise submit a filing in accordance with the format 
requirements specified in this section within 15 days of 
receipt of the Department's notice of deficiency. Failure to 
submit within 15 days the information necessary in the 
proper format to cure the deficiency shall result in the 
member's request being denied. 
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(f) All requests for relief or other information required 
pursuant to this subchapter shall be filed with the Depart-
ment at the following address: 

IHC Program 
Request for Relief 
New Jersey Department of Insurance 
Division of Financial Solvency 
20 West State Street 
CN-325 
Trenton, NJ 08625 

11:20-11.4 Informational filing requirements 

(a) When requesting relief from obligations imposed pur-
suant to N.J.S.A. 17B:27A-4, 17B:27A-12 or 17B:27A-13, 
the applicant shall provide with its request the following 
information in a clear, concise and complete manner: 

1. A cover letter stating: 

i. The name of the applicant; 

ii. The form of relief and, if a deferral of less than 
the full amount, specific amount/percentage of relief 
which the applicant is requesting; 

iii. A statement of facts relied upon as the basis 
under which relief is sought, including the specific 
factor(s) upon which the Commissioner may find that 
the member is or would be placed in a financially 
impaired position as set forth in N.J.A.C. 11:2-27.3(a)l 
to 29; and 

iv. The name, title, telephone number and telefax 
number of a contact person familiar with the filing to 
whom the Department may direct any additional ques-
tions; 

2. A detailed explanation, with supporting documenta-
tion, of the projected effect that fulfillment of the obli-
gation would have on the immediate and long term 
financial condition of the applicant unless relief is granted 
as requested; 

3. The most recent financial examination report, 
whether conducted by the applicant's state of domicile or 
other state; 

4. A statement addressing whether the applicant is 
planning to modify its method of doing business in any 
way including, but not limited to, new acquisitions or new 
restructuring; 

5. If the applicant is a member of a holding company 
system, the following shall be provided: 

i. A list of all members of the holding company 
system; 
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ii. A list of all intercompany transactions for the 
period beginning January 1 in the year of the filing to 
the date of the quarterly statement immediately preced- "'-__) 
ing the date of the filing, in the format set forth in the 
statutory annual statement filed by the applicant; and 

iii. A copy of the registration statement filed pursu-
ant to N.J.S.A. 17:27A-3 and the applicant's organiza-
tional chart; 

6. An actuarial opinion attesting to the adequacy of 
reserves specifically for all accident and health lines of 
business, and for all lines of business which the applicant 
transacts, in the format of and satisfying all requirements 
for the actuarial opinion and memorandum required to be 
submitted as a part of the annual statement filed by the 
applicant; 

i. If the applicant is a health maintenance organiza-
tion, the applicant shall obtain and file an actuarial 
opinion which complies with the requirements set forth 
in ( a )6 above; 

7. A report signed by the attesting actuary referred in 
(a)6 above, which includes, in summary form if necessary, 
all data utilized, a complete explanation of methods and 
assumptions and sufficient additional narrative to account 
for any features of the data or circumstances necessary for 
proper interpretation; 

8. A copy of the annual statement of the applicant, 
including all accompanying exhibits, filed with this State 
immediately preceding the date of the relief filing; 

9. Copies of all quarterly statements for the period 
beginning January 1 in the year of the filing to the 
quarterly statement immediately preceding the date of the 
filing; 

10. Except for requests for relief from the obligation 
to pay assessments pursuant to N.J.S.A. 17B:27A-13, 
three year financial projections beginning with the calen-
dar year of the date of the filing assuming relief is granted 
and assuming relief is denied. The projections shall 
include, in summary form if necessary, all data utilized, 
and a complete explanation of methods and assumptions 
utilized and relied upon by the applicant in making the 
projections. The projections shall include results for the 
applicant's operations worldwide by line of business and 
for the applicant's operations in New Jersey only for 
individual health benefits plans issued pursuant to 
N.J.S.A. 17B:27A-2 et seq. The projections shall assume 
the same rate of assessment as in the first year for the 
subsequent years, and shall include projections of the 
applicant's operating results containing the information 
and in the format set forth in the following: 

i. For life and health insurers, the balance sheet and 
summary of operations exhibits of the statutory annual 
statement filed by the insurer; 
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ii. For property and casualty insurers, the balance 
sheet and Underwriting and Investment Exhibit of the 
statutory annual statement filed by the insurer; 

iii. For health service corp9rations, the balance 
sheet and Underwriting and Investment Exhibit of the 
statutory annual statement filed by the health service 
corporation; and 

iv. For health maintenance organizations, the bal-
ance sheet and statement of revenue, expenses and net 
worth of the annual statement filed by the health 
maintenance organization; 

11. A description of any relief from obligations im-
posed by this State or any other state granted or in effect 
within the preceding 12 months, and the basis upon which 
such relief was granted; 

12. A non-refundable filing fee of $1,000, unless the 
applicant is in rehabilitation or conservation at the time of 
filing pursuant to N.J.S.A. 17B:32-31 et seq. or such 
similar law of the applicant's state of domicile; and 

13. Any other information the Commissioner may 
deem relevant to the consideration of the request. 

(b) An applicant asserting that the Department's review 
of its request be evaluated on a particular basis (that is, pre-
pooled, post-pooled, consolidated or unconsolidated), shall 
submit a written statement which sets forth the specific 
reasons, with supporting documentation, if any, for which it 
believes evaluation on a particular basis is appropriate to 
that applicant, and the specific reasons, with supporting 
documentation, if any, for which evaluation on other bases 
would be inappropriate. 

(c) All filings shall be accompanied by the following 
certification signed by the chief financial officer of the 
applicant: "I ____ certify that the attached filing 
complies with all requirements set forth in N.J.A.C. 
11:20-11 and that all of the information it contains is true 
and accurate. I further certify that I am authorized to 
execute this certification on behalf of the applicant." 

11:20-11.5 Confidentiality of request for relief 

(a) All data or information contained in the request for 
relief filed pursuant to this subchapter shall be confidential 
and shall not be subject to public disclosure or copying 
pursuant to the "Right to Know" law, N.J.S.A. 47:lA-1 et 
seq., except for the following items, but only upon written, 
specified request and following 10 days written notice by the 
Department to the member/applicant: 

1. N.J.A.C. 11:20-11.4(a)li and ii-cover letter with 
name of applicant and describing relief sought; 

2. N.J.A.C. 11:20-11.4(a)liv-name, title, telephone 
number and telefax number of person familiar with the 
filing; 
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3. N.J.A.C. ll:20-11.4(a)3-most recent financial ex-
amination report; 

4. N.J.A.C. 11:20-11.4(a)5i and ii-list of members of 
holding company system and intercompany transactions 
for period preceding date of filing; 

5. N.J.A.C. ll:20-ll.4(a)8-annual statement filed 
immediately preceding date of filing; 

6. N.J.A.C. 11:20-11.4(a)12-non-refundable filing 
fee; and 

7. N.J.A.C. 11:20-11.4(a)13-additional information 
required by the Commissioner to evaluate a particular 
filing. 

11:20-11.6 Disposition of request for relief 
(a) When the Commissioner determines pursuant to 

N.J.S.A. 17B:27A-8 or 17B:27A-12a(3), as applicable, that 
the member is or would be placed in a financially impaired 
condition through fulfillment of a coverage or assessment 
obligation or obligations, the Commissioner shall notify the 
member that its duty to fulfill the applicable obligation shall 
be waived, or deferred in whole or in part, as appropriate. 
If the Commissioner defers in whole or in part a member's 
obligation to pay assessments pursuant to N.J.S.A. 
17B:27A-12a(3) or 17B:27A-13, the member shall remain 
liable to the IHC Program for the amount deferred. 

(b) The Commissioner shall find that a member is or 
would be financially impaired if: 

1. The member has been placed in rehabilitation or 
conservation pursuant to N.J.S.A. 17B:32-31 et seq. or 
such similar law of the member's state of domicile; 

2. The Commissioner finds that the member is in a 
hazardous financial condition, as determined pursuant to 
N.J.A.C. 11:2-27; or 

3. The Commissioner finds that fulfillment of the 
obligation(s) from which relief is sought would place the 
member in a hazardous financial condition, as determined 
pursuant to NJ.AC. 11:2-27. 

( c) Any waiver or deferral from a particular obligation 
granted by the Commissioner pursuant to this subchapter 
shall be for a specified period as set forth in the notice 
granting the request, but shall not exceed 12 months from 
the date of the notice. Any member seeking to continue a 
waiver or deferral shall file a separate request for relief in 
accordance with this subchapter no later than 45 days prior 
to the expiration of the waiver or deferral period set forth in 
the original notification granting the request. Such a re-
quest shall also include a detailed explanation of all actions 
the applicant has taken and intends to take to cure the 
financial impairment. Failure to file a properly completed 
request for relief within the time prescribed shall result in 
the expiration of the waiver or deferral at the expiration of 
the period set forth in the original notification granting the 
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request. Nothing herein shall be construed as limiting or 
prohibiting any member from applying for relief at any time 
in accordance with this subchapter. 

( d) If the Commissioner grants a request for a deferral of 
payment of an assessment, the terms of the deferral shall 
include the requirement that the member shall pay to the 
Board an additional amount representing the loss to the 
Board of the time value of the assessment for the period of 
the deferral. 

1. In calculating the additional amount to be paid, the 
member shall use the annual interest rate on one-year 
U.S. Treasury bills as of the date the assessment was due 
and payable. 

2. In calculating the additional amount to be paid, the 
period of deferral shall begin on the date that payment of 
the assessment was due and payable and end on the date 
the amount deferred is paid to the Board. 

3. The payment of the additional amount set forth in 
(d) above shall be in lieu of payment by the member of 
any interest or penalty on the amount deferred, which 
otherwise may be required under any other rule. 

4. The requirement to pay an additional amount as 
provided in ( d) above shall not apply when the reason for 
granting the deferral is that the member is in rehabilita-
tion or conservation. 

11:20-11.7 Hearings 

(a) If the Commissioner denies a member's request for 
relief made pursuant to this subchapter, or if the member 
objects to the terms of the relief granted, the member may 
request a hearing on the Commissioner's determination 
within seven days from the date of receipt of such determi-
nation as follows: 

1. A request for a hearing shall be in writing and shall 
include: 

i. The name, address, and daytime telephone num-
ber of a contact person familiar with the matter; 

11. A copy of the Commissioner's determination; 

iii. A statement requesting a hearing; and 

iv. A concise statement describing the basis for 
which the member believes that the Commissioner's 
findings of fact are erroneous. 

2. The Commissioner may, after receipt of a properly 
completed request for a hearing, provide for an informal 
conference between the member and such personnel of 
the Department as the Commissioner may direct, to 
determine whether there are material issues of fact in 
dispute. 
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3. The Commissioner shall, within 30 days of a prop-
erly completed request for a hearing, determine whether 
the matter constitutes a contested case, pursuant to the \, 1 
Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq. ""H-

i. If the Commissioner finds that the matter consti-
tutes a contested case, the Commissioner shall transmit 
the matter to the Office of Administrative Law for a 
hearing consistent with the Uniform Administrative 
Procedure Rules, N.J.A.C. 1:1. 

ii. In a matter which has been determined to be a 
contested case, if the Commissioner finds that there are 
no good-faith disputed issues of material facts and the 
matter may be decided on the documents filed, the 
Commissioner may notify the applicant in writing as to 
the final disposition of the matter. 

11:20-11.8 Notice to the IHC Program 
Members requesting relief pursuant to this subchapter 

shall concurrently provide notice of all such requests to the 
IHC Program through the Interim Administrator or Admin-
istrator, as appropriate. Members shall also provide notice 
to the IHC Program of all dispositions of such requests by 
the Commissioner, within 15 days of such disposition. 

11:20-11.9 Exceptions for health maintenance 
organizations due to lack of capacity 

(a) Any member health maintenance organization 
(HMO) asserting that it is not required to offer coverage or , 
accept applications pursuant to the requirements of the Act """"' 
because it does not have the capacity to enroll additional 
members, pursuant to N.J.S.A. 17B:27A-8a, shall file the 
following information with the Commissioner: 

1. A cover letter stating: 

i. The name of the member HMO; 

ii. A statement that the member is not required to 
offer coverage or accept applications pursuant to the 
Act because it does not have the capacity in its facilities 
to enroll additional members, and the basis for that 
assertion, with supporting documentation, certified by 
the president or duly authorized officer of the member; 

iii. The number of the member's current individual 
and group members, listed by provider and classified by 
the provider's specialty, which shall be updated annual-
ly each year the member asserts a waiver pursuant to 
N.J.S.A. 17B:27A-8a; and 

iv. A certification signed by the president or duly 
authorized officer that the member shall not offer 
coverage to or accept any new group members, pursu-
ant to N.J.S.A. 17B:27 A-Sa. Individual additions to 
existing groups shall not be considered new group 
members. 

(b) The member shall concurrently file the information ~J 
required pursuant to (a) above with the IHC Program. 
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11:20-11.10 Other actions by the Commissioner 

Nothing in this subchapter shall be construed as limiting 
the Commissioner's authority to take such action with re-
spect to insurers, health service corporations or health main-
tenance organizations as may be authorized by law, includ-
ing, but not limited to, placing an insurer, health service 
corporation or health maintenance organization in rehabili-
tation, liquidation or conservation pursuant to N.J.S.A. 
17B:32-31 et seq. 

11:20-11.11 Penalties 

Failure to comply with this subchapter, including all no-
tice requirements set forth herein, may result in the denial 
of relief requested and imposition of penalties as authorized 
by law, including any actions that may be taken by the 
Board pursuant to N.J.S.A. 17B:27A-2 et seq. and the IHC 
Program Plan of Operation, including, but not limited to, 
imposition of an interest penalty for assessments due from 
the member and a recommendation by the Board to remove 
the member's authority to issue any health benefits plans in 
this State. 

SUBCHAPTER 12. ELIGIBILITY FOR AND 
REPLACEMENT OF STANDARD HEALTH 
BENEFITS PLANS 

Authority 
N.J.S.A. 17B:27A-16. 

Source and Effective Date 

R.1994 d.54, effective December 30, 1993. 
See: 26 N.J.R. 87(a), 26 N.J.R. 804(a). 

11:20-12.1 Purpose and scope 

(a) This subchapter establishes the standards for deter-
mining who may be covered by a standard health benefits 
plan, as defined at N.J.A.C. 11:20-1.2. 

(b) This subchapter sets forth the standards for obtaining 
a standard health benefits plan by persons covered by, or 
eligible for, group health benefits plans and persons covered 
by individual health benefits plans. 

(c) This subchapter shall apply to persons applying for 
coverage by standard health benefits plans in New Jersey, all 
carriers which are members of the program, insurance pro-
ducers selling standard health benefits plans, and employers 
offering group health benefits plans to their employees. 

11:20-12.2 Definitions 
For the purposes of this subchapter, words and terms 

used herein shall have the meanings set forth by the Act, or 
as may be more specifically defined at NJ.AC. 11:20-1.2, 
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unless otherwise defined below, or the context clearly indi-
cates otherwise. 

"Eligible to participate in a group health benefits plan" 
means, with respect to a group health benefits plan offered 
by an employer to an employee and the employee's depen-
dents,. the employee works at least the minimum number of 
hours required for participation in the group health benefits 
plan, the employee has been employed for at least the 
minimum period required by the employer and the employ-
ee, and the employee's qualified dependents have satisfied 
all other lawful standards for participation in the group 
health benefits plan. With respect to a group health bene-
fits plan under an HMO contract only, a person who resides 
outside of the HMO's service area shall not be considered 
to be "eligible to participate in a group health benefits 
plan." 

"General services" means a range of services or treat-
ments which result in: 

1. Hospital charges; and 

2. Medical-surgical charges. 

"Group health benefits plan" means a health benefits 
plan, as that term is defined at N.J.A.C. 11:20-1.2, for 
groups of two or more persons, except that "group health 
benefits plan" shall also include any self-funded health 
benefits plan for groups of two or more persons. 

"Hospital charges" means charges for care, including 
room and board received in or at a hospital or other facility 
licensed by the state in which it is located which provides 
mainly for the care and treatment of sick or injured persons, 
but does not include facilities which mainly provide conva-
lescent or custodial care, or government hospitals which 
mainly provide care to military or ex-military personnel. 

"Medical-surgical charges" means charges for diagnostic 
care and treatment rendered by a licensed health care 
provider acting within the scope of his or her licensure 
whether or not rendered in a hospital, but which, if ren-
dered in a hospital, would not be reflected in the hospital 
charge. 

"Open enrollment period" means the period from Octo-
ber 1 through October 31, beginning in 1994 and annually 
thereafter. The effective date for coverage elections made 
during the "open enrollment period" shall be January 1 of 
the following year. 

"Standard health benefits plan" means a health benefits 
plan, including riders, if any, adopted by the IHC Program 
Board. 

11:20-12.3 Eligibility for coverage under a standard health 
benefits plan 

(a) The policyholder of a standard health benefits plan 
shall be a resident, as defined at N.J.A.C. 11:20-1.2. A 
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carrier may require reasonable proof of residency. A de-
pendent of the policyholder may be a nonresident, but may 
not reside outside of the United States. 

(b) A person shall not be covered by a standard health 
benefits plan, as the policyholder or a dependent, if the 
person is eligible for Medicare, Medicaid, a group health 
benefits plan, except as provided in NJ.AC. 11:20-12.4, or 
if the person is covered by any other individual health 
benefits plan, except as provided in N.J.A.C. 11:20-12.S(a). 

Amended by R.1995 d.51, effective December 23, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 

11:20-12.4 Replacement of a group health benefits plan 
with a standard health benefits plan 

(a) A person who is a participant, or is eligible to partici-
pate, in a group health benefits plan that does not cover 
general services may choose, only during the open enroll-
ment period, to be covered by a standard health benefits 
plan. 

(b) A person who is a participant, or is eligible to partici-
pate, in a group health benefits plan that covers general 
services may choose, only during the open enrollment peri-
od, to be covered by a standard health benefits plan with a 
higher deductible and policyholder coinsurance requirement 
or lower deductible and policyholder coinsurance require-
ment than the group health benefits plan. 

1. A standard health benefits plan shall be considered 
to have a higher deductible and policyholder coinsurance 
requirement than a group health benefits plan if the 
deductible is more than $100.00 higher and the policy-
holder coinsurance requirement is at least 10 percent 
higher than the group health benefits plan. 

2. A standard health benefits plan shall be considered 
to have a lower deductible and policyholder coinsurance 
requirement than a group health benefits plan if the 
deductible is more than $100.00 lower and the policyhold-
er coinsurance requirement is at least 10 percent lower 
than the group health benefits plan. 

(c) With respect to coverage under an HMO contract, the 
following apply, notwithstanding (a) and (b) above: 

1. A person who participates, or is eligible to partici-
pate, only in a group health benefits plan under an HMO 
contract may choose, only during the open enrollment 
period, to be covered under any standard health benefits 
plan, except plan E with a $150.00 cash deductible or the 
standard HMO benefits plan. 

2. A person who participates, or is eligible to partici-
pate, only in a group health benefits plan under a non-
HMO contract may choose, only during the open enroll-
ment period, to be covered by the HMO standard health 
benefits plan. 
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( d) A carrier making determinations under (b) above 
with respect to a person who participates, or is eligible to 
participate, in more than one group health benefits plan, 
shall decide which group health benefits plan to compare 
with a standard health benefits plan, as follows: 

1. If a person is seeking to be covered by a standard 
health benefits plan with a higher deductible and policy-
holder coinsurance requirement than the group health 
benefits plan, the carrier shall compare the group health 
benefits plan with the higher, or highest, deductible and 
policyholder coinsurance requirement. 

2. If a person is seeking to be covered by a standard 
health benefits plan with a lower deductible and policy-
holder coinsurance requirement than the group health 
benefits plan, the carrier shall compare the group health 
benefits plan with the lower, or lowest, deductible and 
policyholder coinsurance requirement. 

( e) A carrier comparing deductibles and policyholder co-
insurance requirements according to (b) above shall not 
consider any separately applicable deductible and policy-
holder coinsurance requirements for specified covered ser-
vices. 

(f) A carrier comparing deductibles and policyholder co-
insurance requirements according to (b) above, with respect 
to a health benefits plan delivered under a selective con-
tracting arrangement, shall use the in-network benefit as a 
basis for comparison. 

(g) A carrier determining whether a group health benefits 
plan covers general services, according to (a) and (b) above, 
shall not consider any limits, coinsurance, copayment or 
deductible requirements which may apply to a specific type 
of general service, ( or a covered service within a type of 
general service) separately from the other general services 
(or covered services) under either the group health benefits 
plan or the standard health benefits plan. 

(h) Notwithstanding (a), (b) and (c) above, a carrier shall 
not offer a person coverage by a standard health benefits 
plan unless: 

1. The person is required to pay a portion of the 
premium for coverage by the group health benefits plan in 
which the person participates, or is eligible to participate; 
and 

2. The person's coverage by a group health benefits 
plan has been terminated or will terminate no later than 
30 days after the effective date of the standard health 
benefits plan, except as extension of benefits provisions 
under the group health benefits plan or by law may be 
applicable. 

(i) A person who is eligible only for continuation of 
coverage under an employer's group health benefits plan 
required by State or Federal law, including, but not limited 
to, the Consolidated Omnibus Budget Reconciliation Act of 
1985 (COBRA) and amendments thereto, may choose to be 
covered by any standard health benefits plan in lieu of 
continuing to participate in the group health benefits plan. 
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11:20-12.5 Selection of a standard health benefits plan by 
a person covered by an individual health 
benefits plan 

(a) A person who is covered by an individual health 
benefits plan other than one of the standard health benefits 
plans issued pursuant to this chapter may choose, at any 
time, to replace that health benefits plan with any standard 
health benefits plan. A carrier shall not offer a person 
coverage by a standard health benefits plan unless the 
person's coverage by the individual health benefits plan 
being replaced has been terminated or will terminate no 
later than 30 days after the effective date of the standard 
health benefits plan. A carrier may require evidence of 
such termination. If a person fails to terminate a prior 
individual health benefits plan as required above, the stan-
dard health benefits plan shall be of no force and effect. 

(b) A person who is covered by a standard health benefits 
plan or whose coverage by a standard health benefits plan 
has not lapsed for more than 30 days may choose, at any 
time, to be covered by a standard health benefits plan with 
the same or higher deductible and the same or higher 
policyholder coinsurance requirement than the standard 
health benefits plan being replaced, except that a person 
who is covered by standard health benefits plan A may 
choose, only during the open enrollment period, to be 
covered by any other standard health benefits plan. 

( c) A person who is covered by a standard health benefits 
plan or whose coverage by a standard health benefits plan 
has not lapsed for more than 30 days may choose, only 
during the open enrollment period, to be covered by a 
standard health benefits plan with a lower deductible or 
lower policyholder coinsurance requirement than the stan-
dard health benefits plans being replaced. 

( d) The following rules apply to the HMO standard 
health benefits plan, notwithstanding (a), (b) and (c) above: 

1. A person covered by standard health benefits plan 
E with a $150.00 deductible may replace that coverage, at 
any time, with coverage under an HMO standard health 
benefits plan. 

2. A person covered by the HMO standard health 
benefits plan may replace that coverage, at any time, with 
coverage by an HMO standard health benefits plan with 
the same or higher copayment options than the HMO 
standard health benefits plan being replaced. 

3. A person covered by standard health benefits plans 
A, B, C, or D, or plan E with a deductible of $500.00 or 
$1,000 may replace that coverage, only during the open 
enrollment period, with coverage by an HMO standard 
health benefits plan. 

4. A person covered by an HMO standard health 
benefits plan may replace that coverage, only during the 
open enrollment period, with coverage by an HMO stan-
dard health benefits plan with a lower copayment option 
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than the HMO standard health benefits plan being re-
placed. 

(e) A carrier comparing deductibles or policyholder coin-
surance requirements according to (b) and ( c) above shall 
not consider any separately applicable deductible or policy-
holder coinsurance requirements for specific covered ser-
vices. 

(f) A carrier comparing deductibles or policyholder coin-
surance requirements according to (b) and (c) above, with 
respect to individual health benefits plans delivered under 
selective contracting arrangements, shall use the in-network 
benefit as a basis for comparison. 

(g) Notwithstanding (b ), ( c) and ( d) above, a carrier shall 
not offer a person coverage by a standard health benefits 
plan unless the person's coverage by the standard health 
benefits plan being replaced has been terminated or will 
terminate no later than 30 days after the effective date of 
the replacement standard health benefits plan. 

Amended by R.1995 d.51, effective December 23, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Administrative Correction. 
See: 27 N.J.R. 1424(a). 

11:20-12.6 Penalties 
The Board shall promptly provide the Commissioner with 

any information in its possession regarding possible viola-
tions of this subchapter by covered persons, employers, 
carriers, and insurance producers, and request that the 
Commissioner pursue all fines and penalties provided by 
law. 

SUBCHAPTER 13. CERTIFICATION OF NON-
MEMBER STATUS 

Source and Effective Date 
R.1994 d.177, effective March 10, 1994. 

See: 26 N.J.R. 1294(a), 26 N.J.R. 1509(a). 

11:20-13.1 Purpose and scope 
The purpose of this subchapter is to provide a means by 

which carriers and other entities may be certified as non-
members of the IHC Program. 

11:20-13.2 Non-member status 
(a) An entity is a non-member of the IHC Program if: 

1. It is not a carrier as that term is defined in N.J.A.C. 
11:20-1.2; 

2. It is a carrier that neither has issued nor has in 
force health benefits plans during the calendar year of 
certification; or 

3. It is a carrier that is permitted by law to be certified 
as a non-member. 
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11:20-13.3 Filing of non-member certification requests 
(a) A carrier or other entity that desires to be considered 

a non-member of the IHC Program for a given calendar 
year shall file with the Board a request for non-member 
certification by April 1, 1994, for calendar year 1993, and 
thereafter by March 1 following the end of the calendar year 
for which non-member status is sought. Such request shall 
be sent to the Executive Director at the address listed in 
N.J.A.C. 11:20-2.l(h). 

(b) A carrier or other entity that submits a request for 
non-member certification shall include an affirmative state-
ment, certified by a duly authorized officer, of the reasons 
for which non-member status is requested. 

(c) A carrier or other entity that submits a request for 
non-member certification shall file a copy of the request 
with the Commissioner. 

Administrative Change. 
See: 27 N.J.R. 1423(a). 

11:20-13.4 Decisions on filings by the Board 
Within 30 days of receipt of a written request for non-

member status, the Board shall grant or deny the request for 
non-member status in writing, specifying the reasons for the 
decision. If the Board does not grant or deny the written 
request for non-member status within 30 days of its receipt 
by the Board, the written request shall be deemed to be 
approved, except that the Board may extend the decision 
period for an additional 30 days by notifying a carrier or 
other entity, in writing, of the Board's need for additional 
information in order to make a determination. 

11:20-13.5 Review and hearing by the Board 
(a) A carrier or other entity that has been denied non-

member status may request a hearing by the Board in 
accordance with the Administrative Procedure Act, N.J.S.A. 
52:14B-1 et seq., and the Uniform Administrative Proce-
dure Rules, N.J.A.C. 1:1 within 20 days of the date of the 
Board's ruling. A request for a hearing shall include a 
detailed written explanation of the reasons that the Board's 
action should be reconsidered. 

(b) A carrier or other entity that requests a hearing shall 
be considered a member of the IHC Program until and 
unless the Board determines that the carrier is not a mem-
ber. 

SUBCHAPTERS 14 THROUGH 16. (RESERVED) 

SUBCHAPTER 17. ENROLLMENT STATUS 
REPORT 

Authority 
N.J.S.A. 17B:27A-llf and 17B:27A-16. 

DEPT. OF INSURANCE 

Source and Effective Date 

R.1994 d.53, effective December 30, 1993. 
See: 26 N.J.R. 90(a), 26 N.J.R. 806(a). ,_) 

11:20-17.1 Purpose and scope 

(a) This subchapter provides for the quarterly and annual 
submission of enrollment status reports by all members of 
the IHC Program, and sets forth the procedures and format 
for those reports. 

(b) This subchapter applies to all members of the IHC 
Program that issue standard health benefits plans to individ-
uals. 

11:20-17.2 Definitions 

(a) Words and terms defined at N.J.S.A. 17B:27A-2 and 
N.J.A.C. 11:20-1, when used in this subchapter, shall have 
the meanings as defined therein, unless more specifically 
defined in (b) below or unless the context clearly indicates 
otherwise. 

(b) The following words and terms, when used in this 
subchapter, shall have following meanings, unless the con-
text clearly indicates otherwise. 

"Enrollment status report" means a complete and accu-
rate document that is prepared and filed in accordance with 
the requirements of this subchapter and sets forth the 
information in the format of Part 1 of Exhibit L for the 
quarterly submission and Part 2 of Exhibit L for the annual 
submission in the Appendix to this chapter, which is incor-
porated herein by reference. 

11:20-17.3 Filing requirements 

(a) Every member of the IHC Program issuing standard 
health benefits plans shall complete and file with the Board 
the enrollment status reports required by this subchapter. 

(b) Members shall file enrollment status reports on a 
quarterly basis reflecting in force subscriber contracts, in 
force persons insured, subscribers by rating category and 
subscribers by deductible and copayment options in the 
format of Part 1 of Exhibit L which shall reflect data as of 
March 31, June 30, September 30 and December 31 of each 
year. The first such report shall be filed reflecting data 
from August 1 through December 31, 1993. 

(c) Members shall file enrollment status reports on an 
annual basis reflecting subscribers by zip code category, 
covered persons by age and sex category and subscribers by 
salary category in the format of Part 2 of Exhibit L which 
shall reflect data as of December 31 of each year. The first 
such report shall be filed reflecting data as of December 31, 
1993. 

Supp. 2-20-96 20-38 



INDMDUAL HEALTH COVERAGE PROGRAM 

( d) Members shall submit completed enrollment status 
reports to the Executive Director at the address listed in 
N.J.A.C. 11:20-2.l(h) no later than 45 days following the 
end of the quarter or end of the year (for annual reporting 
purposes. 

( e) Affiliated carriers shall submit the enrollment status 
reports only on a combined basis. Each affiliated carrier 
shall be identified on the report. 

(f) In lieu of submission on paper, members may submit 
the reports on a 5.25 inch 360 KB or 3.5 inch 1.44 MB 
.computer disk, which provides the information in the format 
set forth in Parts 1 and 2 of Exhibit L, and includes 
instructions for the use of the program. 

Administrative Change. 
See: 27 N.J.R. 1423(a). 

11:20-17.4 Contents of the enrollment status report 
(a) Members shall report the following information on a 

quarterly basis on the enrollment status report form set 
forth as Part 1 of Exhibit L in the Appendix, separately for 
each of the standard health benefits plans, broken out into 
Indemnity or PPO and POS delivery systems for Plans A 
through E, and, if applicable, the individual health benefits 
plans issued on a community rated, open enrollment basis 
prior to August 1, 1993: 

1. Subscriber contracts at the end of the period, which 
shall be calculated by adding the number of contracts in 
force at the beginning of the period to the number of 
contracts representing new sales and conversions during 
the period, and subtracting the number of contracts 
lapsed during the period. 

i. New sales and conversion contracts shall be re-
ported separately by employment status and replace-
ment status. 

(1) Employment status shall be separated into 
three categories: employed, unemployed, unknown. 
Employment status shall be obtained from the sec-
tion of the application entitled, Other Health Care 
Coverage, and the question "Are you employed?" If 
the response is yes, then the contract should be 
reported as employed. If the response is no, then 
the contract should be reported as unemployed. If 
the question has not been answered, the contract 
should be reported as unknown. 

(2) Replacement status shall be separated into 
three categories: previously insured, previously unin-
sured, and unknown. Replacement status shall be 
obtained from the section of the application entitled, 
Other Health Care Coverage, and the question "Are 
you replacing existing coverage?" If the response is 
yes, then the contract shall be reported as previously 
insured. If the response is no, then the contract shall 
be reported as previously insured. If the question 
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has not been answered, the contract shall be reported 
as unknown. 

ii. A reinstatement shall be reported by reducing 
the number of contracts lapsed; 

2. Persons insured at the end of the period, which 
shall be calculated by adding the number of persons 
insured at the beginning of the period and the number of 
new insureds during the period, and subtracting the num-
ber of insureds lapsed during the period. 

i. The number of lives insured should be reported 
in this section. For those members who do not main-
tain actual dependent data, the following factors shall 
be used to convert contracts to persons insured: 
single = 1; husband and wife = 2; parent and 
child(ren) = 2.8; family = 3.9; 
3. Contracts at the end of the period, which shall be 

reported separately by rating category, that is: single; 
husband and wife (or two person); parent and child(ren) 
and family; and 

4. Contracts at the end of the period, which shall be 
reported separately by deductible options of $150.00 or 
$250.00, $500.00, $1,000 for Plans A-E or copayment 
options of $10.00, $15.00, $20.00 for the HMO Plan. 

(b) Members shall report the following information on an 
annual basis on the enrollment status report form set forth 
as Part 2 of Exhibit L in the Appendix, cumulatively for all 
years to date and separately for each of the standard health 
benefits plans, broken down by Indemnity or PPO and POS 
delivery systems for Plans A-E, and if applicable, the indi-
vidual health benefits plans issued on a community rated, 
open enrollment basis prior to August 1, 1993: 

1. Number of contracts in force geographically, cate-
gorized by the first three digits of the zip code, as of 
December 31 of the previous year; 

2. Number of lives insured, separated by sex and age 
distribution as of December 31 of the previous year 
beginning with 12/31/94; and 

3. Number of contracts by salary categories as report-
ed by the subscriber on the household income section of 
the application. 

11:20-17 .5 Penalties 
Failure to provide the enrollment status reports within the 

time and in the format required by this subchapter shall 
result in the imposition of penalties as may be provided by 
law. 

APPENDIX 

EXHIBIT A 
This Policy has been approved by the New Jersey Individ-

ual Health Coverage Program as the standard policy form 
for a BASIC health benefits plan. 
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Notice of Right to Examine Policy. Within 30 days after 
delivery of this Policy to You, You may return it to Us for a 
full refund of any Premium paid, less benefits paid. The 
Policy will be deemed void from the beginning. 

[CARRIER] 
BASIC HEALTH BENEFITS PLAN 

(New Jersey BASIC Health Benefits Plan) 
Policy Term. The Policy takes effect on [ ______ ], 
the Policy Effective Date. The term of this Policy starts on 
Your Effective Date, may be renewed each year on the 
Anniversary Date, and will end no later than the day before 
the date You first become eligible as set forth in Section II 
of this Policy. But, Your coverage (and that of Your 
Dependents) may be ended earlier as stated in the Policy. 

Renewal Provision. Subject to all Policy terms and provi-
sions, including those describing Termination of the Policy, 
You may renew and keep this Policy in force by paying the 
Premiums as they become due. But, Your coverage ( and 
that of Your Dependents) may be ended earlier as stated in 
the Policy. We agree to pay benefits under the terms and 
provisions of this Policy. 

Premiums. We may only change the Premium schedule for 
this Policy if We change the Premium schedule for a reason 
permitted under the "Premium Rates and Provisions" sec-
tion, or for everyone whom we cover under this New Jersey 
BASIC Health Benefits Plan. 

Section 
I. 
IL 

III. 
IV. 

V. 

VI. 
VII. 

VIII. 

TABLE OF CONTENTS 

Page 
DEFINITIONS ....................... . 
ELIGIBILITY ........................ . 
Types of Coverage ..................... . 
Who is Eligible ....................... . 
Adding Dependents to this Policy ....... . 
SCHEDULE OF BENEFITS ........... . 
PREMIUM RATES AND PROVISIONS . 
Premium Amounts ..................... . 
Payment of Premiums-Grace Period .... . 
Premium Rate Changes· ................ . 
BENEFIT DEDUCTIBLES AND COIN-

SURANCE ......................... . 
Cash Deductible ....................... . 
Family Deductible Cap ................. . 
Coinsurance Cap ...................... . 
Deductible Credit ..................... . 
Deductible Carryover .................. . 
Payment Limits ....................... . 
COVERED CHARGES ................ . 
CHARGES COVERED WITH SPECIAL 

LIMITATIONS ..................... . 
Pre-Existing Condition Limitations ....... . 
Primary Care Services .................. . 
Therapy Services ...................... . 
UTILIZATION REVIEW .............. . 

DEPT. OF INSURANCE 

Section Page 
Request for Care Preapproval ........... . 
Notice Requirements .................. . 
Obtaining a Second Opinion ............ . 
Obtaining a Third Opinion ............. . 

IX. ALTERNATE TREATMENT .......... . 
[X. CENTERS OF EXCELLENCE] ........ . 
X. [XI.] EXCLUSIONS ........................ . 
XI. [XII.] CLAIMS PROCEDURES .............. . 

Proof of Loss ......................... . 
Late Notice of Proof ................... . 
Payment of Benefits ................... . 
Claims Appeal ........................ . 
Limitations of Actions ................. . 

XII. [XIII.] RIGHT TO RECOVERY-THIRD PAR-
TY LIABILITY ..................... . 

XIII. [XIV.] GENERAL PROVISIONS ............. . 
The Policy ............................ . 
Statements ............................ . 
Incontestability of the Policy ............ . 
Amendment .......................... . 
Clerical Error-Misstatements .......... . 
Termination of the Policy-Renewal Privi-

lege ................................ . 
Termination of Dependent Coverage ..... . 
Offset .. , ............................. . 
Continuing Rights ..................... . 
Other Rights .......................... . 
Assignment ........................... . 
In-Network and Out-of-Network Provider 

Reimbursement ..................... . 
Limitations of Actions ................. . 
Notices and Other Information .......... . 
Records-Information to Be Furnished .. . 
Release of Records ......... : .......... . 
Policyholder/Provider Relationship ....... . 
Continuation of Coverage .............. . 
Conversion Privilege ................... . 
Determination of Services .............. . 
Other Provisions ...................... . 
Payment and Conditions of Payment ..... . 
Primary Residence Requirement ........ . 
Services for Automobile Related Injuries .. 
Conformity With Law .................. . 
Governing Law ........................ . 

I. DEFINITIONS 

The words shown below have specific meanings when 
used in this Policy. Please read these definitions carefully. 
Throughout the Policy, these defined terms appear with 
their initial letters capitalized. They will help You to 
understand Your benefits under the Policy. Information 
about Your benefits begins on page [22]. 

ADMISSION. See the definition for "Period of Confine-
ment." 

ALCOHOLISM. Abuse of or addiction to alcohol. 
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ACCIDENTAL INJURY (OR ACCIDENTALLY INJURED). 
A sudden or unforeseen result of an external agent or 
trauma, independent of illness, which causes injury, includ-
ing complications arising from that injury, to the body, and 
which is definite as to time and place. 

[ALLOWANCE. What We agree to pay a Provider. For 
this Policy, We will generally pay based on the standard 
measure of such Reasonable and Customary charges ap-
proved by the State of New Jersey Individual Health Cover-
age Program Board. 

However, a Provider may agree with.Us to accept a lesser 
charge for such services and supplies than the Reasonable 
and Customary Charge. If a Provider so agrees, then that 
lesser charge will be the basis for determining Your benefit 
and Our Allowance under the Policy.] 

AMBULANCE. A certified vehicle for transporting Ill or 
Accidentally Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

ANNIVERSARY DATE. The date which is one year from 
the Effective Date of this Policy and each succeeding yearly 
date thereafter. 

BENEFIT MONTH. The one-month period starting on the 
day Your coverage starts and each one-month period after 
that date. 

BENEFIT PERIOD. The twelve-month period starting on 
January 1st and ending on December 31st. Your first 
and/or last Benefit Period may be less than a Calendar 
Year. Your first Benefit Period begins on Your Effective 
Date. Your last Benefit Period ends when You are no 
longer covered by this Policy. Eligible Medical expenses 
must be incurred during this period in order to be Covered 
Charges. 

BIRTHING CENTER. A Facility which mainly provides 
care and treatment during uncomplicated pregnancy, rou-
tine full-term delivery, and the immediate post-partum peri-
od. It must: 

(a) provide full-time Skilled Nursing Care by or under 
the supervision of Nurses; 

(b) be staffed and equipped to give Medical Emergen-
cy care; and 

(c) have written back-up arrangements with a local 
Hospital for Medical Emergency care. 

We will recognize it if: 

(a) it carries out its stated purpose under all relevant 
state and local laws; 

(b) it is approved for its stated purpose by the Accredi-
tation Association for Ambulatory Care; or 

(c) it is approved for its stated purpose by Medicare. 
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A Facility is not a Birthing Center if it is part of a 
Hospital. 

BOARD. The New Jersey Individual Health Coverage Pro-
gram Board, appointed and elected under the laws of New 
Jersey. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. An entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of treatment.] 

CARE PREAPPROV AL. The authorization of coverage for 
benefits under this Policy which You obtain from Us prior 
to incurring medical services or supplies. 

CASH DEDUCTIBLE (OR DEDUCTIBLE). The amount 
of Covered Charges that You must pay before this Policy 
pays any benefits for such charges. See the "Cash Deduct-
ible" provision of this Policy for details. 

CHILD. Your own issue or Your legally adopted child, and 
Your stepchild if the child depends on You for most of the 
child's support and maintenance. We treat a child as legally 
adopted from the time the child is placed in the home for 
purpose of adoption. We treat such a child this way 
whether or not a final adoption order is ever issued. Also, 
any child over whom You have legal custody or legal 
guardianship is considered a Child under this Policy. (We 
may require that You submit proof of legal custody or legal 
guardianship, in Our Discretion.) 

However, a foster child or grandchild of the Policyholder 
or Spouse is not a Child for purposes of eligibility for 
benefits under this Policy. 

COINSURANCE. The percentage of a Covered Charge 
that must be paid by You. Coinsurance does not include 
Cash Deductibles, Copayments or Non-Covered Expenses. 

COPAYMENT. A specified dollar amount which You must 
pay for certain Covered Charges. 

COVERED CHARGE. Reasonable and Customary charges 
for the types of services and supplies described in the 
"Covered Charges" and "Covered Charges with Special 
Limitations" sections of this Policy. The services and sup-
plies must be: 

(a) furnished or ordered by a recognized health care 
Provider; 

(b) Medically Necessary and Appropriate to diagnose 
or treat an Illness or Accidental Injury or provide 
Primary Care Services; 

( c) accepted by a professional medical society in the 
United States as beneficial for the control or cure 
of the Illness or Accidental Injury being treated; 
and 
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( d) furnished within the framework of generally accept-
ed methods of medical management currently used 
in the United States. 

A Covered Charge is incurred by You while You are 
insured by this Policy. Read the entire Policy to find out 
what We limit or exclude. 

COVERED PERSON. An eligible person who is insured 
under this Policy. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.). 
The most recent edition of an annually revised listing pub-
lished by the American Medical Association which assigns 
numerical codes to procedures and categories of medical 
care. 

CUSTODIAL CARE. Any service or supply, including room 
and board, which: 

(a) is furnished mainly to help You meet Your routine 
daily needs; or 

(b) can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

(a) Your: 
(1) Spouse; 
(2) unmarried Child who is under age 19; 
(3) unmarried Child from age 19 until the Child's 

23rd birthday, who is enrolled as a full-time 
student at an accredited school (We can ask for 
periodic proof that the Child is so enrolled); and 

( 4) unmarried Child for whom You are obligated by 
a court order to provide health benefit plan 
coverage. 

(b) Your unmarried Child who has a mental or physi-
cal handicap, or developmental disability, remains a 
Dependent beyond this Policy's age limit, if: 

(1) the Child remains unmarried and unable to be 
self-supportive; 

(2) the Child's condition started before the Child 
reached this Policy's age limit; 

(3) the Child became insured before the Child 
reached this Policy's age limit, and stayed contin-
uously insured until reaching such limit; and 

(4) the Child depends on You for most of the 
Child's support and maintenance. 

In order for the Child to remain a Dependent, You 
must send us written proof that the Child is handi-
capped and depends on You for most of the child's 
support and maintenance. You have 31 days from 
the date the Child reaches this Policy's age limit to 
do this. We can ask for periodic proof that the 
Child's condition continues. After two years, We 
cannot ask for this proof more than once a year. 

DEPT. OF INSURANCE 

A Dependent is not a person who is on active duty in any 
armed forces. 

A Dependent is not a person who resides in a foreign 
country. However, this does not apply to a person who is 
attending an accredited school in a foreign country who is 
enrolled as a student for up to one year at a time. 

DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples are: 

(a) radiology, ultrasound, and nuclear medicine; 

(b) laboratory and pathology; and 

(c) EKG's, EEG's, and other electronic diagnostic tests. 

Except as allowed under the Primary Care Services provi-
sion of the CHARGES COVERED WITH SPECIAL LIM-
ITATIONS section, diagnostic services do not include pro-
cedures ordered as part of a routine or periodic physical 
examination or screening examination. 

DISCRETION/DETERMINATION BY US/DETERMINE. 
Our sole right to make a decision. Our decision will be 
applied in a reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

(a) designed and able to withstand repeated use; 
(b) used primarily for a medical purpose; 
(c) mainly and customarily used to serve a medical 

purpose; 
( d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited 
to, apnea monitors, breathing equipment, hospital-type beds, 
walkers, and wheelchairs. 

Durable Medical Equipment does not include: adjust-
ments made to vehicles, air conditioners, air purifiers, 
humidifiers, dehumidifiers, elevators, ramps, stair glides, 
Emergency Alert equipment, handrails, heat appliances, 
improvements made to Your home or place of business, 
waterbeds, whirlpool baths, exercise and massage equip-
ment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Policy for You or Your Dependents, as the 
context in which the term is used suggests. 

EXPERIMENTAL or INVESTIGATIONAL. 

Services or supplies, including treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices, which We Determine are: 
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(a) not of proven benefit for the particular diagnosis or 
treatment of Your particular condition; or 

(b) not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of Your particular condition; or 

( c) provided or performed in special settings for re-
search purposes or under a controlled environment 
or clinical protocol. 

Unless otheiwise required by law with respect to drugs 
which have been prescribed for the treatment of a type of 
cancer for which the drug has not been approved by the 
United States Food and Drug Administration (FDA), We 
will not cover any services or supplies, including treatment, 
procedures, drugs, biological products or medical devices or 
any hospitalizations in connection with Experimental or 
Investigational services or supplies. 

We will also not cover any technology or any hospitaliza-
tion in connection with such technology if such technology is 
obsolete or ineffective and is not used generally by the 
medical community for the particular diagnosis or treatment 
of Your particular condition. 

Governmental approval of a technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of Your 
particular condition as explained below. 

We will apply the following five criteria in Determining 
whether services or supplies are Experimental or Investiga-
tional: 

1. any medical device, drug, or biological product 
must have received final approval to market by the 
United States Food and Drug Administration 
(FDA) for the particular diagnosi~ or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an Investigational 
Device Exemption or an Investigational New Drug 
Exemption, is not sufficient. Once FDA approval 
has been granted for a particular diagnosis or con-
dition, use of the medical device, drug or biological 
product for another diagnosis or condition will 
require that one or more of the following estab-
lished reference compendia: 

-The American Medical Association Drug Evalua-
tions; 

-The American Hospital Formulary Service Drug 
Information; or 

-The United States Pharmacopeia Drug Informa-
tion. 

recognize the usage as appropriate medical treat-
ment. As an alternative to such recogni-
tion in one or more of the compendia, the 
usage of the drug will be recognized as 
appropriate if it is recommended by a 
clinical study and recommended by a re-
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view article in a major peer-reviewed pro-
fessional journal. A medical device, drug, 
or biological product that meets the above 
tests will not be considered Experimental 
or Investigational. 

In any event, any drug which the Food and Drug 
Administration has determined to be contraindicated 
for the specific treatment for which the drug has 
been prescribed will be considered Experimental or 
Investigational. 

2. conclusive evidence from the published peer-re-
viewed medical literature must exist that the tech-
nology has a definite positive effect on health out-
comes; such evidence must include well-designed 
investigations that have been reproduced by nonaf-
filiated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

3. demonstrated evidence as reflected in the published 
peer-reviewed medical literature must exist that 
over time the technology leads to improvement in 
health outcomes, i.e., the beneficial effects out-
weigh any harmful effects; 

4. proof as reflected in the published peer-reviewed 
medical literature must exist that the technology is 
at least as effective in improving health outcomes 
as established technology, or is usable in appropri-
ate clinical contexts in which established technology 
is not employable; and 

5. proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes, as defined in paragraph 3, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

FACILITY. A place We are required by law to recognize 
which: 

(a) is properly licensed, certified, or accredited to pro-
vide health care under the laws of the state in 
which it operates; and 

(b) provides health care services which are within the 
scope of its license, certificate or accreditation and 
are covered by this Policy. 

GENERIC DRUG. An equivalent prescription drug con-
taining the same active ingredients as a brand name pre-
scription drug but costing less. The equipment must be 
identical in strength and form as required by the FDA. 

GOVERNMENT HOSPITAL. A Hospital operated by a 
government or any of its subdivisions or agencies, including, 
but not limited to, a federal, military, state, county or city 
Hospital. 
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GROUP HEALTH BENEFITS PLAN. A policy, program 
or plan that provides medical benefits to a group of two or 
more individuals. 

HOME HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Accidentally Injured people 
in their home under a home health care program designed 
to eliminate Hospital stays. We will recognize it if it is 
licensed by the state in which it operates, or it is certified to 
participate in Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and sup-
portive care for Terminally Ill or Accidentally Injured peo-
ple who are terminally injured. We will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is: 

(a) approved for its stated purpose by Medicare; 
(b) accredited for its stated purpose by the Joint Com-

mission; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

HOSPITAL. A Facility which mainly provides Inpatient 
care for Ill or Accidentally Injured people. We will recog-
nize it if it carries out its stated purpose under all relevant 
state and local laws, and it is: 

(a) accredited as a hospital by the Joint Commission; 
(b) approved as a Hospital by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

Among other things, a Hospital is not a convalescent, rest 
or nursing home or Facility, or a Facility, or part of it, which 
mainly provides Custodial Care, educational care or rehabil-
itative care. 

A Facility for the aged or for Substance Abusers is not a 
Hospital. 

A specialty Facility is also not a Hospital. 

HOSPITAL ADMISSION REVIEW. The authorization of 
coverage for benefits under this Policy which You obtain 
from Us prior to an Inpatient Hospital admission. In the 
event of a Medical Emergency, You must notify Us within 
48 hours of Your admission to a [Non-Network] Provider 
due to that Medical Emergency, or Your benefits will be 
reduced. See the section of this Policy called "Utilization 
Review" for details. 

ILLNESS (OR ILL). A sickness or disease suffered by 
You. A Mental or Nervous Condition is not an Illness. 

[IN-NETWORK PROVIDER. A Provider which has an 
agreement with Us to accept Our Allowance plus amounts 
you are required to pay as payment in full for Covered 
Charges. 

DEPT. OF INSURANCE 

INPATIENT. You, if You are physically confined as a 
registered bed patient in a Hospital or other recognized 
health care Facility; or services and supplies provided in 
such a setting. 

JOINT COMMISSION. The Joint Commission on the 
Accreditation of Health Care Organizations. 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or Accidental Injury, of a medical condition 
that is expected to result in either a threat to life or to an 
organ, or a body part not returning to full function. Medi-
cal emergencies include but are notHmited to: uncontrolled 
or excessive bleeding, acute pain or conditions requiring 
immediate attention such as suspected heart attack, severe 
shortness of breath or appendicitis, strokes, convulsions, 
serious burns, bone fractures, wounds requiring sutures, 
poisoning, and loss of consciousness. We may, in our 
Discretion, consider other severe medical conditions requir-
ing immediate attention to be Medical Emergencies. 

MEDICALLY NECESSARY AND APPROPRIATE. Ser-
vices or supplies provided by a recognized health care 
Provider that We Determine to be: 

(a) necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness, disease or Accidental 
Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness, disease or Acci-
dental Injury; 

( c) in accordance with accepted medical standards in 
the community at the time; 

( d) not for Your convenience; and 
( e) the most appropriate level of medical care that You 

need. 

The fact that an attending Practitioner prescribes, orders, 
recommends or approves the care, the level of care, or the 
length of time care is to be received, does not make the 
services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy pro-
vided by Title XIX of the Social Security Act, as amended 
from time to time. 

MEDICARE. Parts A and B of the health care program for 
the aged and disabled provided by Title XVIII of the United 
States Social Security Act, as amended from time to time. 

MENTAL HEALTH CENTER. A Facility that provides 
treatment for people with mental health problems. We will 
recognize such a place if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
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( c) licensed, certified, or accredited by the state in 
which it operates. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental or Nervous Condition includes, but is not limited to, 
psychoses, neurotic and anxiety disorders, schizophrenic dis-
orders, affective disorders, personality disorders, and psy-
chological or behavioral abnormalities associated with tran-
sient or permanent dysfunction of the brain or related 
neurohormonal systems. 

In Determining whether or not a particular condition is a 
Mental or Nervous Condition, We may refer to the current 
addition of the Diagnostic and Statistical manual of Mental 
Conditions of the American Psychiatric Association. 

NICOTINE DEPENDENCE TREATMENT. "Behavioral 
Therapy", as defined below, and Prescription Drugs which 
have been approved by the U.S. Food and Drug Administra-
tion for the management of nicotine dependence. 

For the purpose of this definition, covered "Behavioral 
Therapy" means motivation and behavior change techniques 
which have been demonstrated to be effective in promoting 
nicotine abstinence and long term recovery from nicotine 
addiction. 

NON-COVERED EXPENSES. Charges which do not meet 
Our definition of Covered Charges, or which exceed any of 
the benefit limits shown in this Policy, or which are specifi-
cally identified as Non-Covered Expenses. Cash Deduct-
ibles, Copayments, Coinsurance and Utilization Review Pen-
alties are also Non-Covered Expenses. 

NURSE. A registered nurse or licensed practical nurse, 
including a nursing specialist such as a nurse midwife or 
nurse anesthetist, who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the Nurse 
practices; and 

(b) provides medical services which are within the 
scope of the Nurse's license or certificate and are 
covered by this Policy. 

[OUT-OF-NETWORK PROVIDER. A Provider which is 
not an In-Network Provider.] 

OUTPATIENT. You, if You are not an Inpatient; or 
services and supplies provided in such a setting. 

PARTIAL HOSPITALIZATION. Day treatment services 
for Mental or Nervous Conditions consisting of intensive 
short-term non-residential psychiatric and/or substance 
abuse treatment rendered for any part of a day for a 
minimum of four consecutive hours per day (must be in lieu 
of an Inpatient stay). 

11:20 App. 

PER LIFETIME. Your lifetime, regardless of whether You 
are covered under this Policy: 

(a) as a Dependent or Policyholder; and 
(b) with or without interruption of coverage. 

PERIOD OF CONFINEMENT. Consecutive days of Inpa-
tient services provided to an Inpatient, or successive Inpa-
tient confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. We Determine if the cause(s) of the 
confinements are the same or related. 

PHARMACY. A Facility which is registered as a Pharmacy 
with the appropriate state licensing agency and in which 
Prescription Drugs are regularly compounded and dispensed 
by a Pharmacist. 

POLICY. This agreement, [the Policy Schedule,] [Your 
I.D. card,] any riders, amendments or endorsements, and 
the application signed by You and the premium schedule. 

POLICYHOLDER. The Covered Person who purchased 
this Policy. 

POLICY TERM. The one-year period starting on the 
Effective Date and ending on the day before the Anniversa-
ry Date and, for each year this Policy is renewed, each one-
year period thereafter. 

PRACTITIONER. A person [Carrier] is required by law to 
recognize who: 

(a) is properly licensed or certified to provide care 
under the laws of the state where he or she prac-
tices; and 

(b) provides services which are within the scope of his 
or her license or certificate and which are covered 
by this Policy. 
\ 

PREMIUM. The periodic charges due under this Policy 
which the Policyholder must pay to maintain this Policy in 
effect. 

PRE-ADMISSION TESTING. Consultations, x-ray and 
laboratory tests performed no more than seven days before 
a planned Hospital admission or Surgery. 

See the sections of this Policy called "Request for Care 
Preapproval" and "Obtain Hospital Admission Review" for 
details on other important aspects of Your benefits. 

PRE-EXISTING CONDITION. An Illness or Accidental 
Injury which manifests itself in the six months before Your 
coverage under this Policy starts, and for which: 

(a) You see a Practitioner, take prescribed drugs, re-
ceive other medical care or treatment or had medi-
cal care or treatment recommended by a Practition-
er in the six months before Your coverage starts; 
or 
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(b) an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months 
before his or her coverage starts. 

A pregnancy which exists on the date Your coverage 
starts is also a Pre-Existing Condition. However, complica-
tions of·such a pregnancy as defined by N.J.A.C. 11:1-4.3 
are not considered to be Pre-Existing Conditions and are 
not subject to Pre-Existing Condition Limitations. 

See the section of this Policy called "Pre-Existing Condi-
tion Limitations" for details on how this Policy limits the 
benefits for Pre-Existing Conditions. 

PREMIUM DUE DATE. The date on which a Premium is 
due under this Policy. 

PRESCRIPTION DRUGS. Drugs, biologicals and com-
pound prescriptions which are sold only by prescription and 
which are required to show on the manufacturer's label the 
words: "Caution-Federal Law Prohibits Dispensing With-
out a Prescription" or other drugs and devices as Deter-
mined by Us, such as insulin. 

PRIMARY RESIDENCE. The location where You reside 
for a majority of the Benefit Period with the intention of 
making Your home there and not for a temporary purpose. 
Temporary absences from New Jersey, with the intention to 
return, do not interrupt Your Primary Residence in New 
Jersey. 

PROVIDER. A recognized Facility or Practitioner of health 
care. 

REASONABLE AND CUSTOMARY. An amount that is 
not more than the [lesser of: 

(a) the] usual or customary charge for the service or 
supply as determined by Us based on a standard 
approved by the Board[; or, 

(b) the negotiated fee.] 

The Board may decide a standard for what is Reasonable 
and Customary under this Policy. The chosen standard is 
an amount which is most often charged for a given service 
by a Provider within the same geographic area. 

REHABILITATION CENTER. A Facility which mainly 
provides therapeutic and restorative services to Ill or Acci-
dentally Injured people. We will recognize it if it carries 
out its stated purpose under all relevant state and local laws, 
and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

DEPT. OF INSURANCE 

ROUTINE FOOT CARE. The cutting, debridement, trim-
ming, reduction, removal r · other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot strain, des- ·~ 
trophic nails, excrescences, helomas, hyperkeratosis, hyper- · · · · 
trophic nails, non-infected ingrown nails, dermatomas, kera-
tosis, onychauxis, onychocryptosis or tylomas. Routine Foot 
Care also includes orthopedic shoes, foot orthotics and 
supportive devices for the foot. 

ROUTINE NURSING CARE. The nursing care customarily 
. furnished by a recognized Facility for the benefit of its 

Inpatients. 

SERVICE AREA. A geographic area We define by [ZIP 
codes] [county). 

SKILLED NURSING CARE. Services which are more 
intensive than Custodial Care, are provided by a Registered 
Nurse (RN.) or Licensed Practical Nurse (L.P.N.), and 
require the technical skills and professional training of an 
RN. or L.P.N. 

SKILLED NURSING CENTER. A Facility which mainly 
provides full-time Skilled Nursing Care for Ill or Accidental-
ly Injured people who do not need to be in a Hospital. We 
will recognize it if it carries out its stated purpose under all 
relevant state and local laws, and it is either: 

(a) accredited for its stated purpose by the Joint Com- \ 
mission; or \..,_) 

(b) approved for its stated purpose by Medicare. 

SPECIAL CARE UNIT. A part of a Hospital set up for 
very Ill patients who must be observed constantly. The unit 
must have a specially trained staff. And it must have 
special equipment and supplies on hand at all times. Some 
types of special care units are: (a) intensive care units; (b) 
cardiac care units; ( c) neonatal care units; and ( d) burn 
units. 

SPOUSE. An individual legally married to the Policyholder 
under the laws of the State of New Jersey. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTERS. A Facility that mainly 
provides treatment for Substance Abuse. We will recognize 
such a place if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified or accredited by the state in 

which it operates. 

SURGERY. 
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(a) The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic procedures, specialized instrumentations, endo-
scopic examinations, and other invasive procedures; 

(b) The correction of fractures and dislocations; 
(c) Reasonable and Customary pre-operative and post-

operative care; or 
(d) Any of the procedures designated by C.P.T. codes 

as surgery. 

SURGICAL CENTER. A Facility mainly engaged in per-
forming Outpatient Surgery. It must: 

(a) be staffed by Practitioners and Nurses, under the 
supervision of a Practitioner; 

(b) have permanent operating and recovery rooms; 
( c) be staffed and equipped to give emergency care; 

and 
(d) have written, back-up arrangements with a local 

Hospital for Medical Emergency care. 

We will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified or accredited by the state in 

which it operates. 

A Facility is not a Surgical Center if it is part of a 
Hospital. 

THERAPEUTIC MANIPULATION. Treatment of the ar-
ticulations of the spine and musculoskeletal structures . for 
the purpose of relieving certain abnormal clinical conditions 
resulting from the impingement upon associated nerves 
causing discomfort. Some examples are manipulation or 
adjustment of the spine, hot or cold packs, electrical muscle 
stimulation, diathermy, skeletal adjustments, massage, ad-
junctive, ultrasound, doppler, whirlpool or hydrotherapy or 
other treatment of similar nature. 

THERAPY SERVICES. The following services or supplies, 
ordered by a Provider and used to treat or promote recovery 
from an Accidental Injury or Illness: 

Chelation Therapy-the administration of drugs or chemi-
cals to remove toxic concentrations of metals from the body. 

Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

Cognitive Rehabilitation Therapy-retraining the brain to 
perform intellectual skills which it was able to perform prior 
to disease, trauma, Surgery, congenital anomaly or previous 
therapeutic process. 
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Dialysis Treatment-the treatment of an acute renal failure 
or chronic irreversible renal insufficiency by removing waste 
products from the body. This includes hemodialysis and 
peritoneal dialysis. 

Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Occupational Therapy-treatment to restore a physically 
disabled person's ability to perform the ordinary tasks of 
daily living. 

Physical Therapy-the treatment by physical means to re-
lieve pain, restore maximum function, and prevent disability 
following disease, injury, or loss of a limb. 

Radiation Therapy-the treatment of disease by x-ray, radi-
um, cobalt, or high energy particle sources. Radiation 
Therapy includes rental or cost of radioactive materials. 
Diagnostic Services requiring the use of radioactive materi-
als are not Radiation Therapy. 

Respiration Therapy-the introduction of dry or moist gases 
into the lungs. 

Speech Therapy~treatment of the correction of a speech 
impairment resulting from Illness, Surgery, Accidental Inju-
ry, congenital anomaly, or previous therapeutic processes. 

UNDERWRITING REQUIREMENTS. The rules which 
We Determine to be appropriate for making, maintaining 
and administering this Policy. Our rules do not require 
You to prove You or Your Dependents are in good health. 

WE, US, OUR. [Carrier]. 

YOU, YOUR, AND YOURS. The Policyholder and any 
Dependents, as the context in which the term is used 
suggests. 

II. ELIGIBILITY 

TYPES OF COVERAGE 

A Policyholder who completes an application for coverage 
may elect one of the types of coverage listed below: 

(a) SINGLE COVERAGE-coverage under this Policy 
for the Policyholder only. 

(b) FAMILY COVERAGE-coverage under this Policy 
for You and Your Dependents. 

(c) PARENT AND CHILD(REN) COVERAGE-cover-
age under this Policy for You and all Your Child 
Dependents or coverage for multiple children resid-
ing within the same residence who share a common 
legal guardian, or for when there exists a valid 
support order requiring health benefits coverage 
whether or not there is an adult who will be 
provided coverage. 
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( d) HUSBAND AND WIFE COVERAGE-coverage 
under this Policy for You and Your Spouse. 

WHO IS ELIGIBLE 
(a) THE POLICYHOLDER-You, if Your Primary Resi-

dence is in the State of New Jersey, You are not 
covered under another individual health benefits 
plan, and You are not eligible for Medicare, Medic-
aid or a Group Health Benefits Plan except as provid-
ed below. 

(b) SPOUSE-Your Spouse, who is not covered under 
another individual health benefits plan, and who is 
not eligible for Medicare, Medicaid or a Group 
Health Benefits Plan except as provided below. 

( c) CHILD-Your Child, who is not covered under an-
other individual health benefits plan, who is not 
eligible for Medicare, Medicaid or a Group Health 
Benefits Plan except as provided below and who 
qualifies as a Dependent, as those terms are defined 
in the "Definition" section of this Policy. 

ELIGIBILITY IF YOU HA VE OR ARE ELIGIBLE FOR 
OTHER COVERAGE 

(a) ELIGIBILITY IF YOU ARE COVERED UNDER AN-
OTHER INDMDUAL HEALTH BENEFITS PLAN-
You and/or Your Dependents are eligible for Cover-
age under this Policy if this Policy replaces another 
Individual Health Benefits Plan under which You 
and/or Your Dependents are covered. The other 
Plan must be terminated no later than 30 days after 
the effective date of this Policy. We may require 
proof that the other Coverage has been terminated. 

(b) ELIGIBILITY IF YOU ARE ELIGIBLE FOR COV-
ERAGE UNDER A GROUP HEALTH BENEFITS 
PLAN-You and/or Your Dependents may be eligible 
for Coverage under this Policy only during the open 
enrollment period which occurs each year during the 
month of October. Consult Us or Your agent for 
more information. 

NOTE: YOU AND/OR YOUR DEPENDENTS ARE ELI-
GIBLE FOR COVERAGE UNDER THIS POLICY IF THIS 
POLICY REPLACES ANOTHER INDMDUAL HEALTH 
BENEFITS PLAN UNDER WHICH YOU AND/OR YOUR 
DEPENDENTS ARE COVERED. THE OTHER PLAN 
MUST BE TERMINATED NO LATER THAN 30 DAYS 
AFTER THE EFFECTIVE DATE OF THIS POLICY. WE 
MAY REQUIRE PROOF THAT THE OTHER COVERAGE 
HAS BEEN TERMINATED. 

ADDING DEPENDENTS TO THIS POLICY 
(a) SPOUSE-You may apply to add Your Spouse by 

notifying Us in writing at any time. You must 
submit an application to Us to change Your type of 
coverage. If Your application is made and submit-
ted to Us within 31 days of Your marriage to Your 
Spouse, Your Spouse will be covered from the date 
of his or her eligibility. 

DEPT. OF INSURANCE 

If We do not receive Your written notice within 31 
days of Your Spouse becoming eligible, coverage for 
Your Spouse will not become effective immediately. 
Rather, such coverage will become effective on the 
first day of the Benefit Month after the date Your 
application is received. 

(b) NEWBORN DEPENDENT-A Child born to You 
or Your Spouse while this Policy is in force will be 
covered for 31 days from the moment of birth. 
This automatic coverage will be for Covered 
Charges incurred as a result of Accidental Injury or 
Illness, including Medically Necessary and Appro-
priate care and treatment of medically diagnosed 
congenital abnormalities. 

To continue coverage for such Child for more than 
31 days, if you have Single or Husband and Wife 
Coverage, You must apply and pay for Parent and 
Child(ren) or Family Coverage. If You already have 
Family or Parent and Child(ren) coverage, the cover-
age for such Child will be automatically continued. 

(c) CHILD DEPENDENT-If You have Single or Hus-
band and Wife Coverage and want to add a Child 
Dependent, You must change to Family Coverage 
or Parent and Child(ren) Coverage. To change 
coverage, You must submit an application. If Your 
application is made and submitted to Us within 31 
days of the Child's becoming a Dependent, the 
Child will be covered from the date of his eligibility. 

Even if You have Family Coverage or Parent and 
Child(ren) Coverage, however, You must give Us 
written notice that You wish to add a Child. If Your 
written notice to add a Child is made and submitted 
to Us within 31 days of the Child's becoming a 
Dependent, the Child will be covered from the date 
of eligibility. 

If We do not receive Your written notice within 31 
days of Your Dependent's becoming eligible, cover-
age for that Dependent will not become effective 
immediately. Rather, such coverage will become 
effective on the first day of the Benefit Month after 
the date Your application is received. 

(d) YOUR CHILD DEPENDENT'S NEWBORN-A 
Child born to Your Child Dependent is not cov-
ered under this Policy. 

III. SCHEDULE OF BENEFITS 

BENEFITS FOR COVERED CHARGES UNDER THIS 
POLICY ARE SUBJECT TO ALL DEDUCTIBLES, CO-
PAYMENTS AND COINSURANCE, AND ARE DETER-
MINED PER BENEFIT PERIOD BASED ON OUR AL-
LOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO UNLIMITED LIFETIME 
MAXIMUM, UNLESS OTHERWISE STATED. \"') 
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FACILITY BENEFIT-30 days Inpatient Hospital care. 
FACILITY COINSURANCE-20% up to a maximum of 

$5000/Covered Person (no benefit after 30 days). 
PRACTITIONER'S SERVICES COINSURANCE-50% 

Inpatient and Outpatient (incl. Surgery, anesthesia, 
radiology and obstetrics). 

NOTE: The Coinsurance Amounts cannot be met 
with: 

• Non-Covered Expenses 
• Cash Deductibles 
• Copayments 

CASH DEDUCTIBLES: 

INPATIENT (separate)-$250/day, $1,250/per Period of 
Confinement/Covered Person; max. of two Inpa-
tient Deductibles/Covered Person. 

OTHER COVERED CHARGES-$250/Covered Per-
son, $500/family. 

PRIMARY CARE SERVICES-$100/Covered Person, 
$300/family. Primary Care Services are not subject to 
Deductibles and Coinsurance. 

NOTE: OUR PAYMENTS WILL BE REDUCED 
FOR NONCOMPLIANCE WITH THE UTILIZATION 
REVIEW PROVISIONS CONTAINED IN THIS POLI-
CY. READ THESE PROVISIONS CAREFULLY BE-
FORE OBTAINING MEDICAL CARE, SERVICES OR 
SUPPLIES. 

REFER TO SECTIONS OF THIS POLICY CALLED 
"COVERED CHARGES" AND "CHARGES COVERED 
WITH SPECIAL LIMITATIONS" TO SEE WHAT 
SERVICES AND SUPPLIES ARE ELIGIBLE FOR 
BENEFITS. 

REFER TO THE SECTION OF THIS POLICY 
CALLED "EXCLUSIONS" TO SEE WHAT SERVICES 
AND SUPPLIES ARE NOT ELIGIBLE FOR BENE-
FITS. 

IV. PREMIUM RATES AND PROVISIONS 

[The [monthly] premium rates, in U.S. dollars, for the 
insurance provided under this Policy are [ shown in the 
Policy's Schedule of Premium Rates][: 

For Single Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Parent and Child(ren) Coverage ................ [$ 
For Family Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Husband and Wife Coverage . . . . . . . . . . . . . . . . . . . [$ 

We have the right to change any Premium rate set forth 
[above] [in the Policy's Schedule of Premium Rates] at the 
times and in the manner established by the provision of this 
Policy entitled "Premium Rate Changes."] 
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PREMIUM AMOUNTS 

The Premium due on each Premium Due Date is the sum 
of the Premium charges for the coverage You have. Those 
charges are determined from the Premium rates then in 
effect. 

The following will apply if one or more Premiums paid 
include Premium charges for a Covered Person whose cov-
erage has ended before the due date of that Premium. We 
will not have to refund more than the amount of (a) minus 
(b): 

(a) the amounts of the Premium charges for the Covered 
Person that was included in the Premiums paid for 
the two-month period immediately after the date the 
Covered Person's coverage has ended. 

(b) the amount of any claims paid to You or Your 
Provider for Your claims or to a Member of Your 
family after that person's coverage has ended. 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by You to Us. They are due on 
each Premium Due Date [ stated on the first page of the 
Policy]. You may pay each Premium other than the first 
within 31 days of the Premium Due Date. Those days are 
known as the grace period. You are liable to pay Premiums 
to Us from the first day the Policy is in force. If any 
Premium is not paid by the end of the grace period, the 
Policy will end when that period ends. [Premiums accepted 
by Us after the end of the grace period are subject to a late 
payment interest charge determined as a percentage of the 
amount unpaid. That percentage will be Determined by Us 
from time to time, but will not be more than the maximum 
allowed by law.] 

PREMIUM RATE CHANGES 

The Premium rates in effect on the Effective Date are 
shown in the Policy['s Schedule of Premium Rates]. We 
have the right to change Premium rates as of any of these 
dates: 

(a) any Premium Due Date; 
(b) any date that the extent or nature of the risk under 

the Policy is changed: 
(1) by amendment of the Policy; or 
(2) by reason of any provision of law or any govern-

ment program or regulation; 
( c) at the discovery of a clerical error or misstatement 

as described in the "General Provisions" section of 
this Policy. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 

V. BENEFIT DEDUCTIBLES AND COINSURANCE 
Cash Deductible: Each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
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any benefits to You for those charges. For Inpatient Hospi-
tal services and supplies and Rehabilitation Center services 
and supplies not immediately preceded by an Inpatient 
Hospital stay You must pay one Inpatient Deductible per 
Period of Confinement before We pay any benefits. For 
other Covered Charges, each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
any benefits to You for those charges. The Deductibles are 
shown in the "Schedule of Benefits" section of this Policy. 
The Deductibles cannot be met with Non-Covered Ex-
penses. Only Covered Charges incurred by You while 
insured can be used to meet the Deductible for those 
charges. 

Once a Deductible is met, We pay benefits for other 
Covered Charges above the Deductible amount incurred by 
You, less any applicable Coinsurance and Copayments, for 
the rest of that Benefit Period. However, a Covered Person 
must satisfy two Inpatient Deductibles per Benefit Period. 
And all charges must be incurred while You are insured by 
this Policy. What We pay is based on all the terms of this 
Policy including benefit limitations and exclusion provisions. 

Family Deductible Cap: This Policy has a family aggregate 
deductible cap on care equal to two Deductibles for each 
Benefit Period. This does not apply to the Inpatient Hospi-
tal Deductible. Once a family meets the equivalent of two 
individual Deductibles in a Benefit Period, We Pay benefits 
for other Covered Charges incurred by any member of the 
covered family for that type of care, less any applicable 
Copayment and Coinsurance, for the rest of that Benefit 
Period. The amount of Covered Charges applied toward 
the satisfaction of the family deductible cap by any one 
Covered Person may not exceed the amount of the Individu-
al Cash Deductible. What We pay is based on all the terms 
of this Policy, including benefit limitation and exclusion 
provisions. 

Coinsurance Cap: This Policy limits the Facility Coinsur-
ance amounts You must. pay each Benefit Period. The 
Coinsurance cap cannot be met with Non-Covered Ex-
penses. 

There is a Coinsurance cap for each Covered Person. 
The Coinsurance cap is shown in the "Schedule of Bene-
fits." 

Each Covered Person's Coinsurance amounts are used to 
meet the Covered Person's own Coinsurance cap. And all 
amounts used to meet the cap must actually be paid by You. 

Once Your Coinsurance amounts in a Benefit Period 
exceed the individual cap, We waive Your Coinsurance for 
the rest of that Benefit Period for the Facility benefit. But 
We do not provide benefits for more than 30 Inpatient 
Hospital days per Benefit Period. 

DEPT. OF INSURANCE 

Deductible Credit: For the first Benefit Period of this 
Policy, a Covered Person will receive credit for any Deduct-
ible amounts satisfied under previous coverage within the 
same calendar year that Your first Benefit Period starts 
under this Policy, provided that there has been no lapse in 
coverage between the previous coverage and this Policy. 

This credit will be applied whether Your previous cover-
age was under a plan with Us or with another carrier. You 
will be required to provide Us with adequate documentation 
of the amounts satisfied. 

Deductible Carryover: There will be no carryover of De-
ductibles or Coinsurance into the next Benefit Period. 
However, a Covered Person will receive credit for any 
Inpatient Hospital Deductible satisfied during a Period of 
Confinement immediately preceding or continuing into a 
new Benefit Period. 

Payment Limits: We limit what We pay for certain types of 
charges. 

VI. COVERED CHARGES 
We will pay benefits if, due to an Accidental Injury or 

Illness, You incur Medically Necessary and Appropriate 
Covered Charges during a Benefit Period. Unless stated, 
all benefits are subject to Copayment, Deductible, Coinsur-
ance, other limits and exclusions shown in the "Schedule of 
Benefits", along with other provisions in this Policy. 

OUR PAYMENT WILL BE REDUCED IF YOU DO NOT 
COMPLY WITH THE "UTILIZATION REVIEW" SEC-
TION OF THIS POLICY. 

This section lists the types of charges We cover. But 
what We pay is subject to all the terms of this Policy. Read 
the entire Policy to find out what We limit or exclude. 

Anesthesia Services: We cover the charges incurred for the 
administration of anesthesia by a Practitioner other than the 
surgeon or assistant at Surgery. 

Benefits for a Covered Newborn Dependent: We cover the 
care and treatment of a covered newborn if the Child is Ill, 
Accidentally Injured, premature, or born with a congenital 
birth defect. 

And We cover charges for the Child's Routine Nursery 
Care while the Child is in the Hospital. This includes: (a) 
nursery charges; (b) charges for routine Practitioner's exam-
inations and tests; and (c) charges for routine procedures, 
like circumcision. 

Birthing Center Charges: We cover Birthing Center 
charges made for prenatal care, delivery, and postpartum 
care in connection with Your pregnancy. We cover Rea-
sonable and Customary charges and Routine Nursing Care 
shown in the "Schedule of Benefits" when Inpatient care is 
provided to You by a Birthing Center. 
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We cover all other services and supplies during the con-
finement. But, We do not cover routine nursery charges for 
the newborn Child unless the Child is a Dependent. 

Blood: We cover Inpatient blood transfusions only. 

Daily Room and Board Limits During a Period of Hospital 
Confinement: 

For semi-private room and board accommodations, We 
cover charges up to the Hospital's actual daily room and 
board charge. 

For private room and board accommodations, We cover 
charges up to the Hospital's average daily semi-private room 
and board charge or, if the Hospital does not have semi-
private accommodations, 80% of its lowest daily room and 
board charge. 

For Special Care Units, We cover charges up to the 
Hospital's actual daily room and board charge for the 
Special Care Unit. 

Home Health Care Charges: Subject to Our advance wrjt-
ten approval, when home health care can take the place of 
Inpatient care, We cover such care furnished to You under 
a written home health care plan on the basis of two home 
health care days in exchange for each Inpatient Hospital day 
relinquished. We cover all services or supplies, such as: 

(a) Skilled Nursing Care furnished by or under the 
supervision of a registered Nurse; 

(b) Therapy Services; 
(c) medical social work; 
( d) nutrition services; 
( e) home health aide services; 
(f) medical appliances and equipment, drugs and medi-

cations, laboratory services and special meals. 
(g) any Diagnostic or therapeutic service, including sur-

gical services performed in a Hospital Outpatient 
department, a Practitioner's office or any other 
licensed health care Facility, provided such service 
would have been covered under the Policy if per-
formed as Inpatient Hospital services. But, pay-
ment is subject to all of the terms of the Policy and 
to the following conditions: 

1. Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

2. The services and supplies must be: 
• ordered by Your Practitioner; 
• included in the home health care plan; and 
• furnished by, or coordinated by, a Home Health 

Agency according to the written home health 
care plan. 

But, payment is subject to all of the terms of this Policy 
,~ ... and to the following conditions: 
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(a) Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility; 

(b) the services and supplies must be: (a) ordered by 
Your Practitioner; (b) included in the home health 
care plan; and (c) furnished by, or coordinated by, 
a Home Health Agency according to the written 
home health care plan. The services and supplies 
must be furnished by recognized health care profes-
sionals on a part-time or intermittent basis, except 
when full-time or 24-hour service is needed on a 
short-term basis; 

(c) the home health care plan must be set up in writing 
by your Practitioner within 14 days after home 
health care starts; 

( d) each visit by a home health aide, Nurse, or other 
recognized Provider whose services are authorized 
under the home health care plan can last up to four 
hours. 

We do not pay for: (a) services furnished to family 
members, other than the patient; or (b) services and sup-
plies not included in the home health care plan. 

Hospice Care Charges: Subject to Our advance written 
approval, We cover charges made by a Hospice for palliative 
and supportive care furnished to You if You are terminally 
Ill under a Hospice care program. Additionally, We cover 
charges for counseling provided to any family members who 
are also Covered Persons when that counseling is for the 
sole purpose of adjusting to the terminally Ill Covered 
Person's death. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure Your terminal Illness. 

"Terminally Ill" means that your Practitioner has certified 
in writing that Your life expectancy is six months or less. 

Hospice care must be furnished according to a written 
hospice care program. A "hospice care program" is a 
coordinated program for meeting Your special needs If You 
are terminally Ill. It must be set up in writing and reviewed 
periodically by Your Practitioner. 

Under a Hospice care program, subject to all the terms of 
this Policy, We cover any services and supplies to the extent 
they are otherwise covered by this Policy on the basis of two 
Inpatient Hospice days in exchange for each Inpatient Hos-
pital day relinquished. Services and supplies may be fur-
nished on an Inpatient or Outpatient basis. 

The services and supplies must be: 
(a) needed for palliative and supportive care; 
(b) ordered by Your Practitioner; 
(c) included in the Hospice care program; and 
( d) furnished or coordinated by a Hospice. 
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We do not pay for: 

(a) services and supplies provided by volunteers or 
others who do not regularly charge for their ser-
vices; 

(b) funeral services and arrangements; 

( c) legal or financial counseling or services; 

( d) treatment not included in the Hospice care plan; 
or 

( e) services supplied to family members who are not 
Covered Persons. 

Hospital Charges: We cover charges for Hospital semi-
private room and board and Routine Nursing Care when it 
is provided to You by a Hospital on an Inpatient basis. But 
We limit what We pay as shown in the "Schedule of 
Benefits". And We cover other Hospital services and sup-
plies provided to You during the Inpatient confinement, 
including Surgery. However, We do not cover specialist 
consultations in a Hospital. 

If You incur charges as an Inpatient in a Special Care 
Unit, We cover the charges the same way We cover charges 
for any illness. 

We also cover Outpatient Hospital services, including 
services provided by a Hospital Outpatient clinic. 

We cover emergency room treatment only if such treat-
ment subsequently results in Your admission to a Hospital. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are Non-Covered Expenses. This 
Policy contains penalties for noncompliance that will reduce 
what We pay for Hospital charges. See the section of this 
Policy called "Utilization Review" for details. 

We also cover charges for a mother who is insured under 
this Policy and a newborn dependent for a minimum of 48 
hours of in-patient care in a Hospital following a vaginal 
delivery or a minimum of 96 hours of in-patient Hospital 
care following a Cesarean Section delivery. These covered 
charges are not subject to the Medically Necessary and 
Appropriate requirements of this Policy. However, these 
charges are subject to either the attending Practitioner 
determining that in-patient care is medically necessary or 
the mother requesting the in-patient care. 

Nutritional Counseling: Subject to Our advance written 
approval, We cover charges for nutritional counseling for 
management of disease entities which have a specific diag-
nostic criteria that can be verified. The nutritional counsel-
ing must be prescribed by a Practitioner, and provided by a 
Practitioner. Charges for Nutritional Counseling which are 
not Pre-approved by Us are Non-Covered Charges. 

DEPT. OF INSURANCE 

Practitioner Charges for Nonsurgical Care and Treatment: 
We only cover Practitioner charges for nonsurgical care and 
treatment of an Illness or Accidental Injury under Primary 
Care Services. See the "Schedule of Benefits" and "Pri-
mary Care Services" sections of this Policy. 

Practitioner Charges for Surgery: We cover Practitioner 
charges for surgery including Assistant Surgeon charges 
which are Medically Necessary and Appropriate. But, we 
do not cover charges for cosmetic surgery. 

Outpatient Hospital Services: We cover Outpatient Hospi-
tal services and supplies provided in connection with cov-
ered Admission Review and Preadmission Testing, Surgery, 
Chemotherapy, Radiation Therapy and Accidental Injury 
(but only if the treatment is given within 72 hours of an 
Accident). All services are covered only if You comply with 
the "Utilization Review" section of this Policy. 

Outpatient Surgical Center Charges: We cover charges 
made by an Outpatient Surgical Center in connection with 
covered Surgery. 

Pre-Admission Test Charges: We cover Pre-admission 
Testing needed for a planned Hospital admission or Sur-
gery. We cover these tests if: (a) the tests are done within 
seven days of the planned admission or Surgery; and (b) the 
tests are accepted by the Hospital in place of the same post-
admission tests. 

We do not cover tests that are repeated after admission 
or before Surgery, unless the admission or Surgery is de-
ferred solely due to a change in Your health. 

Pregnancy: This Policy pays benefits for services in connec-
tion with pregnancies, including but not limited to: vaginal 
and cesarean delivery, and pre-natal and post-natal care. 
The charges We cover for a newborn Child are explained 
above. 

Rehabilitation Center: Subject to our advance written ap-
proval, when rehabilitation care can take the place of Inpa-
tient care in a Hospital, We cover such care furnished to 
You in a Rehabilitation Center on the basis of two Rehabili-
tation Center days in exchange for each Inpatient Hospital 
day relinquished. We will pay for two Rehabilitation Cen-
ter days in exchange for each Inpatient Hospital day relin-
quished, per Benefit Period. And We cover other Rehabili-
tation Center services and supplies provided to You during 
the Inpatient confinement. 

Second Opinion Charges: We cover Practitioner charges for 
a second opinion and charges for related x-rays and tests 
when You are advised to have Surgery or enter a Hospital. 
If the second opinion differs from the first, We cover 
charges for a third opinion. If You fail to obtain a second 
(or third) opinion when We require one, Your benefits will 
be reduced. See the section of this Policy called "Utiliza-
tion Review" for details. 
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Skilled Nursing Center: Subject to Our advance written 
approval, when Skilled Nursing Care can take the place of 
Inpatient care, We cover such care furnished to You in a 
Skilled Nursing Center on the basis of two Skilled Nursing 
Center days in exchange for each Inpatient Hospital day 
relinquished. We cover all services or supplies, such as: 
any diagnostic or therapeutic service, including surgical ser-
vices performed in a Hospital Outpatient department, an 
office or any other licensed health care Facility, provided 
such service is administered in a Skilled Nursing Center. 

X-Rays and Laboratory Tests: We cover Inpatient and 
Outpatient x-rays and laboratory tests to treat an Illness or 
Accidental Injury. But, except as covered under the "Pri-
mary Care Services" section of this Policy, We do not pay 
for x-rays and tests done as part of routine physical chec-
kups. 

VII. CHARGES COVERED WITH 
SPECIAL LIMITATIONS 

Pre-Existing Condition Limitations: We do not cover ser-
vices for Pre-Existing Conditions until You have been cov-
ered by this Policy for twelve months. See the "Defini-
tions;' section of this Policy for the definition of a Pre-
Existing Condition. 

We waive this limitation for Your Pre-Existing Condition 
if, under a prior group or individual health benefits plan 
delivered or issued for delivery in the United States, with no 
more than 30 days lapse in coverage, You have been treated 
or diagnosed by a Practitioner for a condition under that 
plan or satisfied a 12 month Preexisting Condition limitation 
for a condition covered by that plan. Similarly, we will 
credit the time You were previously covered under a group 
or individual health benefits plan delivered or issued for 
delivery in the United States for a condition covered by that 
Plan, if the previous coverage was continuous to a date not 
more than 30 days prior to the effective date of this Policy. 

This limitation does not affect benefits for other unrelat-
ed conditions, birth defects in a covered Dependent Child 
or complications of pregnancy as defined in N.J.A.C. 
11:1-4.3. Additionally, this limitation does not apply to any 
new benefits mandated by statute or regulation once you 
have satisfied one Pre-Existing Condition Limitation 
through elapsed time, waiver and/or credit. 

Primary Care Services: We will cover up to $100 per 
Covered Person per Benefit Period, up to a maximum of 
$300 per family per Benefit Period, for routine physical 
examinations, Diagnostic Services, vaccinations, inocula-
tions, x-ray, mammography, pap smear, screening tests relat-
ed to Primary Care Services and Nicotine Dependence 
Treatment. However, no benefits are available beyond the 
maximums stated above. 

These charges are not subject to Deductibles or Coinsur-
ance. 
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Therapy Services: We cover Inpatient and Outpatient Che-
motherapy and Radiation Therapy. We cover other Thera-
py Services only on an Inpatient basis. But We do not 
cover Dialysis Treatment. 

[Transplants: We cover Medically Necessary and Appropri-
ate services and supplies for: 

**[(a) Autologous Bone Marrow Transplant and associated 
dose-intensive chemotherapy but only if performed 
by institutions approved by the National Cancer 
Institute or pursuant to protocols consistent with 
the guidelines of the American Society of Clinical 
Oncologists. 

(b) Peripheral blood stem cell transplants but only if 
performed by institutions approved by the National 
Cancer Institute or pursuant to protocols consistent 
with the guidelines of the American Society of 
Clinical Oncologists.] 

**NOTE TO CARRIERS: P.L. 1995 c.100 requires that 
Autologous Bone Marrow Transplants, associated dose-inten-
sive chemotherapy and peripheral blood stem cell transplants 
coverage as set forth in the option which includes (a) and (b) 
be offered to New Jersey residents. You may offer the coverage 
by including this option in all of Your New Jersey Individual . 
Health Coverage Plans (in which case you must use the above 
language) or you may offer the coverage as an optional rider 
utilizing Exhibit R to N.J.A.C. (in which case there will be no 
change). 

Transplant services must be authorized by Us. Please see 
the section called "Utilization Review" for details on how to 
confirm that Your transplant will be a Covered Charge.] 

VIII. UTILIZATION REVIEW 
THE DECISIONS MADE BY OUR REPRESENTA-

TIVE(S) IN THIS UTILIZATION REVIEW PROGRAM 
ARE INTENDED ONLY TO DETERMINE THE EXTENT 
OF REIMBURSEMENT FOR A SERVICE. 

OUR PAYMENT WILL BE REDUCED FOR NONCOM-
PLIANCE WITH THE PROVISIONS SET FORTH IN 
THIS SECTION. 

A. IF YOU OR YOUR PRACTITIONER DO NOT RE-
QUEST OUR AUTHORIZATION, OR IF WE ASK 
YOU TO OBTAIN A SECOND AND/OR THIRD 
OPINION FOR PERFORMANCE OF A SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION, AND 
YOU EITHER DO NOT OBTAIN SUCH OPINION(S), 
OR YOU DO NOT OBTAIN ONE CONFIRMING 
OPINION FROM EITHER THE SECOND OR THIRD 
OPINION, WE WILL REDUCE ANY PAYMENT WE 
MAKE BY 50% PROVIDED WE DETERMINE THE 
HOSPITAL ADMISSION, PROCEDURE, SERVICE 
OR SUPPLIES WERE MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT 
PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NEC-
ESSARY . AND APPROPRIATE, WE WILL NOT 
MAKE ANY PAYMENT. 
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B. IF YOU OBTAIN A SECOND AND THIRD OPIN-
ION FOR PERFORMANCE OF A SURGICAL PRO-
CEDURE OR HOSPITAL ADMISSION, AND NEI-
THER OF THE OPINIONS CONFIRM THE NEED 
FOR THE PROCEDURE OR HOSPITALIZATION 
AND YOU PROCEED WITH THE PROCEDURE 
OR HOSPITALIZATION, WE WILL NOT PAY FOR 
THE PROCEDURE OR HOSPITALIZATION NOR 
ANY ASSOCIATED PRACTITIONER (INCLUDING 
FACILITY) CHARGES. 

C. NO REDUCTION IN BENEFITS OR PAYMENT 
WILL BE APPLIED PURSUANT TO THIS SEC-
TION IF, FOLLOWING AN INITIAL DETERMINA-
TION BY US THAT WE WILL NOT AUTHORIZE A 
HOSPITAL ADMISSION OR PROCEDURE, SER-
VICES OR SUPPLIES, YOU REQUEST RECON-
SIDERATION OF OUR DECISION AND WE SUB-
SEQUENTLY DETERMINE THAT THE HOSPITAL 
ADMISSION OR PROCEDURE, SERVICES OR 
SUPPLIES WERE MEDICALLY NECESSARY AND 
APPROPRIATE IN SUCH AN EVENT, WE WILL 
MAKE PAYMENT AS OTHERWISE PROVIDED IN 
THIS POLICY. 

YOU WILL BE RESPONSIBLE FOR PAYING TO THE 
PROVIDER THE AMOUNT OF ANY REDUCTION OF 
BENEFITS (IN ADDITION TO ANY OTHER PAYMENTS 
YOU ARE REQUIRED TO MAKE UNDER THIS POLI-
CY.) 

The maximum reduction of benefits under this provision 
for failure to comply with any of the requirements set forth 
will be 50% unless we determine that the hospital admis-
sion, procedure, service or supply were not Medically Neces-
sary and Appropriate. 

Any reduction of benefits under this provision is subject 
to Your rights under the "Claims Appeal" section of the 
"Claims Procedure" provision of this Policy. 

STEP I-Request For Care Preapproval 

If Your Practitioner recommends that You (a) be admit-
ted, for any reason, as an Inpatient; or (b) undergo any of 
the Surgical procedures or receive other services or supplies 
listed below, You must first obtain Our authorization to 
Determine whether We agree that the hospitalization, pro-
cedures or other services and supplies are Medically Neces-
sary and Appropriate. 

Failure to notify Us of the procedures, services or sup-
plies as provided in Step 2 below, will not affect Our 
payment if We Determine that notice was given to Us as 
soon as was reasonably possible. 

In some instances, before We authorize a hospitalization 
or the performance of a surgical procedure listed, We may 
require a second and/or third opinion. See "Step 3" and 
"Step 4" below. 

DEPT. OF INSURANCE 

Our authorization is valid for 30 days. If the hospitaliza-
tion, procedure, service or use of the supply does not occur 
as planned, You or Your Practitioner must contact Us to 
renew the authorization. If the authorization is not re-
newed, We will consider the hospitalization, procedure, 
service or supply as not authorized. 

If You or Your Practitioner obtain Our authorization for 
one of the listed ,procedures, We, in consultation with Your 
Practitioner, will authorize the appropriate setting (Inpatient 
or Outpatient) for the proposed procedure. If We approve 
an Inpatient admission, You or Your Practitioner may 
proceed with the admission and Our Payment will not be 
affected. IF WE DO NOT AUTHORIZE AN INPATIENT 
ADMISSION AND YOU PROCEED WITH THAT ADMIS-
SION, ANY PAYMENT FOR FACILITY CHARGES WILL 
BE REDUCED BY 50%. However, no reduction will apply 
if, following an initial Determination by Us that We will not 
authorize an in-patient admission, You request reconsidera-
tion of Our Determination and We subsequently Determine 
the in-patient admission to have been Medically Necessary 
and Appropriate, we will make payment as otherwise pro-
vided in this policy. 

PROCEDURES, SERVICES AND SUPPLIES 
REQUIRING PREAPPROVAL 

SURGICAL PROCEDURES 

Adenoidectomy 

Arthroscopy 

Bunionectomy 

Carpal Tunnel Surgery 

Cesarean Section 

Cholecystectomy 

Coronary Artery Angioplasty 

Coronary Artery Bypass Graft 

Esophagoscopy 

Excision of Intervertebral Disk 

Gastroduodenoscopy 

Hip Replacement 

Hysterectomy 

Knee Replacement 

Lower Back Surgery 

Mastectomy 
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Meniscectomy 

Myringotomy 

Pacemaker Implantation 

Prostatectomy 

Rhinoplasty 

Septectomy with Rhinoplasty 

Tonsillectomy 

Tubal Transection and/or Ligation 

Tympanoplasty 

· Tympanotomy Tube 

MEDICAL PROCEDURES 

Lower Back Medical Care 

DIAGNOSTIC PROCEDURES 

Cardiac Catheterization 

CAT SCAN 

Cystoscopy 

Magnetic Resonance Imaging 

OTHER SERVICES AND SUPPLIES 

Home Health Care 

Skilled Nursing Car,e 

Maternity Care (See STEP 2(a)) 

Hospice Care 

Infusion Therapy 

STEP 2-Notice Requirements 

If We are notified within the required time and We 
Determine that the procedures, services or supplies are 
Medically Necessary and Appropriate, Our Payment will not 
be affected. IF WE ARE NOT NOTIFIED WITHIN THE 
TIME SPECIFIED, WE WILL REDUCE ANY PAYMENT 
BY50%. 

(a) For Non-Medical Emergency hospitalizations, proce-
dures, services or supplies listed above, You or Your 
Practitioner must contact Us at least 3 days prior to 
admission, treatment or purchase to obtain Our au-
thorization. We will provide You or Your Practition-
er with Our Determination within those 3 days. 
However, for maternity care, You or Your Practition-
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er must contact Us within the first 12 weeks of 
medical confirmation of a pregnancy. We will send 
You cir Your Practitioner Our acknowledgement of 
the pregnancy within 7 days. 

(b) For Medical Emergency hospitalizations, procedures, 
services or supplies You or Your Practitioner must 
contact Us within 48 hours or on the next business 
day (whichever is later), from the commencement of 
hospitalization, treatment, or use of supplies, which-
ever is later, to obtain Our authorization. We will 
provide You or Your Practitioner with Our Determi-
nation within 48 hours. 

(c) For Continued Confinement as an Inpatient beyond 
the time authorized, You or Your Practitioner must 
contact us at least 1 full day, i.e. 24 hours, prior to 
the preapproved discharge date, for additional autho-
rization. We will provide You or Your Practitioner 
with Our Determination within those 24 hours. 

In the event We are not able to provide You or Your 
Practitioner with a Determination within the time frames 
stated, We will tell You and Your Practitioner before the 
mid-point of the time stated, or the next business day, 
whichever is later, as well as put in writing to You, what 
specific information is needed to make that Determination. 
In the event We do not respond to You or Your Practitioner 
within these time frames, We will not apply the 50% reduc-
tion of benefits as allowed by this Utilization Review section 
to Covered Charges incurred between the time You or Your 
Practitioner notify Us and We respond to You. 

In the event We do not authorize the hospitalization, 
procedure, service or supplies, We will send You a written 
statement within 7 days, explaining the specific reasons for 
denial of the authorization. Any such denial of Our autho-
rization is subject to Your rights under the "Claims Appeal" 
section of the "Claims Procedure" provision of this Policy. 

Failure to notify Us of the procedures, services or sup-
plies listed above will not affect Our payment if We Deter-
mine that notice was given to Us as soon as was reasonably 
possible. 

No reduction in benefits or payment will be applied 
pursuant to this section if, following an initial Determina-
tion by Us that We will not authorize a hospital admission 
or procedure, services or supplies, You request reconsidera-
tion of Our Determination and We subsequently Determine 
that the hospital admission or procedure, services or sup-
plies are Medically Necessary and Appropriate. In such an 
event, We will make payment as otherwise provided in this 
policy. 

STEP 3-Obtaining a Second Opinion 

You may always obtain a second opinion when You are 
advised to have Surgery or be hospitalized. We may re-
quire that You obtain a second opinion if We Determine 
that it is necessary in order for Us to authorize a surgical 
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procedure or hospital admission. If We Determine that a 
second opinion is necessary, We may arrange for the second 
opinion consultation. Regardless of whether the second 
opinion is at Our request or Yours, We will pay for the 
consultation and for any Diagnostic Services and Pre-Ad-
mission Testing necessary for the second opinion, subject to 
all Policy limitations and exclusions. · 

If the second opinion confirms the need for a surgical 
procedure, We, in consultation with Your Practitioner, will 
authorize the appropriate setting (Inpatient or Outpatient) 
for the proposed procedure. If We approve an Inpatient 
admission, You or Your Practitioner may proceed with the 
admission and Our payment will not be affected. 

IF YOU DO NOT OBTAIN A SECOND OPINION 
WHICH WE ASK YOU TO OBTAIN FOR AN INPATIENT 
ADMISSION OR PERFORMANCE OF THE PROCE-
DURE AND IF YOU PROCEED WITH THAT ADMIS-
SION AND/OR PERFORMANCE OF THE PROCEDURE, 
ANY PAYMENT FOR FACILITY CHARGES AND/OR 
PERFORMANCE OF THE PROCEDURE WILL BE RE-
DUCED BY 50% PROVIDED WE DETERMINE THE 
HOSPITALIZATION OR PERFORMANCE OF THE SUR-
GICAL PROCEDURE WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE SURGICAL PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NECES-
SARY AND APPROPRIATE, WE WILL NOT MAKE ANY 
PAYMENT. 

A confirming second opinion is valid for 90 days. If You 
do not undergo the surgical procedure or become hospital-
ized within that time, You or Your Practitioner must notify 
Us and renew the confirming opinion prior to the hospital 
admission or the procedure being performed. If the con-
firming opinion is not renewed, We may consider the con-
firming opinion not authorized. 

If the second opinion does not confirm the need for the 
surgical procedure or hospital admission, You may obtain or 
We may require You obtain a third opinion. 

STEP 4--0btaining a Third Opinion 

If you obtained a second opinion and it did not confirm 
the need for the surgical procedure or hospital admission, 
You may obtain or We may require You to obtain a third 
opinion. Regardless of whether the third opinion is at Our 
request or Yours, We will pay for the consultation and for 
any Diagnostic Services and Pre-Admission Testing neces-
sary for the third opinion, subject to all Policy limitations 
and exclusions. 

IF NEITHER THE SECOND NOR THIRD OPINIONS 
CONFIRM THE NEED FOR THE SURGICAL PROCE-
DURE OR HOSPITAL ADMISSION AND YOU PROCEED 
WITH THE PROCEDURE OR HOSPITALIZATION, WE 
WILL NOT PAY FOR THE PROCEDURE OR HOSPITAL-
IZATION NOR ANY ASSOCIATED PRACTITIONER (IN-
CLUDING FACILITY) CHARGES. 

DEPT. OF INSURANCE 

IF YOU DO NOT OBTAIN A THIRD OPINION WHICH 
WE HAVE ASKED YOU TO OBTAIN, OUR PAYMENT 
FOR THE PROCEDURE OR HOSPITALIZATION WILL 
BE REDUCED BY 50% PROVIDED WE DETERMINE 
THE PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE PROCEDURE OR THE HOSPI-
TALIZATION WAS NOT MEDICALLY NECESSARY AND 
APPROPRIATE, WE WILL NOT MAKE ANY PAYMENT. 

A confirming third opinion is valid for 90 days. If you do 
not undergo the procedure or become hospitalized within 
that time, You or Your Practitioner must notify Us and 
renew the confirming opinion prior to the procedure being 
performed or the hospitalization. If the confirming opinion 
is not renewed, We may consider the confirming opinion not 
authorized. 

IX. ALTERNATE TREATMENT 
Important Notice: No Covered Person is required, in any 

way, to accept an Alternate Treatment Plan recommended 
by [Carrier]. 

Definitions 

"ALTERNATE TREATMENT" means those services and 
supplies which meet both of the following tests: 

a. They are determined, in advance, by Us to be Medi-
cally Necessary and Appropriate and cost effective in 
meeting the long term or intensive care needs of a 
Covered Person in connection with a Catastrophic 
Illness or Injury or in completing a course of care 
outside of the acute hospital setting, for example 
completing a course of IV antibiotics at home. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under the 
Policy. 

"CATASTROPHIC ILLNESS OR INJURY" means one of 
the following: 

a. head injury requiring an Inpatient stay 
b. spinal cord Injury 
c. severe burn over 20% or more of the body 
d. multiple injuries due to an accident 
e. premature birth 
f. CV A or stroke 
g. congenital defect which severely impairs a bodily 

function 
h. brain damage due to either an accident or cardiac 

arrest or resulting from a surgical procedure 
i. terminal Illness, with a prognosis of death within 6 

months 
j. Acquired Immune Deficiency Syndrome (AIDS) 
k. chemical dependency 
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1. any other Illness or Injury determined by Us to be 
catastrophic. 

Alternate Treatment Plan 

We will identify cases of Catastrophic Illness or Injury. 
The appropriateness of the level of patient care given to a 
Covered Person as well as the setting in which it is received 
will be evaluated. In order to maintain or enhance the 
quality of patient care for the Covered Person, We will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by Us through discussion and agreement 
with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. Us. 

The Alternate Treatment Plan includes: 

a. treatment plan objectives; 
b. course of treatment to accomplish the stated objec-

tives; 
c. the responsibility of each of the following parties in 

implementing the plan: 
•Us 
• attending Practitioner 
• Covered Person · 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If We, the attending Practitioner, and the Covered Person 
agree [in writing,] on an Alternate Treatment Plan, the 
services and supplies required in connection with such Al-
ternate Treatment Plan will be considered as Covered 
Charges under the terms of the Policy. 

The agreed upon Alternate Treatment must be ordered 
by the Covered Person's Practitioner. 

Benefits payable under the Alternate Treatment Plan will 
be considered in the accumulation of any Calendar Year 
and Per Lifetime maximums. 

Exclusions 

Alternate Treatment does not include services and sup-
plies that We Determine to be Experimental or Investiga-
tional. 

[X. CENTERS OF EXCELLENCE 

Important Notice: No Covered Person is required, in any 
way, to receive medical care and treatment at a Center of 
Excellence. 

11:20 App. 

Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with Us to provide health benefit services 
for specific procedures. [The Centers of Excellence are 
identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review 
of past and present medical records and current x-ray and 
laboratory results by the Center of Excellence to determine 
whether the Covered Person is an appropriate candidate for 
the Procedure. 

"Procedure" means one or more surgical procedures or 
medical therapy performed in a Center of Excellence. 

Covered Charges 

In order for charges to be Covered Charges, the Center of 
Excellence must: 

a. perform a Pre-Treatment Screening Evaluation; 
and 

b. determine that the Procedure is Medically Neces-
sary and Appropriate for the treatment of the 
Covered Person. 

Benefits for services and supplies at a Center of Excel-
lence will be subject to the terms and conditions of the 
Policy. [However, the requirements of the "Utilization 
Review" section will not apply.]] 

X. [XI.] EXCLUSIONS 
THE FOLLOWING ARE NOT COVERED CHARGES 

UNDER THIS POLICY. WE WILL NOT PAY FOR ANY 
CHARGES INCURRED FOR, OR IN CONNECTION 
WITH: 

Acupuncture, except for use as an anesthesia when the usual 
method of anesthesia is not Medically Necessary and Appro-
priate. 

Alcoholism. 

Ambulance-air, water, ground and rail. 

Any charge to the extent it exceeds Our Allowance. 

Any therapy not included in Our definition of Therapy 
Services. 

Artificial drugs and surgical procedures designed to enhance 
fertility, including, but not limited to, in-vitro fertilization, 
in-vivo fertilization or gamete-intra-fallopian-transfer 
(GIFT), and surrogate motherhood. 

Blood or blood plasma which is replaced by You. 

Broken appointments. 
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Christian Science. 

Completion of claim forms. 

Conditions related to behavior problems or learning disabili-
ties. 

Cosmetic Surgery, unless it is required as a result of an 
Accidental Injury sustained while covered under this Policy 
or to correct a functional defect resulting from a congenital 
abnormality or developmental anomaly; complications of 
cosmetic Surgery; drugs prescribed for cosmetic purposes. 

Custodial Care or domiciliary care. 

Dental care or treatment, including appliances. 

Dose-Intensive Chemotherapy, except as otherwise stated in 
this Policy. 

Dialysis treatment. 

Durable Medical Equipment. 

Education or training while You are confined in an institu-
tion that is primarily an institution for learning or training. 

Experimental or Investigational treatments, procedures, hos-
pitalizations, drugs, biological products or medical devices 
[except as otherwise stated in this Policy]. 

Extraction of teeth, including bony impacted teeth. 

Eye examinations to determine the need for ( or changes of) 
eyeglasses or lenses of any type; eyeglasses, contact lenses, 
and all fittings, except as otherwise specified in this Policy; 
surgical treatment for the correction of a refractive error 
including, but not limited to, radial keratotomy. 

Facility charges (e.g., operating room, recovery room, use of 
equipment) when billed for by a Provider that is not an 
eligible Facility. 

Hearing aids, and hearing exams to determine the need for 
hearing aids or the need to adjust them. 

Herbal medicine. 

Hypnotism. 

Illness or Accidental Injury which is covered or could have 
been covered for benefits provided under workers' compen-
sation, employer's liability, occupational disease or similar 
law. 

Local anesthesia charges billed separately by a Practitioner 
for Surgery he or she performed on an Outpatient basis. 

Marriage, career or financial counseling, sex therapy or 
family therapy. 

DEPT. OF INSURANCE 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Mental or Nervous Conditions. 

Methadone maintenance. 

Nicotine Dependence Treatment except as provided for 
under Primary Care Services. 

Non-Prescription Drugs or supplies, except: 

a. insulin needles and syringes and glucose test strips 
and lancets; and 

b. colostomy bags, belts, and irrigators. 

Nutritional counseling and related services except as other-
wise stated in this Policy. 

Outpatient Prescription Drugs. 

Pre-Existing Conditions, for the first 365 days of coverage in 
effect for You and Your Dependents. 

Private-Duty Nursing. 

Rest or convalescent cures. 

Room and board charges for any period of time during 
which You were not physically present in the room. 

Routine examinations or preventive care, including related 
x-rays and laboratory tests, except as otherwise stated in this 
Policy; pre-marital or similar examinations or tests not 
required to diagnose or treat Illness or Accidental Injury. 

Routine Foot Care, except: 

a. an open cutting operation to treat weak, strained, flat, 
unstable or unbalanced feet, metatarsalgia or bunions; 

b. the removal of nail roots; and 
c. treatment or removal of corns, calluses or toenails in 

conjunction with the treatment of metabolic or pe-
ripheral vascular disease. 

Self-administered services such as: biofeedback, patient-
controlled analgesia, related diagnostic testing, self-care and 
self-help training. 

Services or supplies: 
-eligible for payment under either federal or state programs 

(except Medicaid.) This provision applies whether or not 
You assert Your rights to obtain such coverage or payment 
for services; 

-for which a charge is not usually made, such as a Practi-
tioner treating a professional or business associate, or 
services at a public health fair; 

-for which You would not have been charged if You did not 
have health care coverage; 
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Services or supplies: 
-for Your personal convenience or comfort, including, but 

not limited to, such items as TVs, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas 
and hot tubs; 

-for which the Provider has not received a certificate of 
need or such other approvals as are required by law; 

-furnished by one of the following members of Your family: 
spouse, child, parent, in-law, brother or sister; 

-in an amount greater than a Reasonable and Customary 
charge; 

-needed because You engaged, or tried to engage, in an 
illegal occupation or committed, or tried to commit, a 
felony; 

-provided by or in a government hospital unless the services 
are for treatment: (a) of a non-service Medical Emergen-
cy; or (b) by a Veterans' Administration hospital of a non-
service related Illness or Accidental Injury; or the hospital 
is located outside of the United States and Puerto Rico; or 
unless otherwise required by law; 

-provided by or in any locale outside the United States 
other than in the case of a Medical Emergency, unless 
received by a Dependent who is attending an accredited 
school in a foreign country, under the terms stated in the 
definition of Dependent; 

-provided by a licensed pastoral counselor in the course of 
the counselor's normal duties as a pastor or minister; 

-received as a result of: war, declared or undeclared; police 
actions; service in the armed forces or units auxiliary 
thereto; or riots or insurrection; 

-rendered prior to Your Effective Date of coverage or after 
Your termination date of coverage under this Policy; 

-which are specifically limited or excluded elsewhere in this 
Policy; 

-which are not Medically Necessary and Appropriate except 
as otherwise stated in this Policy; or 

-which You are not legally obligated to pay .. , 

Special medical reports not directly related to Your treat-
ment ( e.g., employment physicals, reports prepared in con-
nection with litigation). 

Stand-by services required by a Provider. 

Sterilization reversal. 

Substance Abuse. 

Surgery, sex hormones, and related medical and psychiatric 
services to change Your sex; services and supplies arising 
from complications of sex transformation and treatment for 
gender identity disorders. 

Telephone consultations, except as We may request. 

Transplants, and non-human organ transplants [except as 
otherwise stated in this Policy]. 

TMJ Syndrome: dental treatment of TMJ Syndrome, in-
cluding, but not limited to, crowns, bridgework and intraoral 
prosthetic devices. 

Transportation; travel. 
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Vision therapy, vision or visual acuity training, orthoptics 
and pleoptics. 

Vitamins and dietary supplements. 

Weight reduction or control, unless there is a diagnosis of 
morbid obesity; special foods, food supplements, liquid 
diets, diet plans or any related products. 

Wigs, toupees, hair transplants, hair weaving or any drug 
used to eliminate baldness. 

XI. [XII.] CLAIMS PROCEDURES 
Your right to make a claim for any benefits provided by 

this Policy is governed as follows: 

You or Your Provider must send Us written notice of a 
claim. This notice should include Your name and Policy 
number. If the claim is being made for one of Your 
covered Dependents, the Dependent's name should also be 
noted. A separate claim form is needed for each claim 
submitted. 

Proof of Loss: We will furnish you with forms for filing a 
proof of loss within 15 days of receipt of notice. But if We 
do not furnish the forms on time, We will accept a written 
description and adequate documentation of the Accidental 
Injury or Illness that is the basis of the clain1 as proof, 
including an itemized bill with patient identification, diagno-
sis, Provider name and license number, type of service and 
amount of charge for service. You or Your Provider must 
detail the nature and extent of the claim being made. You 
or Your Provider must send Us written proof of loss within 
90 days of the Covered Charge being incurred. 

Late Notice of Proof: We will not void or reduce a claim if 
You cannot send Us notice and proof of loss immediately. 
But You or Your Provider must send Us notice and proof 
as soon as reasonably possible, but in no event later than 
one year following the date the proof of loss was otherwise 
required. 

Payment of Benefits: We will pay all benefits to which You 
and Your Dependents are entitled as soon as We receive 
due written proof of loss. 

We pay all benefits to Your Provider or You, if You are 
living. If You are not living, We have the right to pay 
benefits to one or more of the following: (a) Your benefi-
ciary; (b) Your estate; ( c) Your spouse; ( d) Your Parents; 
(e) Your Children; (f) Your brothers and sisters; and (g) 
any unpaid Provider of health care services. 

When You file a proof of loss, We may[, subject to Your 
written instructions to the contrary,-optional for health 
service corporations] pay health care benefits to the Provid-
er who provided the service for which benefits became 
payable. But We cannot tell You which Provider You must 
use. 

20-59 Supp. 2-20-96 



11:20 App. 

Claims Appeal: If We decline Your claim in whole or in 
part, We will send You an explanation of benefits in writing. 
Within 60 days after receiving Our written notice of declina-
tion, You may request that We reconsider any portion of 
the claim for which You believe benefits were wrongly 
declined. Your request for reconsideration must be in 
writing, and include: 

(a) name( s) and address( es) of patient and Policyhold-
er; 

(b) Policyholder's [identification] number; 
(c) date of service; 
( d) claim number; 
( e) Provider's name; and 
(f) why the claim should be reconsidered. 

You may, within 45 days of Our receipt of Your request 
for reconsideration, review pertinent documents at Our 
office during regular business hours. We may require writ-
ten releases if We Determine the information to be sensitive 
or confidential. 

You may also, within 45 days of Our receipt of Your 
request for reconsideration, submit to Us issues and com-
ments and any additional pertinent medical information. 

We will give You a written decision within 60 days after 
We receive Your request for review. That written decision 
will indicate the reasons for the decision and refer to the 
Policy provision(s) on which it was based. 

In special circumstances, We may Determine that addi-
tional time is necessary to make a decision. We will let 
You know if this happens but it will never be more than 120 
days from the date after We receive Your request for 
review. 

Limitations of Actions: You cannot bring a legal action 
against this Policy until 60 days from the date You file proof 
of loss. And You cannot bring legal action against this 
Policy after three years from the date You file proof of loss. 

XII. [XIII.] RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

"Reasonable pro-rata Expenses" are those costs such as 
lawyers fees and court costs, incurred to effect a third party 
payment, expressed as a percentage of such payment. 

"Third Party" means anyone other than Us or a Covered 
Person. 

If a Covered Person makes a claim to Us for benefits 
under this Policy prior to receiving payment from a Third 
Party or its insurer, the Covered Person must agree, in 
writing, to repay Us from any amount of money they receive 
from the Third Party, or its insurer for an Illness or 
Accidental Injury. 

DEPT. OF INSURANCE 

We will only require such payment when the amounts 
received through such settlement, judgment or otherwise, 
are specifically identified as amounts paid for health bene-
fits for which We paid benefits and these amounts were not 
otherwise deducted from an award, judgement or settlement 
in a civil action, brought in a court of this State, pursuant to 
N.J.S.A. 2A:15-97. 

The repayment will be equal to the amount of benefits 
paid by Us. However, the Covered Person may deduct the 
reasonable pro-rata expenses, incurred in effecting the third 
party payment from the repayment to Us. 

We shall require the return of health benefits paid for an 
Illness or Accidental Injury, up to the amount a Covered 
Person receives for that Illness or Accidental Injury through: 

a. a Third Party settlement; 
b. a satisfied judgment; or 
c. other means. 

The repayment agreement shall be binding upon the 
Covered Person whether: 

a. the payment received from the Third Party, or its 
insurer, is the result of a legal judgment, an arbitra-
tion award, a compromise settlement, or any other 
arrangement, or 

b. the Third Party, or its insurer, has admitted liability 
for the payment. 

We will not pay any benefits under this Policy to or on 
behalf of a Covered Person, who has received payment from 
a Third Party, or its insurer for past or future charges for an 
Illness or Accidental Injury, resulting from the negligence, 
intentional act, or no-fault tort liability of a Third Party. 

This provision shall not be construed or applied so as to 
require the return of any benefits properly paid by an 
insurer or entity other than Us where the payment of those 
benefits was made pursuant to some other applicable State 
or Federal law and that other law precludes repayment. 

XIII. [XIV.] GENERAL PROVISIONS 
THE POLICY 

The entire Policy consists of: 

(a) the forms shown in the Table of Contents as of the 
Effective Date; 

(b) the Policyholder's application, a copy of which is 
attached to the Policy; 

(c) any riders, endorsements or amendments to the 
Policy; and 

( d) the individual applications, if any, of all Covered 
Persons. 

STATEMENTS 
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No statement will void the insurance. or be used in 
defense of a claim under this Policy. unless it is contained in 
a writing signed by You, and We furnish a copy to You or 
Your beneficiary. 

All statements will be deemed representations and not 
warranties. 

l'.\'CONTESTABILITY OF THE POLICY 

There will be no contest of the validity of the Policy, 
except for not paving premiums. after it has been in force 
for two vear~. 

No statement in any application. except a fraudulent 
swtement. made lw 'l'nu ,hall be u,ed in contesting the 
validit\ of Your i11sur:111ce or in den~•ing a claim for a loss 
incuncd :1ftcr ,uch in~uL111cc ha~ been in force for t\\'O wars 
during YPLII liktinw. 

A\ff'.\D\IE:\T 

The: l'olin i1::,\ l1-.: ,im(·ndcd. 11t all\' 1imc:. \rithnut Your 
c1mst:nt llr th<1t ,if a11,,-1nc: else with a beneficial interest in it. 
The Pulin 11, lldn lll:1\ ch:tngc the tvpe of rnvera!).e under 
this Polic~ :11 itll\ time h, nutil\in!). Us in writing. 

We may make amendments to the Policy upon 30 days' 
notice to the Policyholder. :111d as provided in (b) and (c) 
below. An amendment will not affect benefits for a service 
or supply furnished before the date of change: and no 
change to the benefits under this Policy will be made 
without the approval of the Board. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of the Policy, to extend the time in 
which a Premium may be paid, to make or change a Policy, 
or to bind Us by a promise or representation or by informa-
tion given or received. 

No change in the Policy is valid unless the change is 
shown in one of the following ways: 

(a) it is shown in an endorsement on it signed by an 
officer of [Carrier]. 

(b) if a change has been automatically made to satisfy 
the requirements of any state or federal law that 
applies to the Policy, as provided in the section of 
this Policy called "Conformity With Law," it is 
shown in an amendment to it that is signed by an 
officer of [Carrier]. 

( c) if a change is required by [Carrier], it is accepted by 
the Policyholder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

( d) if a written request for a change is made by the 
Policyholder, it is shown in an amendment to it 
signed by the Policyholder and by an officer of 
[Carrier]. 
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CLERICAL ERROR-MISSTATEMENTS 

No clerical error by Us in keeping any records pertaining 
to coverage under this Policy will reduce Your coverage. 
Neither will delays in making those records reduce it. How-
ever, if We discover such an error or delay, a fair adjust-
ment of Premiums will be made. 

Premium adjustments that involve returning an unearned 
premium to You will be limited to the twelve-month period 
before We received satisfactory evidence that such adjust-
ment should be made. 

If You misstate Your age or any other relevant fact and 
the Premium is affected. a fair adjustment of Premiums \\ ill 
be made. 1f such misstatement affects the anwunt of 
coverage, the true facts will he used in Determining what 
coverage is in force under this Policy. 

TERMINATIO'.\' OF THE POLICY-RE:\EWAL PIH\ I-
LEGE 

During or at Encl of Grace Period-Failure to Pay Premi-
ums: If any Premium is not paid hy the end of its ~race 
period .. the Policv will end when that period encl~. However. 
You mav write to Us. in advance. to ask that the l'ulicv he 
terminated at the end of any period for which Premiums 
have been paid. Then the Policy will end on the date 
requested. 

This Policy will be renewed automatically each year on 
the Anniversary Date, unless coverage is terminated on or 
before the Anniversary Date due to one of the following 
circumstances: 

(a) nonpayment of Premiums; 
(b) fraud or misrepresentation by You or Your Depen-

dents; 
( c) termination of Your eligibility or, with respect to 

Your Dependent, Your Dependent's eligibility; 
(d) You become eligible either for Medicare, Medicaid or 

the date You first become eligible to participate in a 
Group Health Benefits Plan; 

( e) You become covered under another individual health 
benefits plan; 

(f) non-renewal as authorized by the Board. 

Immediate cancellation will occur if You commit fraudu-
lent acts or make misrepresentations with respect to cover-
age of You and Your Dependents. 

TERMINATION OF DEPENDENT COVERAGE 

If You fail to pay the cost of Dependent coverage, Your 
Dependent coverage will end. It will end on the last day of 
the period for which You made the required payments, 
unless coverage ends earlier for other reasons. 
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A Dependent's coverage ends when the Dependent is no 
longer eligible. This happens to a Dependent at 12:01 a.m. 
on the date the Dependent loses eligibility. 

Also, Dependent coverage ends when the Policyholder's 
coverage ends. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain benefits for a limited time. 

OFFSET 

We reserve the right, before paying benefits to You, to 
use the amount of payment due to offset any unpaid 
Premiums or a claims payment previously made in error. 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this Policy. 

OTHER RIGHTS 

This Policy is intended to pay benefits for Covered 
Charges in cash or in kind. It is not intended to provide 
services or supplies themselves, which may, or may not, be 
available. 

We are only required to provide benefits to the extent 
stated in this Policy, its riders and attachments. We have 
no other liability. 

Services and supplies are to be provided in the most cost-
effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropri-
ate employees or companies in administering this Policy. 

We reserve the right to modify or replace an erroneously 
issued Policy. 

We reserve the right to reasonably require that You be 
examined by a Practitioner of Our choice and at Our 
expense while Your claim is pending. 

We reserve the right to obtain, at Our expense, an 
autopsy to determine the cause of Your death if that would 
affect Your claim for benefits. 

Information in Your application may not be used by Us to 
void this Policy or in any legal action unless the application 
or a duplicate of it is attached to this Policy or has been 
furnished to You for attachment to this Policy. 

ASSIGNMENT 

DEPT. OF INSURANCE 

No assignment or transfer by You of any of Your interest 
under this Policy is valid unless We consent thereto. How-
ever, We may, in Our Discretion, pay a Provider directly for ,"' __ _) 
services rendered to You. 

[IN-NETWORK AND OUT-OF-NETWORK PROVIDER 
REIMBURSEMENT 

Payment amounts, as specified in the "Schedule of Bene-
fits", apply to Covered Charges incurred for services ren-
dered or supplies provided by an eligible Provider. 

An In-Network Provider will generally accept Our Allow-
ance plus any Deductible, Coinsurance and Copayment You 
are required to make as payment in full for services ren-
dered or supplies provided. 

Our Allowance for Covered Charges for treatment ren-
dered by An Out-of-Network Provider may be different 
than our In-Network Provider Allowance; also, a Out-of-
Network Provider may bill You for the difference between 
Our Allowance and the Provider's actual charge. 

In no event will Our payment be more than the Provider's 
actual charge.] 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the Policy until 60 days after You file written proof of 
loss. No such action shall be brought more than three years 
after the end of the time within which proof of loss is 
required. 

NOTICES AND OTHER INFORMATION 

Any notices, documents, or other information under the 
Policy may be sent by United States Mail, postage prepaid, 
addressed as follows: 

If to Us: To Our last address on record. 

If to You: To the last address provided by the Covered 
Person on an enrollment or change of address form actually 
delivered to Us. 

RECORDS-INFORMATION TO BE FURNISHED 

We will keep a record of Your benefits. It will contain 
key facts about Your coverage. 

We will not have to perform any duty that depends on 
data before it is received from You in a form that satisfies 
Us. You may correct wrong data given to Us, if We have 
not been harmed by acting on it. 

You must notify Us immediately of any event, including a 
change in eligibility, that may cause the termination of Your 
Coverage. 
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RELEASE OF RECORDS 

By applying for benefits, You agree to allow all Providers 
to give Us needed information about the services and 
supplies they provide. We keep this information confiden-
tial. If a Provider requires special authorization for release 
of records, You agree to provide this authorization. Your 
failure to provide authorization or requested information 
will result in the declination of Your claim. 

As Determined by Us, We may use appropriate non-
employees, subsidiaries, or companies to conduct confiden-
tial medical record review for Our purposes. 

[POLICYHOLDER/PROVIDER RELATIONSHIP 

We are not Providers as defined in this Policy. We 
supply services in connection with conducting the business 
of insurance. This means We make Payment for Covered 
Charges incurred by persons eligible for benefits under this 
Policy. 

We are not liable for any act or omission of any Provider 
nor any injury caused by a Provider's negligence, misfea-
sance, malfeasance, nonfeasance or malpractice. 

We are not responsible for a Provider's failure or refusal 
to render services or provide supplies to persons eligible for 
benefits under this Policy.] 

CONTINUATION OF COVERAGE 

If You die while this Policy is in force for You, Your 
Spouse and Dependents, Your Spouse and Dependents may 
continue coverage under this Policy for 180 days from Your 
date of death, provided that Your Spouse and Dependents 
elect to so continue within 31 days of Your date of death 
and subject to: (a) payment of the Premium when due; and 
(b) the Policy provisions for termination of Spouse and 
Dependents' coverage for reasons other than Your death. 

CONVERSION PRMLEGE 

If Your Spouse loses coverage due to a divorce, Your 
Spouse may apply for Your Spouse's own individual health 
benefits plan. An application must be made within 31 days 
of the occurrence of the divorce. 

If Your Spouse applies for the new coverage within 31 
days of the divorce and meets Our Underwriting Require-
ments, the effective date of the new coverage shall be the 
day following the date the Spouse's coverage under this 
Policy ended. Any Pre-existing Condition limitation or 
other limitation not satisfied by the Spouse under this Policy 
will apply under the new coverage to the extent it remains 
unsatisfied. 

DETERMINATION OF SERVICES 
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If the nature or extent of a given service must be deter-
mined, this Determination is entirely up to Us. 

PAYMENT AND CONDITIONS OF PAYMENT 

For eligible services from an eligible Facility or Practition-
er, We will Determine to pay either You or the Facility or 
Practitioner. 

Payment for all other Covered Charges will be made 
directly to You unless, before submission of each claim, You 
request in writing that Payment be made directly to the 
Provider and We agree to do this. 

Except as provided above, in the event of Your death or 
total incapacity, any Payment or refund due will be made to 
Your heirs, beneficiaries, or trustees. 

If We make Payments to anyone who is not entitled to 
them under this Policy, We have the right to recover these 
Payments from that individual or entity or You. 

PRIMARY RESIDENCE REQUIREMENT 

In order to obtain and continue health care coverage with 
Us, Your Primary Residence must be in New Jersey. We 
reserve the right to require proof of Your Primary Resi-
dence. 

We will cancel this Policy if You move Your Primary 
Residence outside of the State. We will give You at least 
30 days' written notice of the cancellation. 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

When You are the named insured under a motor vehicle 
insurance Policy, You have two options under the terms of 
Your motor vehicle insurance Policy. The option You 
select will also determine coverage of any family member 
covered under that Policy who is not a separate named 
insured under another motor vehicle policy. 

(a) You may choose to have primary coverage for such 
services covered under Your motor vehicle insur-
ance Policy (the Personal Injury Protection or com-
pulsory Medical Payment provisions of a New Jer-
sey motor vehicle insurance Policy or under similar 
provisions of a motor vehicle Policy required by any 
other federal or state no-fault motor vehicle insur-
ance law). 

If You choose this option, We will provide second-
ary coverage in accordance with regulations issued by 
the Department of Insurance. 

(b) You may choose to have primary coverage for such 
services provided by this Policy. 

If You choose this option, We will provide benefits 
for any Covered Charges incurred for the diagnosis 
or treatment of an Accidental Injury or Illness result-
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ing from a motor vehicle accident. However, these 
benefits are subject to the terms, conditions, and 
limits set forth in this Policy. 

In addition, the motor vehicle insurance policy may pro-
vide for secondary benefits in accordance with regulations 
issued by the Department of Insurance. 

If there is a dispute as to primacy between the motor 
vehicle insurance policy and this Policy, this Policy will be 
primary. 

This order of benefit determination does not apply if You 
are enrolled in a government health benefit program which 
provides that it is always secondary, or otherwise will not be 
a primary provider of benefits for motor vehicle injuries. 

CONFORMITY WITH LAW 

If the provisions of the Policy do not conform to the 
requirements of any state or federal law that applies to the 
Policy, the Policy is automatically changed to conform with 
[Carrier's] interpretation of the requirements of that law, as 
approved by the Board. 

GOVERNING LAW 

This entire Policy is governed by the laws of the State of 
New Jersey. 

Amended by R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 504l(b). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(b). 
Amended by R.1995 d.51, effective December 23, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 

EXHIBIT B 
This Policy has been approved by the New Jersey Individ-

ual Health Coverage Program Board as the standard policy 
form for the individual health benefits Plan B. 

Notice of Right to Examine Policy. Within 30 days after 
delivery of this Policy to You, You may return it to Us for a 
full refund of any Premium paid, less benefits paid. The 
Policy will be deemed void from the beginning. 

[CARRIER] 
INDIVIDUAL HEALTH BENEFITS PLAN B 
(New Jersey Individual Health Benefits Plan B) 

Policy Term. The Policy takes effect on [----1, the 
Policy Effective Date. The term of this Policy starts on 
Your Effective Date, may be renewed each year on the 
Anniversary Date, and will end no later than the day before 
the date You first become eligible as set forth in Section II 
of this Policy. But, Your coverage ( and that of Your 
Dependents) may be ended earlier as stated in the Policy. 

DEPT. OF INSURANCE 

Renewal Provision. Subject to all Policy terms and provi-
sions, including those describing Termination of the Policy, 
You may renew and keep this Policy in force by paying the 
Premiums as they become due. We agree to pay benefits 
under the terms and provisions of this Policy. 

Premiums. We may only change the Premium schedule for 
this Policy if We change the Premium schedule for a reason 
permitted under the "Premium Rates and Provisions" sec-
tion, or for everyone whom We cover under this New Jersey 
Individual Health Benefits Plan B. 
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I. DEFINITIONS 
The words shown below have specific meanings when 

used in this Policy. Please read these definitions carefully. 
Throughout the Policy, these defined terms appear with 
their initial letters capitalized. They will help You to 
understand Your benefits under this Policy. Information 
about Your benefits begins on page [22]. 

ADMISSION. See the definition for "Period of Confine-
ment." 

ALCOHOLISM. Abuse of or addiction to alcohol. 

ACCIDENTAL INJURY (OR ACCIDENTALLY INJURED). 
A sudden or unforeseen result of an external agent or 
trauma, independent of illness, which causes injury, includ-
ing complications arising from that injury, to the body, and 
which is definite as to time and place. 

[ALLOWANCE. What We agree to pay a Provider. For 
this Policy, We will generally pay based on the standard 
measure of such Reasonable and Customary charges ap-
proved by the State of New Jersey Individual Health Cover-
age Program Board. 

However, a Provider may agree with Us to accept a lesser 
charge for such services and supplies than the Reasonable 
and Customary Charge. If a Provider so agrees, then that 
lesser charge will be the basis for determining Your benefit 
and Our Allowance under the Policy.] 

AMBULANCE. A certified vehicle for transporting Ill or 
Accidentally Injured people that contains all life-saving 
equipment and staff as required by state and local law. 
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ANNIVERSARY DATE. The date which is one year from 
the Effective Date of this Policy and each succeeding yearly 
date thereafter. 

BENEFIT MONTH. The one-month period starting on the 
day Your coverage starts and each one-month period after 
that date. 

BENEFIT PERIOD. The twelve-month period starting on 
January 1st and ending on December 31st. Your first and/or 
last Benefit Period may be less than a Calendar Year. 
Your first Benefit Period begins on Your Effective Date. 
Your last Benefit Period ends when You are no longer 
covered by this Policy. Eligible Medical expenses must be 
incurred during this period in order to be Covered Charges. 

BIRTHING CENTER. A Facility which mainly provides 
care and treatment during uncomplicated pregnancy, rou-
tine full-term delivery, and the immediate post-partum peri-
od. It must: 

(a) provide full-time Skilled Nursing Care by or under 
the supervision of Nurses; 

(b) be staffed and equipped to give Medical Emergen-
cy care; and 

(c) have written back-up arrangements with a local 
Hospital for Medical Emergency care. 

We will recognize it if: 

(a) it carries out its stated purpose under all relevant 
state and local laws; or 

(b) it is approved for its stated purpose by the Accredi-
tation Association for Ambulatory Care; or 

(c) it is approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center if it is part of a 
Hospital. 

BOARD. The New Jersey Individual Health Coverage Pro-
gram Board, appointed and elected under the laws of New 
Jersey. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. An entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of treatment.] 

CARE PREAPPROVAL. The authorization of coverage for 
benefits under this Policy which You obtain from Us prior 
to incurring medical services or supplies. 

CASH DEDUCTIBLE (OR DEDUCTIBLE). The amount 
of Covered Charges that You must pay before this Policy 
pays any benefits for such charges. See the "Cash Deduct-
ible" provision of this Policy for details. 
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CHILD. Your own issue or Your legally adopted child, and 
Your step-child if the child depends on You for most of the 
child's support and maintenance. We treat a child as legally 
adopted from the time the child is placed in the home for 
purpose of adoption. We treat such a child this way 
whether or not a final adoption order is ever issued. Also, 
any child over whom You have legal custody or legal 
guardianship is considered a Child under this Policy. (We 
may require that You submit proof of legal custody or legal 
guardianship, in Our Discretion.) 

However, a foster child or grandchild of the Policyholder 
or his or her Spouse is not a Child for purposes of eligibility 
for benefits under this Policy. 

COINSURANCE. The percentage of a Covered Charge 
that must be paid by You. Coinsurance does not include 
Cash Deductibles, Copayments or Non-Covered Expenses. 

COPAYMENT. A specified dollar amount which You must 
pay for certain Covered Charges. NOTE: The Emergency 
Room Copayment, if applicable, must be paid in addition to 
the Cash Deductible, any other copayments and coinsur-
ance. 

COVERED CHARGE. Reasonable and Customary charges 
for the types of services and supplies described in the 
"Covered Charges" and "Covered Charges with Special 
Limitations" sections of this Policy. The services and sup-
plies must be: 

(a) furnished or ordered by a recognized health care 
Provider; 

(b) Medically Necessary and Appropriate to diagnose 
or treat an Illness or Accidental Injury or provide 
Primary Care Services; 

(c) accepted by a professional medical society in the 
United States as beneficial for the control or cure 
of the Illness or Accidental Injury being treated; 
and 

( d) furnished within the framework of generally accept-
ed methods of medical management currently used 
in the United States. 

A Covered Charge is incurred by You while You are 
insured by this Policy. Read the entire Policy to find out 
what We limit or exclude. 

COVERED PERSON. An eligible person who is insured 
under this Policy. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.). 
The most recent edition of an annually revised listing pub-
lished by the American Medical Association which assigns 
numerical codes to procedures and categories of medical 
care. 

CUSTODIAL CARE. Any service or supply, including room 
and board, which: 

DEPT. OF INSURANCE 

(a) is furnished mainly to help You meet Your routine 
daily needs; or 

(b) can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

(a) Your: 
(1) Spouse; 
(2) unmarried Child who is under age 19; 

(3) unmarried Child from age 19 until the Child's 
23rd birthday, who is enrolled as a full-time 
student at an accredited school (We can ask for 
periodic proof that the Child is so enrolled); and 

(4) unmarried Child for whom You are obligated by 
a court order to provide health benefit plan 
coverage. 

(b) Your unmarried Child who has a mental or physi-
cal handicap, or developmental disability, remains a 
Dependent beyond this Policy's age limit, if: 

(1) the Child remains unmarried and unable to be 
self-supportive; 

(2) the Child's condition started before the Child 
reached this Policy's age limit; 

(3) the Child became insured before the Child 
reached_ this Policy's. age lim~t, and stay~d _contin- "'· 
uously msured until reachmg such hnut; and ~ 

( 4) the Child depends on You for most of the 
Child's support and maintenance. · 

In order for the Child to remain a Dependent, You 
must send us written proof that the Child is handi-
capped and depends on You for most of his or her 
support and maintenance. You have 31 days from 
the date the Child reaches this Policy's age limit to 
do this. We can ask for periodic proof that the 
Child's condition continues. After two years, We 
cannot ask for this proof more than once a year. 

A Dependent is not a person who is on active duty in any 
armed forces. 

A Dependent is not a person who resides in a foreign 
country. However, this does not apply to a person who is 
attending an accredited school in a foreign country who is 
enrolled as a student for up to one year at a time. 

DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples are: 

(a) radiology, ultrasound, and nuclear medicine; 
(b) laboratory and pathology; and 
(c) EKG's, EEG's, and other electronic diagnostic tests. 

Supp. 2-20-96 20-66 



INDIVIDUAL HEALTH COVERAGE PROGRAM 

Except as allowed under the Primary Care Services provi-
sion of the CHARGES COVERED WITH SPECIAL LIM-
ITATIONS section, diagnostic services do not include pro-
cedures ordered as part of a routine or periodic physical 
examination or screening examination. 

DISCRETION/DETERMINATION BY US/DETERMINE. 
Our sole right to make a decision. Our decision will be 
applied in a reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

(a) designed and able to withstand repeated use; 
(b) used primarily for a medical purpose; 
(c) mainly and customarily used to serve a medical 

purpose; 
( d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited 
to, apnea monitors, breathing equipment, hospital-type beds, 
walkers, and wheelchairs. 

Durable Medical Equipment does not include: adjust-
ments made to vehicles, air conditioners, air purifiers, 
humidifiers, dehumidifiers, elevators, ramps, stair glides, 
Emergency Alert equipment, handrails, heat appliances, 
improvements made to Your home or place of business, 
waterbeds, whirlpool baths, exercise and massage equip-
ment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Policy for You or Your Dependents, as the 
context in which the term is used suggests. 

EXPERIMENTAL or INVESTIGATIONAL. 

Services or supplies, including treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices, which We Determine are: 

(a) not of proven benefit for the particular diagnosis or 
treatment of Your particular condition; or 

(b) not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of Your particular condition; or 

( c) provided or performed in special settings for re-
search purposes or under a controlled environment 
or clinical protocol. 

Unless otherwise required by law with respect to drugs 
which have been prescribed for the treatment of a type of 
cancer for which the drug has not been approved by the 
United States Food and Drug Administration (FDA), We 
will not cover any services or supplies, including treatment, 
procedures, drugs, biological products or medical devices or 
any hospitalizations in connection with Experimental or 
Investigational services or supplies. 
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We will also not cover any technology or any hospitaliza-
tion in connection with such technology if such technology is 
obsolete or ineffective and is not used generally by the 
medical community for the particular diagnosis or treatment 
of Your particular condition. 

Governmental approval of a technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of Your 
particular condition as explained below. 

We will apply the following five criteria in Determining 
whether services or supplies are Experimental or Investiga-
tional: 

1. any medical device, drug, or biological product 
must have received final approval to market by the 
United States Food and Drug Administration 
(FDA) for the particular diagnosis or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an Investigational 
Device Exemption or an Investigational New Drug 
Exemption, is not sufficient. Once FDA approval 
has been granted for a particular diagnosis or con-
dition, use of the medical device, drug or biological 
product for another diagnosis or condition will 
require that one or more of the following estab-
lished reference compendia: 

-The American Medical Association Drug Evalua-
tions; 

-The American Hospital Formulary Service Drug 
Information; or 

-The United States Pharmacopeia Drug Informa-
tion. 

recognize the usage as appropriate medical treat-
ment. As an alternative to such recognition in one 
or more of the compendia, the usage of the drug will 
be recognized as appropriate if it is recommended by 
a clinical study and recommended by a review article 
in a major peer-reviewed professional journal. A 
medical device, drug, or biological product that meets 
the above tests will not be considered Experimental 
or lnvestigational. 

In any event, any drug which the Food and Drug 
Administration has determined to be contraindicated 
for the specific treatment for which the drug has 
been prescribed will be considered Experimental or 
Investigational. 

2. conclusive evidence from the published peer-re-
viewed medical literature must exist that the tech-
nology has a definite positive effect on health out-
comes; such evidence must include well-designed 
investigations that have been reproduced by nonaf-
filiated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 
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3. demonstrated evidence as reflected in the published 
peer-reviewed medical literature must exist that 
over time the technology leads to improvement in 
health outcomes, i.e., the beneficial effects out-
weigh any harmful effects; 

4. proof as reflected in the published peer-reviewed 
medical literature must exist that the technology is 
at least as effective in improving health outcomes 
as established technology, or is usable in appropri-
ate clinical contexts in which established technology 
is not employable; and 

5. proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes, as defined in paragraph 3, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

FACILITY. A place We are required by law to recognize 
which: (a) is properly licensed, certified, or accredited to 
provide health care under the laws of the state in which it 
operates; and (b) provides health care services which are 
within the scope of its license, certificate or accreditation 
and are covered by this Policy. 

GENERIC DRUG. An equivalent prescription drug con-
taining the same active ingredients as a brand name pre-
scription drug but costing less. The equivalent must be 
identical in strength and form as required by the FDA. 

GOVERNMENT HOSPITAL.. A Hospital operated by a 
government or any of its subdivisions or agencies, including, 
but not limited to, a federal, military, state, county or city 
Hospital. 

GROUP HEALTH BENEFITS PLAN. A policy, program 
or plan that provides medical benefits to a group of two or 
more individuals. 

HOME HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Accidentally Injured people 
in their home under a home health care program designed 
to eliminate Hospital stays. We will recognize it if it is 
licensed by the state in which it operates, or it is certified to 
participate in Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and sup-
portive care for Terminally Ill or Accidentally Injured peo-
ple who are terminally injured. We will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is: 

(a) approved for its stated purpose by Medicare; 
(b) accredited for its stated purpose by the Joint Com-

mission; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

DEPT. OF INSURANCE 

HOSPITAL. A Facility which mainly provides Inpatient 
care for Ill or Accidentally Injured people. We will recog-
nize it if it carries out its stated purpose under all relevant 
state and local laws, and it is: ' 

(a) accredited as a hospital by the Joint Commission; 
(b) approved as a Hospital by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

Among other things, a Hospital is not a convalescent, rest 
or nursing home or Facility, or a Facility, or part of it, which 
mainly provides Custodial Care, educational care or rehabil-
itative care. 

A Facility for the aged or for Substance Abusers is not a 
Hospital. 

A specialty Facility is also not a Hospital. 

HOSPITAL ADMISSION REVIEW. The authorization of 
coverage for benefits under this Policy which You obtain 
from Us prior to an Inpatient Hospital admission. In the 
event of a Medical Emergency, You must notify Us within 
48 hours of Your admission to an Out-of-Network Provider 
due to that Medical Emergency, or Your benefits will be 
reduced. See the section of this Policy called "Utilization 
Review" for details. 

ILLNESS (OR ILL). A sickness or disease suffered by 
You. A Mental or Nervous Condition is not an Illness. 

[IN-NETWORK PROVIDER. A Provider which has an 
agreement with Us to accept Our Allowance plus amounts 
You are required to pay as payment in full for Covered 
Charges.] 

INPATIENT. You, if You are physically confined as a 
registered bed patient in a Hospital or other recognized 
health care Facility; or services and supplies provided in 
such a setting. 

JOINT COMMISSION. The Joint Commission on the 
Accreditation of Health Care Organizations. 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or Accidental Injury, of a medical condition 
that is expected to result in either a threat to life or to an 
organ, or a body part not returning to full function. Medi-
cal emergencies include but are not limited to: uncontrolled 
or excessive bleeding, acute pain or conditions requiring 
immediate attention such as suspected heart attack, severe 
shortness of breath or appendicitis, strokes, convulsions, 
se1:ious_ burns, bone fractures, wounds requiring sutures, 
p01sonmg, and loss of consciousness. We may, in our 
Discretion, consider other severe medical conditions requir- \_J 
ing immediate attention to be Medical Emergencies. 
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MEDICALLY NECESSARY AND APPROPRIATE. Ser-
vices or supplies provided by a recognized health care 
Provider that We Determine to be: 

(a) necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness, disease or Accidental 
Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness, disease or Acci-
dental Injury; 

(c) in accordance with accepted medical standards in 
the community at the time; 

(d) not for Your convenience; and 
(e) the most appropriate level of medical care that You 

need. 

The fact that an attending Practitioner prescribes, orders, 
recommends or approves the care, the level of care, or the 
length of time care is to be received, does not make the 
services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy pro-
vided by Title XIX of the Social Security Act, as amended 
from time to time. 

MEDICARE. Parts A and B of the health care program for 
the aged and disabled provided by Title XVIII of the United 
States Social Security Act, as amended from time to time. 

MENTAL HEALTH CENTER. A Facility that provides 
treatment for people with mental health problems. We will 
recognize such a place if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental or Nervous Condition includes, but is not limited to, 
psychoses, neurotic and anxiety disorders, schizophrenic dis-
orders, affective disorders, personality disorders, and psy-
chological or behavioral abnormalities associated with tran-
sient or permanent dysfunction of the brain or related 
neurohormonal systems. 

In Determining whether or not a particular condition is a 
Mental or Nervous Condition, We may refer to the current 
addition of the Diagnostic and Statistical manual of Mental 
Conditions of the American Psychiatric Association. 

NICOTINE DEPENDENCE TREATMENT. "Behavioral 
Therapy", as defined below, and Prescription Drugs which 
have been approved by the U.S. Food and Drug Administra-
tion for the management of nicotine dependence. 
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For the purpose of this definition, covered "Behavioral 
Therapy" means motivation and behavior change techniques 
which have been demonstrated to be effective in promoting 
nicotine abstinence and long term recovery from nicotine 
addiction. 

NON-COVERED EXPENSES. Charges which do not meet 
Our definition of Covered Charges, or which exceed any of 
the benefit limits shown in this Policy, or which are specifi-
cally identified as Non-Covered Expenses. Cash Deduct-
ibles, Copayments, Coinsurance, and Utilization Review 
Penalties are also Non-Covered Expenses. 

NURSE. A registered nurse or licensed practical nurse, 
including a nursing specialist such as a nurse midwife or 
nurse anesthetist, who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the Nurse 
practices; and 

(b) provides medical services which are within the 
scope of the Nurse's license or certificate and are 
covered by this Policy. 

[OUT-OF-NETWORK PROVIDER. A Provider which is 
not an In-Network Provider.] 

OUTPATIENT. You, if You are not an Inpatient; or 
services and supplies provided in such a setting. 

PARTIAL HOSPITALIZATION. Day treatment services 
for Mental or Nervous Conditions consisting of intensive 
short-term non-residential psychiatric and/or substance 
abuse treatment rendered for any part of a day for a 
minimum of four consecutive hours per day (must be in lieu 
of an Inpatient stay). 

PER LIFETIME. Your lifetime, regardless of whether You 
are covered under this Policy: 

(a) as a Dependent or Policyholder; and 
(b) with or without interruption of coverage. 

PERIOD OF CONFINEMENT. Consecutive days of Inpa-
tient services provided to an Inpatient, or successive Inpa-
tient confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. We Determine if the cause(s) of the 
confinements are the same or related. 

PHARMACY. A Facility which is registered as a Pharmacy 
with the appropriate state licensing agency and in which 
Prescription Drugs are regularly compounded and dispensed 
by a Pharmacist. 

POLICY. This agreement, [the Policy Schedule,] [Your 
1.D. card,] any riders, amendments or endorsements, and 
the application signed by You and the premium schedule. 

20-69 Supp. 2-20-96 



11:20 App. 

POLICYHOLDER. The Covered Person who purchased 
this Policy. 

POLICY TERM. The one-year period starting on the 
Effective Date and ending on the day before the Anniversa-
ry Date and, for each year this Policy is renewed, each one-
year period thereafter. 

PRACTITIONER. A person [Carrier] is required by law to 
recognize who: 

(a) is properly licensed or certified to provide care 
under the laws of the state where he or she prac-
tices; and 

(b) provides services which are within the scope of his 
or her license or certificate and which are covered 
by this Policy. 

PREMIUM. The periodic charges due under this Policy 
which the Policyholder must pay to maintain this Policy in 
effect. 

PRE-ADMISSION TESTING. Consultations, x-ray and 
laboratory tests performed no more than seven days before 
a planned Hospital admission or Surgery. 

See the sections of this Policy called "Request for Care 
Preapproval" and "Obtain Hospital Admission Review" for 
details on other important aspects of Your benefits. 

PRE-EXISTING CONDITION. An Illness or Accidental 
Injury which manifests itself in the six months before Your 
coverage under this Policy starts, and for which: 

(a) You see a Practitioner, take prescribed drugs, re-
ceive other medical care or treatment or had medi-
cal care or treatment recommended by a Practition-
er in the six months before Your coverage starts; 
or 

(b) an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months 
before his or her coverage starts. 

A pregnancy which exists on the date Your coverage 
starts is also a Pre-Existing Condition. However, complica-
tions of such a pregnancy as defined by N.J.A.C. 11:1-4.3 
are not considered to be Pre-Existing Conditions and are 
not subject to Pre-Existing Condition Limitations. See the 
section of this Policy called "Pre-Existing Condition Limita-
tions" for details on how this Policy limits the benefits for 
Pre-Existing Conditions. 

PREMIUM DUE DATE. The date on which a Premium is 
due under this Policy. 

PRESCRIPTION DRUGS. Drugs, biologicals and com-
pound prescriptions which are sold only by prescription and 
which are required to show on the manufacturer's label the 
words: "Caution-Federal Law Prohibits Dispensing With-
out a Prescription" or other drugs and devices as Deter-
mined by Us, such as insulin. 
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PRIMARY RESIDENCE. The location where You reside 
for the majority of the Benefit Period with the intention of 
making Your home there and not for a temporary purpose. 
Temporary absences from New Jersey, with the intention to 
return, do not interrupt Your Primary Residence in New 
Jersey. 

PROVIDER. A recognized Facility or Practitioner of health 
care. 

REASONABLE AND CUSTOMARY. An amount that is 
not more than the [lesser of: 

(a) the] usual or customary charge for the service or 
supply as determined by Us based on a standard 
approved by the Board[; or 

(b) the negotiated fee. 

The Board may decide a standard for what is Reasonable 
and Customary under this Policy. The chosen standard is 
an amount which is most often charged for a given service 
by a Provider within the same geographic area. 

REHABILITATION CENTER. A Facility which mainly 
provides therapeutic and restorative services to Ill or Acci-
dentally Injured people. We will recognize it if it carries 
out its stated purpose under all relevant state and local laws, 
and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities; or 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

ROUTINE FOOT CARE. The cutting, debridement, trim-
ming, reduction, removal or other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot strain, dys-
trophic nails, excrescences, helomas, hyperkeratosis, hyper-
trophic nails, non-infected ingrown nails, dermatomas, kera-
tosis, onychauxis, onychocryptosis or tylomas. Routine Foot 
Care also includes orthopedic shoes, foot orthotics and 
supportive devices for the foot. 

ROUTINE NURSING CARE. The nursing care customarily 
furnished by a recognized Facility for the benefit of its 
Inpatients. 

SERVICE AREA. A geographic area We define by [ZIP 
codes] [county]. 

SKILLED NURSING CARE. Services which are more 
intensive than Custodial Care, are provided by a Registered 
Nurse (R.N.) or Licensed Practical Nurse (L.P.N.), and 
require the technical skills and professional training of an 
R.N. or L.P.N. 
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SKILLED NURSING CENTER. A Facility which mainly 
provides full-time Skilled Nursing Care for Ill or Accidently 
Injured people who do not need to be in a Hospital. We 
will recognize it if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; or 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

SPECIAL CARE UNIT. A part of a Hospital set up for 
very Ill patients who must be observed constantly. The unit 
must have a specially trained staff. And it must have 
special equipment and supplies on hand at all times. Some 
types of special care units are: (a) intensive care units; (b) 
cardiac care units; ( c) neonatal care units; and ( d) burn 
units. 

SPOUSE. An individual legally married to the Policyholder 
under the laws of the State of New Jersey. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTERS. A Facility that mainly 
provides treatment for Substance Abuse. We will recognize 
such a place if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

SURGERY. 

(a) The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic procedures, specialized instrumentations, endo-
scopic examinations, and other invasive procedures; 

(b) The correction of fractures and dislocations; 
(c) Reasonable and Customary pre-operative and post-

operative care; or 
(d) Any of the procedures designated by C.P.T. codes 

as surgery. 

SURGICAL CENTER. A Facility mainly engaged in per-
forming Outpatient Surgery. It must: 

(a) be staffed by Practitioners and Nurses, under the 
supervision of a Practitioner; 

(b) have permanent operating and recovery rooms; 
(c) be staffed arid equipped to give emergency care; 

and 
( d) have written, back-up arrangements with a local 

Hospital for Medical Emergency care. 
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We will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

( a) accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

A Facility is not a Surgical Center if it is part of a 
Hospital. 

THERAPEUTIC MANIPULATION. Treatment of the ar-
ticulations of the spine and musculoskeletal structures for 
the purpose of relieving certain abnormal clinical conditions 
resulting from the impingement upon associated nerves 
causing discomfort. Some examples are manipulation or 
adjustment of the spine, hot or cold packs, electrical muscle 
stimulation, diathermy, skeletal adjustments, massage, ad-
junctive, ultrasound, doppler, whirlpool or hydrotherapy or 
other treatment of similar nature. 

THERAPY SERVICES. The following services or supplies, 
ordered by a Provider and used to treat or promote recovery 
from an Accidental Injury or Illness: 

Chelation Therapy-the administration of drugs or chemi-
cals to remove toxic concentrations of metals from the body. 

Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

Cognitive Rehabilitation Therapy-retraining the brain to 
perform intellectual skills which it was able to perform prior 
to disease, trauma, Surgery, congenital anomaly or previous 
therapeutic process. 

Dialysis Treatment-the treatment of an acute renal failure 
or chronic irreversible renal insufficiency by removing waste 
products from the body. This includes hemodialysis and 
peritoneal dialysis. 

Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Occupational Therapy-treatment to restore a physically 
disabled person's ability to perform the ordinary tasks of 
daily living. 

Physical Therapy-the treatment by physical means to re-
lieve pain, restore maximum function, and prevent disability 
following disease, injury, or loss of a limb. 

Radiation Therapy-the treatment of disease by x-ray, radi-
um, cobalt, or high energy particle sources. Radiation 
Therapy includes rental or cost of radioactive materials. 
Diagnostic Services requiring the use of radioactive materi-
als are not Radiation Therapy. 
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Respiration Therapy-the introduction of dry or moist gases 
into the lungs. 

Speech Therapy-treatment for the correction of a speech 
impairment resulting from Illness, Surgery, Accidental Inju-
ry, congenital anomaly, or previous therapeutic processes. 

UNDERWRITING REQUIREMENTS. The rules which 
We Determine to be appropriate for making, maintaining 
and administering this Policy. Our rules do not require 
You to prove You or Your Dependents are in good health. 

WE, US, OUR. [Carrier]. 

YOU, YOUR, AND YOURS. The Policyholder and any 
Dependents, as the context in whic:h the term is used 
suggests. 

II. ELIGIBILITY 

TYPES OF COVERAGE 

A Policyholder who completes an application for coverage 
may elect one of the types of coverage listed below: 

(a) SINGLE COVERAGE-coverage under this Policy for 
the Policyholder only. 

(b) FAMILY COVERAGE-coverage under this Policy 
for You and Your Dependents. 

(c) PARENT AND CHILD(REN) COVERAGE-coverage 
under this Policy for You and all Your Child Depen-
dents or coverage for multiple children residing within 
the same residence who share a common legal guard-
ian, or for when there exists a valid support order 
requiring health benefits coverage whether or not 
there is an adult who will be provided coverage. 

(d) HUSBAND AND WIFE COVERAGE-coverage un-
der this Policy for You and Your Spouse. 

WHO IS ELIGIBLE 

(a) THE POLICYHOLDER-You, if Your Primary Resi-
dence is in the State of New Jersey, You are not 
covered under another individual health benefits 
plan, and You are not eligible for Medicare, Medic-
aid or a Group Health Benefits Plan except as provid-
ed below. 

(b) SPOUSE-Your Spouse, who is not covered under 
another individual health benefits plan, and who is 
not eligible for Medicare, Medicaid or a Group 
Health Benefits Plan except as provided below. 

( c) CHILD-Your Child, who is not covered under an-
other individual health benefits plan, who is not 
eligible for Medicare, Medicaid or a Group Health 
Benefits Plan except as provided below and who 
qualifies as a Dependent, as those terms are defined 
in the "Definition" section of this Policy. 
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ELIGIBILITY IF YOU HAVE OR ARE ELIGIBLE FOR 
OTHER COVERAGE \ 

(a) ELIGIBILITY IF YOU ARE COVERED UNDER AN- ·"--/ 
OTHER INDMDUAL HEALTH BENEFITS PLAN-
You and/or Your Dependents are eligible for Cover-
age under this Policy if this Policy replaces another 
Individual Health Benefits Plan under which You 
and/or Your Dependents are covered. The other 
Plan must be terminated no later than 30 days after 
the effective date of this Policy. We may require 
proof that the other Coverage has been terminated. 

(b) ELIGIBILITY IF YOU ARE ELIGIBLE FOR COV-
ERAGE UNDER A GROUP HEALTH BENEFITS 
PLAN-You and/or Dependents may be eligible for 
Coverage under this Policy only during the open 
enrollment period which occurs each year during the 
month of October. Consult Us or Your agent for 
more information. 

III. SCHEDULE OF BENEFITS 
BENEFITS FOR COVERED CHARGES UNDER THIS 

POLICY ARE SUBJECT TO ALL DEDUCTIBLES, CO-
PAYMENTS AND COINSURANCE, AND ARE DETER-
MINED PER BENEFIT PERIOD BASED ON OUR AL-
LOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO PER LIFETIME MAXI-
MUM OF $1,000,000 UNLESS OTHERWISE STATED. 

FACILITY BENEFIT-365 days Inpatient Hospital care. 

COINSURANCE: 

MENTAL OR NERVOUS CONDITIONS AND SUB-
STANCE ABUSE-40%. 

OTHER COVERED CHARGES-40% 
COINSURANCE CAP-After $3,000/Covered Person, 

$6,000/family, We pay 100%. 
NOTE: The Coinsurance Caps cannot_ be met with: 

• Non-Covered Expenses 
• Cash Deductibles 
• Coinsurance for the treatment of Mental or 

Nervous Conditions and Substance Abuse 
• Copayments 

CASH DEDUCTIBLES: 
INPATIENT (separate)-$200/day for the first 5 days of 

Inpatient Hospital care up to $1,000/admission/Cov-
ered Person for two admissions/Benefit Period. 

OTHER . COVERED CHARGES-[$250] [$500] 
[$1,000]/Covered Person, [$500] [$1,000] 
[$2,000]/family. This Deductible is in addition to the 
Inpatient Deductible. 

EMERGENCY ROOM COPAYMENT-$50/visit/Covered 
Person credited toward Inpatient admission within 24 
hours. 

HOME HEALTH CARE-365 days, if preapproved. 
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SKILLED NURSING CARE-120 days of confine-
ment/Covered Person, if preapproved. 

HOSPICE CARE-Unlimited days, if preapproved. 
MENTAL OR NERVOUS CONDITIONS AND SUB-

STANCE ABUSE BENEFIT MAXIMUMS-Up to 
$5,000/Benefit Period combined Inpatient and Outpa-
tient. 
Per Lifetime Maximum of $25,000 combined Inpatient 

and Outpatient. 
PRESCRIPTION DRUGS-Subject to cash deductible and 

coinsurance. 
PRIMARY CARE SERVICES-$300/Covered Person ( ex-

cept newborns). Newborns: $500 for their first year of 
life. Not subject to Deductible and Coinsurance. 

THERAPEUTIC MANIPULATIONS-30 visits/Covered 
Person. 

THERAPY SERVICES-30 visits/Covered Person/Thera-
py Services except: Radiation Therapy, Chemotherapy, 
Chelation, Dialysis and Respiration Therapy (which are 
covered as any other Illness). 

NOTE: OUR PAYMENTS, AS NOTED ABOVE, 
WILL BE REDUCED FOR NONCOMPLIANCE 
WITH THE UTILIZATION REVIEW PROVISIONS 
CONTAINED IN THIS POLICY. READ THESE 
PROVISIONS CAREFULLY BEFORE OBTAINING 
MEDICAL CARE, SERVICES OR SUPPLIES. 

REFER TO SECTIONS OF THIS POLICY 
CALLED "COVERED CHARGES" AND 
"CHARGES COVERED WITH SPECIAL LIMITA-
TIONS" TO SEE WHAT SERVICES AND SUP-
PLIES ARE ELIGIBLE FOR BENEFITS. 

REFER TO THE SECTION OF THIS POLICY 
CALLED "EXCLUSIONS" TO SEE WHAT SER-
VICES AND SUPPLIES ARE NOT ELIGIBLE FOR 
BENEFITS. 

IV. PREMIUM RATES AND PROVISIONS 

[The [monthly] premium rates, in U.S. dollars, for the 
insurance provided under this Policy are [ shown in the 
Policy's Schedule of Premium Rates]: 

For Single Coverage .............................. [$ 
For Parent and Child(ren) Coverage ................ [$ 
For Family Coverage ............................. [$ 
For Husband and Wife Coverage . . . . . . . . . . . . . . . . . . . [$ 

We have the right to change any Premium rate set forth 
[above] [in the Policy's Schedule of Premium Rates] at the 
times and in the manner established by the provision of this 
Policy entitled "Premium Rate Changes."] 

PREMIUM AMOUNTS 

The Premium due on each Premium Due Date is the sum 
of the Premium charges for the coverage You have. Those 
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charges are determined from the Premium rates then in 
effect. 

The following will apply if one or more Premiums paid 
include Premium charges for a Covered Person whose cov-
erage has ended before the due date of that Premium. We 
will not have to refund more than the amount of (a) minus 
(b): 

(a) the amounts of the Premium charges for the Covered 
Person that was included in the Premiums paid for 
the two-month period immediately after the date the 
Covered Person's coverage has ended. 

(b) the amount of any claims paid to You or Your 
Provider for Your claims or to a Member of Your 
family after that person's coverage has ended. 

PAYMENT OF PREMIUMS-GRACE PERIOD 

' Premiums are to be paid by You to Us. They are due on 
each Premium Due Date [stated on the first page of the 
Policy]. You may pay each Premium other than the first 
within 31 days of the Premium Due Date. Those days are 
known as the grace period. You are liable to pay Premiums 
to Us from the first day the Policy is in force. If any 
Premium is not paid by the end of the grace period, the 
Policy will end when that period ends. [Premiums accepted 
by Us after the end of the grace period are subject to a late 
payment interest charge determined as a percentage of the 
amount unpaid. That percentage will be Determined by Us 
from time to time, but will not be more than the maximum 
allowed by law.] 

PREMIUM RATE CHANGES 

The Premium rates in effect on the Effective Date are 
shown in the Policy['s Schedule of Premium Rates]. We 
have the right to change Premium rates as of any of these 
dates: 

(a) any Premium Due Date; 
(b) any date that the extent or nature of the risk under 

the Policy is changed: 
(1) by amendment of the Policy; or 
(2) by reason of any provision of law or any govern-

ment program or regulation; 
( c) at the discovery of a clerical error or misstatement 

as described in the "General Provisions" section of 
this Policy. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 

V. BENEFIT DEDUCTIBLES AND COINSURANCE 
Cash Deductible: Each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
any benefits to You for those charges (subject to the Family 
Deductible Cap as described below). For Inpatient Hospi-
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tal services and Rehabilitation Center services not immedi-
ately preceded by an Inpatient Hospital Stay You must pay 
an Inpatient Deductible, up to two per Benefit Period, per 
Period of Confinement before We pay any benefits. For 
other Covered Charges, each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
any benefits to You for those charges. The Deductibles are 
shown in the "Schedule of Benefits" section of this Policy. 
The Deductibles cannot be met with Non-Covered Ex-
penses. Only Covered Charges incurred by You while 
insured can be used to meet the Deductible for those 
charges. 

Once a Deductible is met, We pay benefits for other 
Covered Charges above the Deductible amount incurred by 
You, less any applicable Coinsurance and Copayments, for 
the rest of that Benefit Period. But all charges must be 
incurred while You are insured by this Policy. And what 
We pay is based on all the terms of this Policy including 
benefit limitations and exclusion provisions. 

Family Deductible Cap: This Policy has a family deductible 
cap on care equal to two Deductibles for each Benefit 
Period. This does not apply to the Inpatient Hospital 
Deductible. Once a family meets the equivalent of two 
individual Deductibles in a Benefit Period, We Pay benefits 
for other Covered Charges incurred by any member of the 
covered family for that type of care, less any applicable 
Copayment and Coinsurance, for the rest of that Benefit 
Period. The amount of Covered Charges applied toward 
the satisfaction of the family deductible cap by any one 
Covered Person may not exceed the amount of the Individu-
al Cash Deductible. What We pay is based on all the terms 
of this Policy, including benefit limitation and exclusion 
provisions. 

Coinsurance Cap: This Policy limits the Coinsurance 
amounts You must pay each Benefit Period. The Coinsur-
ance cap cannot be met with Non-Covered Expenses and 
Coinsurance for the treatment of Mental or Nervous Condi-
tions and Substance Abuse. 

There is a Coinsurance cap for each Covered Person. 
The Coinsurance cap is shown in the "Schedule of Bene-
fits." 

Each Covered Person's Coinsurance amounts are used to 
meet the Covered Person's own Coinsurance cap. And all 
amounts used to meet the cap must actually be paid by You. 

Once Your Coinsurance amounts in a Benefit Period 
exceed the individual cap, We waive Your Coinsurance for 
the rest of that Benefit Period. 

Deductible Credit: For the first Benefit Period of this 
Policy, a Covered Person will receive credit for any Deduct-
ible amounts satisfied under previous coverage within the 
same calendar year that Your first Benefit Period starts 
under this Policy. 
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This credit will be applied whether Your previous cover-
age was under a plan with Us or with another carrier. You 
will be required to provide Us with adequate documentation 
of the amounts satisfied. 

Deductible Carryover: There will be no carryover of De-
ductibles or Coinsurance into the next Benefit Period. 
However, a Covered Person will receive credit for any 
Inpatient Hospital Deductible satisfied during a Period of 
Confinement immediately preceding and continuing into a 
new Benefit Period provided that there has been no lapse in 
coverage between the previous coverage and this Policy. 

Payment Limits: We limit what We pay for certain types of 
charges. 

VI. COVERED CHARGES 

We will pay benefits if, due to an Accidental Injury or 
Illness, You incur Medically Necessary and Appropriate 
Covered Charges during a Benefit Period. Unless stated, 
all benefits are subject to Copayment, Deductibles, Coinsur-
ance, other limits and exclusions shown in the "Schedule of 
Benefits", along with other provisions in this Policy. 

Covered Charges for services and supplies rendered Inpa-
tient are subject to the Inpatient Hospital Deductible. 

OUR PAYMENT WILL BE REDUCED IF YOU DO NOT , 
COMPLY WITH THE UTILIZATION REVIEW SECTION ~) 
OF THIS POLICY. 

This section lists the types of charges We cover. But 
what We pay is subject to all the terms of this Policy. Read 
the entire Policy to find out what We limit or exclude. 

Alcoholism: We pay benefits for the treatment of alcohol 
abuse the same way We would for any other Illness, if such 
treatment is prescribed by a Practitioner. But We do not 
pay for Custodial Care, education, or training. 

Treatment may be furnished by a Hospital or Substance 
Abuse Center. But Outpatient treatment must be carried 
out under an approved alcohol abuse program. 

Ambulance: We will cover medical transportation to an 
eligible Facility, for a Medical Emergency. For non-Medi-
cal Emergency situations, medical transportation will be 
covered only with prior written approval. 

Anesthesia Services: We cover the charges incurred for the 
administration of anesthesia by a Practitioner other than the 
surgeon or assistant at Surgery. 

Benefits for a Covered Newborn Dependent: We cover the 
care and treatment of a covered newborn if the Child is Ill, 
Accidentally Injured, premature, or born with a congenital 
birth defect. 
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And We cover charges for the Child's Routine Nursery 
Care while the Child is in the Hospital. This includes: (a) 
nursery charges; (b) charges for routine Practitioner's exam-
inations and tests; and ( c) charges for routine procedures, 
like circumcision. 

Birthing Center Charges: We cover Birthing Center 
charges made for prenatal care, delivery, and postpartum 
care in connection with Your pregnancy. We cover Rea-
sonable and Customary charges and Routine Nursing Care 
shown in the "Schedule of Benefits" when Inpatient care is 
provided to You by a Birthing Center. 

We cover all other services and supplies during the con-
finement. But, We do not cover routine nursery charges for 
the newborn Child unless the Child is a Dependent. 

Blood: We cover blood, blood products and blood transfu-
sions, except as limited in the sections of this Policy called 
"Exclusions." 

Daily Room and Board Limits 

During a Period of Hospital Confinement: 

For semi-private room and board accommodations, We 
cover charges up to the Hospital's actual daily room and 
board charge. 

For private room and board accommodations, We cover 
charges up to the Hospital's average daily semi-private room 
and board charge or, if the Hospital does not have semi-
private accommodations, 80% of its lowest daily room and 
board charge. 

For Special Care Units, We cover charges up to the 
Hospital's actual daily room and board charge for the 
Special Care Unit. 

Dialysis Center Charges: We cover charges made by a 
dialysis center for covered Dialysis Therapy services. 

Durable Medical Equipment: Subject to Our advance writ-
ten approval, We cover charges for the rental of Durable 
Medical Equipment needed for therapeutic use. In Our 
Discretion, and with Our advance written approval, We may 
cover the purchase of such items when it is less costly and 
more practical than renting. But We do not pay for: (a) 
any purchases without Our advance written approval; (b) 
replacements or repairs; or ( c) the rental or purchase of 
items (such as air conditioners, exercise equipment, saunas 
and air humidifiers) which do not meet the definition of 
Durable Medical Equipment. 

Home Health Care Charges: Subject to Our advance writ-
ten approval, when home health care can take the place of 
Inpatient care, We cover such care furnished to You under 
a written home health care plan. We cover all services or 
supplies, such as: 
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(a) Skilled Nursing Care [furnished by or under the 
supervision of a registered Nurse]; 

(b) Therapy Services; 
(c) medical social work; 
( d) nutrition services; 
( e) home health aide services; 
(f) medical appliances and equipment, drugs and medi-

cations, laboratory services and special meals; and 
(g) any Diagnostic or therapeutic service, including sur-

gical services performed in a Hospital Outpatient 
department, a Practitioner's office or any other 
licensed health care Facility, provided such service 
would have been covered under the Policy if per-
formed as Inpatient Hospital services. But, pay-
ment is subject to all of the terms of the Policy and 
to the following conditions: 

1. Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

2. The services and supplies must be: 
• ordered by Your Practitioner; 
• included in the home health care plan; and 
• furnished by, or coordinated by, a Home Health 

Agency according to the written home health 
care plan. 

But payment is subject to all of the terms of this Policy 
and to the following conditions: 

(a) Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

(b) The services and supplies must be: (a) ordered by 
Your Practitioner; (b) included in the home health 
care plan; and (c) furnished by, or coordinated by, 
a Home Health Agency according to the written 
home health care plan. The services and supplies 
must be furnished by recognized health care profes-
sionals on a part-time or intermittent basis, except 
when full-time or 24-hour service is needed on a 
short-term basis. 

(c) The home health care plan must be set up in 
writing by Your Practitioner within 14 days after 
home health care starts. And it must be reviewed 
by Your Practitioner at least once every 60 days. 

(d) Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are authorized 
under the home health care plan can last up to four 
hours. 

We do not pay for: (a) services furnished to family 
members, other than the patient; or (b) services and sup-
plies not included in the home health care plan. 

Hospice Care Charges: Subject to Our advance written 
approval, We cover charges made by a Hospice for palliative 

· and supportive care furnished to You if You are terminally 
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Ill under a Hospice care program. Additionally, We cover 
charges for counseling provided to any family members who 
are also Covered Persons when that counseling is for the 
sole purpose of adjusting to the terminally Ill Covered 
Person's death. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure Your terminal Illness. 

"Terminally Ill" means that Your Practitioner has certi-
fied in writing that Your life expectancy is six months or 
less. 

Hospice care must be furnished according to a written 
hospice care program. A "hospice care program" is a 
coordinated program for meeting Your special needs if You 
are terminally Ill. It must be set up in writing and reviewed 
periodically by Your Practitioner. 

Under a Hospice care program, subject to all the terms of . 
this Policy, We cover any services and supplies to the extent 
they are otherwise covered by this Policy. Services and 
supplies may be furnished on an Inpatient or Outpatient 
basis. 

The services and supplies must be: 

(a) needed for palliative and supportive care; 
(b) ordered by Your Practitioner; 
(c) included in the Hospice care program; and 
( d) furnished or coordinated by a Hospice. 

We do not pay for: 

(a) services and supplies provided by volunteers or 
others who do not regularly charge for their ser-
vices; 

(b) funeral services and arrangements; 
( c) legal or financial counseling or services; 
( d) treatment not included in the Hospice care plan; 

or 
( e) services supplied to family members who are not 

Covered Persons. 

Hospital Charges: We cover charges for Hospital semi-
private room and board and Routine Nursing Care when it 
is provided to You by a Hospital on an Inpatient basis. But 
We limit what We pay as shown in the "Schedule of 
Benefits". And We cover other Hospital services and sup-
plies provided to You during the Inpatient confinement, 
including Surgery. 

If You incur charges as an Inpatient in a Special Care 
Unit, We cover the charges the same way We cover charges 
for any illness. 

DEPT. OF INSURANCE 

We also cover Outpatient Hospital services, including 
services provided by a Hospital Outpatient clinic. And We 
cover emergency room treatment, subject to this Policy's 
Emergency Room Copayment Requirement. This Emer-
gency Room Copayment must be paid in addition to the 
Cash Deductible, any other copayments and coinsurance. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are Non-Covered Expenses. This 
Policy contains penalties for noncompliance that will reduce 
what We pay for Hospital charges. See the section of this 
Policy called "Utilization Review" for details. 

We also cover charges for a mother who is insured under 
this Policy and a newborn dependent for a minimum of 48 
hours of in-patient care in a Hospital following a vaginal 
delivery or a minimum of 96 hours. of in-patient Hospital 
care following a Cesarean Section delivery. These covered 
charges are not subject to the Medically Necessary and 
Appropriate requirements of this Policy. However, these 
charges are subject to either the attending Practitioner 
determining that in-patient care is medically necessary or 
the mother requesting the in-patient care. 

Nutritional Counseling: Subject to Our advance written 
approval, We cover charges for nutritional counseling for 
management of disease entities which have a specific diag-
nostic criteria that can be verified. The nutritional counsel-
ing must be prescribed by a Practitioner, and provided by a 
Practitioner. Charges for Nutritional Counseling which are ) 
not Pre-approved by Us are Non-Covered Charges. ""-

Outpatient Hospital Services: We cover Outpatient Hospi-
tal services and supplies provided in connection with cov-
ered Hospital Admission Review and Preadmission Testing, 
Surgery, Therapy Services and Accidental Injury (but only if 
the treatment is given within 72 hours of an Accident). All 
services are covered only if You comply with the Utilization 
Review section of this policy. 

Outpatient Surgical Center Charges: We cover charges 
made by an Outpatient Surgical Center in connection with 
covered Surgery. 

Practitioner Charges. for Nonsurgical Care and Treatment: 
We cover Practitioner charges for nonsurgical care and 
treatment of an Illness or Accidental Injury. See the 
"Schedule of Benefits" section of this policy. 

Practitioner Charges for Surgery: We cover Practitioner 
charges for surgery including Assistant Surgeon charges 
which are Medically Necessary and Appropriate. But, we 
do not cover cosmetic surgery. 

Pre-Admission Testing Charges: We cover Pre-admission 
Testing needed for a planned Hospital admission or Sur-
gery. We cover these tests if: (a) the tests are done within 
seven days of the planned admission or Surgery; and (b) the \ 
tests are accepted by the Hospital in place of the same post- ~-
admission tes'ts. 
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We do not cover tests that are repeated after admission 
or before Surgery, unless the admission or Surgery is de-
ferred solely due to a change in Your health. 

Pregnancy: This Policy pays benefits for services in connec-
tion with pregnancies, including but not limited to: vaginal 
and cesarean delivery, and pre-natal and post-natal care. 
The charges We cover for a newborn Child are explained 
above. 

Prescription Drugs: We cover charges for Prescription 
Drugs including contraceptives which require a Practition-
er's prescription. 

Rehabilitation Center: Subject to Our advance written ap-
proval, when rehabilitation care can take the place of Inpa-
tient Hospital care, We cover such care furnished to You in 
a Rehabilitation Center. And We cover other Rehabilita-
tion Center services and supplies provided to You during 
the Inpatient confinement. 

Second Opinion Charges: We cover Practitioner charges for 
a second opinion and charges for related x-rays and tests 
when You are advised to have Surgery or enter a Hospital. 
If the second opinion differs from the first, We cover 
charges for a third opinion. If You fail to obtain a second 
opinion when We require one, Your benefits will be re-
duced. See the section of this Policy called "Utilization 
Review" for details. 

Skilled Nursing Care: Subject to Our advance written 
approval, We cover charges made by a Skilled Nursing 
Center up to 120 days per Benefit Period, including any 
diagnostic or therapeutic service, including surgical services 
performed in a Hospital Outpatient department, a office or 
any other licensed health care Facility, provided such service 
is administered in a Skilled Nursing Center. 

Treatment of Wilm's Tumor: We pay Covered Charges 
incurred for the treatment of Wilm's tumor. We treat such 
charges the same way We treat Covered Charges for any 
other Illness. Treatment can include, but is not limited to, 
autologous bone marrow transplants when standard chemo-
therapy treatment is unsuccessful. We cover this treatment 
even if it is deemed Experimental or lnvestigational. Bene-
fit amounts are based on all of the terms of this Policy. 

X-Rays and Laboratory Tests: We cover x-rays and labora-
tory tests to treat an Illness or Accidental Injury. But, 
except as covered under the "Primary Care Services" section 
of this Policy, We do not pay for x-rays and tests done as 
part of routine physical checkups. 

VII. CHARGES COVERED WITH 
SPECIAL LIMITATIONS 

Pre-Existing Condition Limitations: We do not cover ser-
vices for Pre-Existing Conditions until You have been cov-
ered by this Policy for twelve months. See the "Defini-
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tions" section of this Policy for the definition of a Pre-
Existing Condition. · 

We waive this limitation for Your Pre-Existing Condition 
if, under a prior group or individual health benefits plan 
delivered or issued for delivery in the United States, with no 
more than 30 days lapse in coverage, You have been treated 
or diagnosed by a Practitioner for a condition under that 
plan or satisfied a 12 month Preexisting Condition limitation 
for a condition covered by that plan. Similarly, we will 
credit the time You were previously covered under a group 
or individual health benefits plan delivered or issued for 
delivery in the United States for a condition covered by that 
Plan, if the previous coverage was continuous to a date not 
more than 30 days prior to the effective date of this Policy. 

This limitation does not affect benefits for other unrelat-
ed conditions, birth defects in a covered Dependent Child 
or complications of pregnancy as defined in N.J.A.C. 
11:1-4.3. Additionally this limitation does not apply to any 
new benefits mandated by statute or regulation once you 
have satisfied one Pre-Existing Condition Limitation 
through elapsed time, waiver and/or credit. 

Primary Care Services: We will cover up to $300 per 
Covered Person. For Newborns, We pay $500 in Covered 
Charges for the first year of life. The following are includ-
ed: routine physical examinations, diagnostic Services, vacci-
nations, inoculations, x-ray, mammography, pap smear, 
screening tests related to Primary Care Services and Nico-
tine Dependence Treatment. However, no benefits are 
available beyond the maximums stated above. 

These charges are not subject to the Cash Deductible or 
Coinsurance. 

Private Duty Nursing Care: We only cover charges by a 
Nurse for Medically Necessary and Appropriate private duty 
nursing care, if such care is authorized as part of a home 
health care plan, coordinated by a Home Health Agency, 
and covered under the Home Health Care Charges section. 
Any other charges for private duty nursing care are Non-
Covered Expenses. 

Prosthetic Devices: We limit what We pay for prosthetic 
devices. Subject to prior written approval, We cover only 
the initial fitting and purchase of artificial limbs and eyes, 
and other prosthetic devices. And they must take the place 
of a natural part of Your body, or be needed due to a 
functional birth defect in a covered Dependent Child. We 
do not pay for replacements, unless they are Medically 
Necessary and Appropriate. We do not pay for repairs, 
wigs, or dental prosthetics or devices .. 

Therapy Services: We cover the Therapy Services listed in 
the "Definitions" section of this Policy. However, We only 
cover 30 visits per Benefit Period for Therapy Services other 
than Radiation Therapy, Chemotherapy, Chelation, Dialysis 
and Respiration Therapy. 
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We cover Radiation Therapy, Chemotherapy, Chelation, 
Dialysis and Respiration Therapy as We would any other 
Illness, without the visit limitation. 

We cover Infusion Therapy subject to Our prior written 
approval. 

Treatment for Temporomandibular Joint Disorder (TMJ): 

We cover surgical and non-surgical treatment of TMJ in a 
Covered Person. However, We do not cover any charges 
for orthodontia, crowns or bridgework. 

Treatment for Therapeutic Manipulation: We limit what 
We cover for Therapeutic Manipulation to 30 visits per 
Benefit Period. Charges for such treatment above these 
limits are Non-Covered Expenses. 

Transplants: We cover Medically Necessary and Appropri-
ate services and supplies for the following types of trans-
plants: 

(a) Cornea 
(b) Kidney 
(c) Lung 
(d) Liver 
(e) Heart 
(f) Heart-Lung 
(g) Heart Valves 
(h) Pancreas 
(i) Allogenic Bone Marrow 

**[G) Autologous Bone Marrow and Dose-Intensive Chemo-
therapy only for treatment of: 
• Leukemia 
• Lymphoma 
• Neuroblastoma 
• Subject to Our prior written approval, breast can-

cer, if the Covered Person is participating in a 
National Cancer Institute sponsored clinical trial. 
Charges in connection with such treatment of 
breast cancer which are not Pre-Approved by Us 
in writing are Non-Covered Expenses.] 

**[(j) Autologous Bone Marrow Transplant and associated 
dose-intensive chemotherapy but only if performed 
by institutions approved by the National Cancer 
Institute guidelines of the American Society of 
Clinical Oncologists. 

(k) Peripheral blood stem cell transplants but only if 
performed by institutions approved by this National 
Cancer Institute or pursuant to protocols consistent 
with the guidelines of the American Society of 
Clinical Oncologists.] 

**NOTE TO CARRIERS: P.L. 1995 c.100 requires that 
Autologous Bone Marrow Transplants, associated dose-inten• 
sive chemotherapy and peripheral blood stem cell transplants 
coverage as set forth in the option which includes (j) and (k) 
be offered to New Jersey residents. You may offer the coverage 
by including this option in all of Your New Jersey Individual 
Health Coverage Plans (in which case you must use the above 
language) or you may offer the coverage as an optional rider 
utilizing Exhibit R to N.J.A,C. (in which case you must use the 
above option which includes (j) only). 
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Transplant services must be authorized by Us. Please see 
the section called "Utilization Review" for details on how to . 
confirm that Your transplant will be a Covered Charge. 

VIII. UTILIZATION REVIEW 

THE DECISIONS MADE BY OUR REPRESENTA-
TIVE(S) IN THIS UTILIZATION REVIEW PROGRAM 
ARE INTENDED ONLY TO DETERMINE THE EXTENT 
OF REIMBURSEMENT FOR A SERVICE. 

OUR PAYMENT WILL BE REDUCED FOR NONCOM-
PLIANCE WITH THE PROVISIONS SET FORTH IN 
THIS SECTION. 

A. IF YOU OR YOUR PRACTITIONER DO NOT RE-
QUEST OUR AUTHORIZATION, OR IF, A SEC-
OND AND/OR THIRD OPINION FOR PERFOR-
MANCE OF A SURGICAL PROCEDURE OR 
HOSPITAL ADMISSION, AND YOU EITHER DO 
NOT OBTAIN SUCH OPINION(S), OR YOU DO 
NOT OBTAIN ONE CONFIRMING OPINION FROM 
EITHER THE SECOND OR THIRD OPINION, WE 
WILL REDUCE ANY PAYMENT WE MAKE BY 
50% PROVIDED WE DETERMINE THE HOSPI-
TAL ADMISSION, PROCEDURE, SERVICE OR 
SUPPLIES WERE MEDICALLY NECESSARY AND 
APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE PROCEDURE OR THE ~,_) 
HOSPITALIZATION WAS NOT MEDICALLY 
NECESSARY AND APPROPRIATE, WE WILL 
NOT MAKE ANY PAYMENT. 

B. IF YOU OBTAIN A SECOND AND THIRD OPIN-
ION FOR PERFORMANCE OF A SURGICAL PRO-
CEDURE OR HOSPITAL ADMISSION, AND NEI-
THER OF THE OPINIONS CONFIRM THE NEED 
FOR THE PROCEDURE OR HOSPITALIZATION 
AND YOU PROCEED WITH THE PROCEDURE 
OR HOSPITALIZATION, WE WILL NOT PAY FOR 
THE PROCEDURE OR HOSPITALIZATION NOR 
ANY ASSOCIATED PRACTITIONER (INCLUDING 
FACILITY) CHARGES. 

C. NO REDUCTION IN BENEFITS OR PAYMENT 
WILL BE APPLIED PURSUANT TO THIS SEC-
TION IF, FOLLOWING AN INITIAL DETERMINA-
TION BY US THAT WE WILL NOT AUTHORIZE A 
HOSPITAL ADMISSION OR PROCEDURE, SER-
VICES OR SUPPLIES, YOU REQUEST RECON-
SIDERATION OF OUR DECISION AND WE SUB-
SEQUENTLY DETERMINE THAT THE HOSPITAL 
ADMISSION OR PROCEDURE, SERVICES OR 
SUPPLIES WERE MEDICALLY NECESSARY AND 
APPROPRIATE IN SUCH AN EVENT, WE WILL '-
MAKE PAYMENT AS OTHERWISE PROVIDED IN V 
THIS POLICY. 
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YOU WILL BE RESPONSIBLE FOR PAYING TO THE 
PROVIDER THE AMOUNT OF ANY REDUCTION OF 
BENEFITS (IN ADDITION TO ANY OTHER PAYMENTS 
YOU ARE REQUIRED TO MAKE UNDER THIS POLI-
CY.) 

The maximum reduction of benefits under this provision 
for failure to comply with any of the requirements set forth 
will be 50% unless we determine that the hospital admis-
sion, procedure, service or supply were not Medically Neces-
sary and Appropriate. 

Any reduction of benefits under this provision is subject 
to Your rights under the "Claims Appeal" section of the 
"Claims Procedure" provision of this Policy. 

STEP I-Request For Care Preapproval 

If Your Practitioner recommends that You (a) be admit-
ted, for any reason, as an Inpatient; or (b) undergo any of 
the Surgical procedures or receive other services or supplies 
listed below, You must first obtain Our authorization to 
Determine whether We agree that the hospitalization, pro-
cedures or other services and supplies are Medically Neces-
sary and Appropriate. 

Failure to notify Us of the procedures, services or sup-
plies as provided in Step 2 below, will not affect Our 
payment if We Determine that notice was given to Us as 
soon as was reasonably possible. 

In some instances, before We authorize a hospitalization 
or the performance of a surgical procedure listed, We may 
require a second and/or third opinion. See "Step 3" and 
"Step 4" below. 

Our authorization is valid for 30 days. If the hospitaliza-
tion, procedure, service or use of the supply does not occur 
as planned, You or Your Practitioner must contact Us to 
renew the authorization. If the authorization is not re-
newed, We will consider the hospitalization, procedure, 
service or supply as not authorized. 

If You or Your Practitioner obtain Our authorization for 
one of the listed procedures, We, in consultation with Your 
Practitioner, will authorize the appropriate setting (Inpatient 
or Outpatient) for the proposed procedure. If We approve 
an Inpatient admission, You or Your Practitioner may 
proceed with the admission and Our Payment will not be 

. affected. IF WE DO NOT AUTHORIZE AN INPATIENT 
ADMISSION AND YOU PROCEED WITH THAT ADMIS-
SION, ANY PAYMENT FOR FACILITY CHARGES WILL 
BE REDUCED BY 50%. However, no reduction will apply 
if, following an initial Determination by Us that We will not 
authorize an in-patient admission, You request reconsidera-
tion of Our Determination and We Subsequently Determine 
the in-patient admission to have been Medically Necessary 
and Appropriate, we will make payment as otherwise pro-
vided in this policy. 
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PROCEDURES, SERVICES AND SUPPLIES 
REQUIRING PREAPPROVAL 

SURGICAL PROCEDURES 

Adenoidectomy 

Arthroscopy 

Bunionectomy 

Carpal Tunnel Surgery 

Cesarean Section 

Cholecystectomy 

Coronary Artery Angioplasty 

Coronary Artery Bypass Graft 

Esophagoscopy 

Excision of Intervertebral Disk 

Gastroduodenoscopy 

Hip Replacement 

Hysterectomy 

Knee Replacement 

Lower Back Surgery 

Mastectomy 

Meniscectomy 

Myringotomy 

Pacemaker Implantation 

Prostatectomy 

Rhinoplasty 

Septectomy with Rhinoplasty 

Tonsillectomy 

Tubal Transection and/or Ligation 

Tympanoplasty 

Tympanotomy Tube 

MEDICAL PROCEDURES 

Lower Back Medical Care 

DIAGNOSTIC PROCEDURES 

Cardiac Catheterization 

CATSCAN 
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Cystoscopy 

Magnetic Resonance Imaging 

OTHER SERVICES AND SUPPLIES 

Home Health Care 

Skilled Nursing Care 

Maternity Care (See STEP 2(a)) 

Hospice Care 

Infusion Therapy 

STEP 2-Notice Requirements 

If We are notified within the required time and We 
Determine that the procedures, services or supplies are 
Medically Necessary and Appropriate, Our Payment will not 
be affected. IF WE ARE NOT NOTIFIED WITHIN THE 
TIME SPECIFIED, WE WILL REDUCE ANY PAYMENT 
BY 50%. 

(a) For Non-Medical Emergency hospitalizations, proce-
dures, services or supplies listed above, You or Your 
Practitioner must contact Us at least 3 days prior to 
admission, treatment or purchase to obtain Our au-
thorization. We will provide You or Your Practition-
er with Our Determination within those 3 days. 
However, for maternity care, You or Your Practition-
er must contact Us within the first 12 weeks of 
medical confirmation of a pregnancy. We will send 
You or Your Practitioner Our acknowledgement of 
the pregnancy within 7 days. 

(b) For Medical Emergency hospitalizations, procedures, 
services or supplies You or Your Practitioner must 
contact Us within 48 hours or on the next business 
day (whichever is later), from the commencement of 
hospitalization, treatment, or use of supplies, which-
ever is later, to obtain Our authorization. We will 
provide You or Your Practitioner with Our Determi-
nation within 48 hours. 

(c) For Continued Confinement as an Inpatient beyond 
the time authorized, You or Your Provider must 
contact us at least 1 full day, i.e. 24 hours, prior to 
the preapproved discharge date, for additional autho-
rization. We will provide You or Your Practitioner 
with Our Determination within those 24 hours. 

In the event We are not able to provide You or Your 
Practitioner with a Determination within the time frames 
stated, We will tell You and Your Practitioner before the 
mid-point of the time stated, or the next business day, 
whichever is later, as well as put in writing to You, what 
specific information is needed to make that Determination. 
In the event We do not respond to You or Your Practitioner 
within these time frames, We will not apply the 50% reduc-
tion of benefits as allowed by this Utilization Review section 
to Covered Charges incurred between the time You or Your 
Practitioner notify Us and We respond to You. 
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In the event We do not authorize the hospitalization, 
procedure, service or supplies, We will send You a written 
statement within 7 days, explaining the specific reasons for 
denial of the authorization. Any such denial of Our autho- \J 
rization is subject to Your rights under the "Claims Appeal" 
section of the. "Claims Procedure" provision of this Policy. 

Failure to notify Us of the procedures, services or sup-
plies listed above will not affect Our payment if We Deter-
mine that notice was given to Us as soon as was reasonably 
possible. 

No reduction in benefits or payment will be applied 
pursuant to this section if, following an initial Determina-
tion by Us that We will not authorize a hospital admission 
or procedure, services or supplies, You request reconsidera-
tion of Our Determination and We subsequently Determine 
that the hospital admission or procedure, services or sup-
plies are Medically Necessary and Appropriate. In such an 
event, We will make payment as otherwise provided in this 
policy. 

STEP 3-Obtaining a Second Opinion 

You may always obtain a second opinion when You are 
advised to have Surgery or be hospitalized. We may require 
that You obtain a second opinion if We Determine that it is 
necessary in order for Us to authorize a surgical procedure 
or hospital admission. If We Determine that a second 
opinion is necessary, We may arrange for the second opin-
ion consultation. Regardless of whether the second opinion ·~ 
is at Our request or Yours, We will pay for the consultation 
and for any Diagnostic Services and Pre-Admission Testing 
necessary for the second opinion, subject to all Policy 
limitations and exclusions. 

If the second opinion confirms the need for a surgical 
procedure, We, in consultation with Your Practitioner, will 
authorize the appropriate setting (Inpatient or Outpatient) 
for the proposed procedure. If We approve an Inpatient 
admission, You or Your Practitioner may proceed with the 
admission and Our payment will not be affected. 

IF YOU DO NOT OBTAIN A SECOND OPINION 
WHICH WE ASK YOU TO OBTAIN FOR AN INPATIENT 
ADMISSION OR PERFORMANCE OF THE PROCE-
DURE AND IF YOU PROCEED WITH THAT ADMIS-
SION AND/OR PERFORMANCE OF THE PROCEDURE, 
ANY PAYMENT FOR FACILITY CHARGES AND/OR 
PERFORMANCE OF THE PROCEDURE WILL BE RE-
DUCED BY 50% PROVIDED WE DETERMINE THE 
HOSPITALIZATION OR PERFORMANCE OF THE SUR-
GICAL PROCEDURE WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE SURGICAL PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NECES-
SARY AND APPROPRIATE, WE WILL NOT MAKE ANY 
PAYMENT. 

Supp. 2-20-96 20-80 



INDMDUAL HEALTH COVERAGE PROGRAM 

A confirming second opinion is valid for 90 days. If You 
do not undergo the surgical procedure or become hospital-
ized within that time, You or Your Practitioner must notify 

.,.. Us and renew the confirming opinion prior to the hospital 
admission or the procedure being performed. If the con-
firming opinion is not renewed, We may consider the con-
firming opinion not authorized. 

If the second opinion does not confirm the need for the 
surgical procedure or hospital admission, You may obtain or 
We may require You obtain a third opinion. 

STEP 4-0btaining a Third Opinion 

If you obtained a second opinion and it did not confirm 
the need for the surgical procedure or hospital admission, 
You may obtain or We may require You to obtain a third 
opinion. Regardless of whether the third opinion is at Our 
request or Yours, We will pay for the consultation and for 
any Diagnostic Services and Pre-Admission Testing neces-
sary for the third opinion, subject to all Policy limitations 
and exclusions. 

IF NEITHER THE SECOND NOR THIRD OPINIONS 
CONFIRM THE NEED FOR THE SURGICAL PROCE-
DURE OR HOSPITAL ADMISSION AND YOU PROCEED 
WITH THE PROCEDURE OR HOSPITALIZATION, WE 
WILL NOT PAY FOR THE PROCEDURE OR HOSPITAL-
IZATION NOR ANY ASSOCIATED PRACTITIONER (IN-
CLUDING FACILITY) CHARGES. 

IF YOU DO NOT OBTAIN A THIRD OPINION WHICH 
WE HAVE ASKED YOU TO OBTAIN, OUR PAYMENT 
FOR THE PROCEDURE OR HOSPITALIZATION WILL 
BE REDUCED BY 50% PROVIDED WE DETERMINE 
THE PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE PROCEDURE OR THE HOSPI-
TALIZATION WAS NOT MEDICALLY NECESSARY AND 
APPROPRIATE, WE WILL NOT MAKE ANY PAYMENT. 

A confirming third opinion is valid for 90 days. If you do 
not undergo the procedure or become hospitalized within 
that time, You or Your Practitioner must notify Us and 
renew the confirming opinion prior to the procedure being 
performed or the hospitalization. If the confirming opinion 
is not renewed, We may consider the confirming opinion not 
authorized. 

IX. ALTERNATE TREATMENT 
Important Notice: No Covered Person is required, in any 

way, to accept an Alternate Treatment Plan recommended 
by Us. 

Definitions 

"ALTERNATE TREATMENT" means those services and 
supplies which meet both of the following tests: 
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a. They are determined, in advance, by Us to be Medi-
cally Necessary and Appropriate and cost effective in 
meeting the long term or intensive care needs of a 
Covered Person in connection with a Catastrophic 
Illness or Injury or in completing a course of care 
outside of the acute hospital setting, for example 
completing a course of IV antibiotics at home. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under the 
Policy. 

"CATASTROPHIC ILLNESS OR INJURY'' means one of 
the following: 

a. head injury requiring an Inpatient stay 
b. spinal cord Injury 
c. severe burn over 20% or more of the body 
d. multiple injuries due to an accident 
e. premature birth 
f. CV A or stroke 
g. congenital defect which severely impairs a bodily 

function 
h. brain damage due to either an accident or cardiac 

arrest or resulting from a surgical procedure 
i. terminal Illness, with a prognosis of death within 6 

months 
j. Acquired Immune Deficiency Syndrome (AIDS) 
k. chemical dependency 
1. mental, nervous and psychoneurotic disorders 
m. any other Illness or Injury determined by Us to be 

catastrophic. 

Alternate Treatment Plan 

We will identify cases of Catastrophic Illness or Injury. 
The appropriateness of the level of patient care given to a 
Covered Person as well as the setting in which it is received 
will be evaluated. In order to maintain or enhance the 
quality of patient care for the Covered Person, We will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by Us through discussion and agreement 
with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. Us. 

The Alternate Treatment Plan includes: 

a. treatment plan objectives; 
b. course of treatment to accomplish the stated objec-

tives; 
c. the responsibility of each of the following parties in 

implementing the plan: 
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• Us 
• attending Practitioner 
• Covered Person 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If We, the attending Practitioner, and the Covered Person 
agree [in writing,] on an Alternate Treatment Plan, the 
services and supplies required in connection with such Al-
ternate Treatment Plan will be considered as Covered 
Charges under the terms of the Policy. 

The agreed upon Alternate Treatment must be ordered 
by the Covered Person's Practitioner. 

Benefits payable under the Alternate Treatment Plan will 
be considered in the accumulation of any Calendar Year 
and Per Lifetime maximums. 

Exclusions 

Alternate Treatment does not include services and sup-
plies that We Determine to be Experimental or Investiga-
tional. 

X. [XI.] EXCLUSIONS 
THE FOLLOWING ARE NOT COVERED CHARGES 

UNDER THIS POLICY. WE WILL NOT PAY FOR 
ANY CHARGES INCURRED FOR, OR IN CONNEC-
TION WITH: 

Acupuncture, except for use as an anesthesia when the usual 
method of anesthesia is not Medically Necessary and Appro-
priate. 

Ambulance, in the case of a non-Medical Emergency, unless 
You have followed the section of this Policy called "Request 
For Care Preapproval." 

Any charge to the extent it exceeds Our Allowance. 

Any therapy not included in Our definition of Therapy 
Services. 

Artificial drugs and surgical procedures designed to enhance 
fertility, including, but not limited to, in-vitro fertilization, 
in-vivo fertilization or gamete-intra-fallopian-transfer 
(GIFT), and surrogate motherhood. 

Blood or blood plasma which is replaced by You. 

Broken appointments. 

Christian Science. 

Completion of claim forms. 

Conditions related to behavior problems or learning disabili-
ties. 

DEPT. OF INSURANCE 

Cosmetic Surgery, unless it is required as a result of an 
Accidental Injury sustained while covered under this Policy 
or to correct a functional defect resulting from a congenital 
abnormality or developmental anomaly; complications of 
cosmetic Surgery; drugs prescribed for cosmetic purposes. 

Custodial Care or domiciliary care. 

Dental care or treatment (including appliances) except as 
otherwise specifically Covered. 

Dose-Intensive Chemotherapy, except as otherwise stated in 
this Policy. 

Education or training while You are confined in an institu-
tion that is primarily an institution for learning or training. 

Experimental or Investigational treatments, procedures, hos-
pitalizations, drugs, biological products or medical devices, 
except as otherwise stated in this Policy. 

Extraction of teeth except as otherwise specifically covered. 

Eye examinations to determine the need for ( or changes of) 
eyeglasses or lenses of any type; eyeglasses, contact lenses, 
and all fittings, except as otherwise specified in this Policy; 
surgical treatment for the correction of a refractive error 
including, but not limited to, radial keratotomy. 

Facility charges ( e.g., operating room, recovery room, use of 
equipment) when billed for by a Provider that is not an 
eligible Facility. 

Hearing aids and hearing exams to determine the need for 
hearing aids or the need to adjust them. 

Herbal medicine. 

Hypnotism. 

Illness or Accidental Injury which is covered or could have 
been covered for benefits provided under workers' compen-
sation, employer's liability, occupational disease or similar 
law. 

Local anesthesia charges billed separately by a Practitioner 
for surgery he or she performed on an Outpatient basis. 

Marriage, career or financial counseling, sex therapy or 
family therapy. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Methadone maintenance. 

Nicotine Dependence Treatment except as provided for 
under Primary Care Services. 

Non-Prescription Drugs or supplies, except: 
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a. insulin needles and syringes and glucose test strips 
and lancets; and 

b. colostomy bags, belts, and irrigators. 

Nutritional counseling and related services except as other-
wise stated in this Policy. 

Pre-Existing Conditions, for the first 365 days of coverage in 
effect for You and Your Dependents. 

Private-Duty Nursing, unless you have followed the section 
of this Policy called "Request For Care Preapproval." 

Rest or convalescent cures. 

Room and board charges for any period of time during 
which You were not physically present in the room. 

Routine examinations or preventive care, including related 
x-rays and laboratory tests, except as otherwise stated in this 
Policy; pre-marital or similar examinations or tests not 
required to diagnose or treat Illness or Accidental Injury. 

Routine Foot Care, except: 

a. an open cutting operation to treat weak, strained, flat, 
unstable or unbalanced feet, metatarsalgia or bunions; 

b. the removal of nail roots; and 
c. treatment or removal of corns, calluses or toenails in 

conjunction with the treatment of metabolic or pe-
ripheral vascular disease. 

Self-administered services such as: biofeedback, patient-
controlled analgesia, related diagnostic testing, self-care and 
self-help training. 

. Services or supplies: 
-eligible for payment under either federal or state programs 

(except Medicaid.) This provision applies whether or not 
You assert Your rights to obtain such coverage or payment 
for services; 

-for which a charge is not usually made, such as a Practi-
tioner treating a professional or business associate, or 
services at a public health fair; 

-for which You would not have been charged if You did not 
have health care coverage; 

-for Your personal convenience or comfort, including, but 
not limited to, such items as TVs, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas 
and hot tubs; 

-for which the Provider has not received a certificate of 
need or such other approvals as are required by law; 

-furnished by one of the following members of Your family: 
spouse, child, parent, in-law, brother or sister; 

-in an amount greater than a Reasonable and Customary 
charge; 

-needed because You engaged, or tried to engage, in an 
illegal occupation or committed, or tried to commit, a 
felony; 

-provided by or in a government hospital unless the services 
are for treatment: (a) of a non-service Medical Emergen-
cy; or (b) by a Veterans' Administration hospital of a non-

- service related Illness or Accidental Injury; or the hospital 

11:20 App. 

is located outside of the United States and Puerto Rico; or 
unless otherwise required by law; 

-provided by or in any locale outside the United States 
other than in the case of a Medical Emergency, unless 
received by a Dependent who is attending an accredited 
school in a foreign country, under the terms stated in the 
definition of Dependent; 

-provided by a licensed pastoral counselor in the course of 
the counselor's normal duties as a pastor or minister; 

-received as a result of: war, declared or undeclared; 
police actions; service in the armed forces or units auxilia-
ry thereto; or riots or insurrection; 

-rendered prior to Your Effective Date of coverage or after 
Your termination date of coverage under this Policy; 

-which are specifically limited or excluded elsewhere in this 
Policy; 

-which are not Medically Necessary and Appropriate except 
as otherwise stated in this Policy; or 

-which You are not legally obligated to pay. 

Special medical reports not directly related to treatment of 
the Covered Person ( e.g., employment physicals, reports 
prepared in connection with litigation). 

Stand-by services required by a Provider. 

Sterilization reversal. 

Surgery, sex hormones, and related medical and psychiatric 
services to change Your sex; services and supplies arising 
from complications of sex transformation and treatment for 
gender identity disorders. 

Telephone consultations, except as We may request. 

TMJ Syndrome: dental treatment of TMJ Syndrome, in-
cluding, but not limited to, crowns, bridgework and intraoral 
prosthetic devices . 

Transplants, except as described in the section of this Policy 
called "Covered Charges" under "Transplants." 

Transportation; travel. 

Vision therapy, vision or visual acuity training, orthoptics 
and pleoptics. 

Vitamins and dietary supplements. 

Weight reduction or control, unless there is a diagnosis of 
morbid obesity; special foods, food supplements, liquid 
diets, diet plans or any related products. 

Wigs, toupees, hair transplants, hair weaving or any drug 
used to eliminate baldness. 

XI. [XII.] CLAIMS PROCEDURES 
Your right to make a claim for any benefits provided by 

this Policy is governed as follows: 

You or Your Provider must send Us written notice of a 
claim. This notice should include Your name and Policy 
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number. If the claim is being made for one of Your 
covered Dependents, the Dependent's name should also be 
noted. A separate claim form is needed for each claim 
submitted. 

Proof of Loss: We will furnish you with forms for filing a 
proof of loss within 15 days of receipt of notice of claim. 
But if We do not furnish the forms on time, We will accept 
a written description and adequate documentation of the 
Accidental Injury or Illness that is the basis of the claim as 
proof, including an itemized bill with patient identification, 
diagnosis, Provider name and license number, type of ser-
vice and amo4nt of charge for se:rvice. You or Your 
Provider must detail the nature and extent of the claim 
being made. You or Your Provider must send Us written 
proof of loss within 90 days of the Covered Charge being 
incurred. 

Late Notice of Proof: We will not void or reduce a claim if 
You cannot send Us notice and proof of loss immediately. 
But You or Your Provider must send Us notice and proof 
as soon as reasonably possible, but in no event later than 
one year following the date the proof of loss was otherwise 
required. 

Payment of Benefits: We will pay all benefits to which You 
and Your Dependents are entitled as soon as We receive 
due written proof of loss. 

We pay all benefits to Your Provider or You, if You are 
living. If You are not living, We have the right to pay 
benefits to one or more of the following: (a) Your benefi-
ciary; (b) Your estate; (c) Your spouse; (d) Your Parents; 
(e) Your Children; (f) Your brothers and sisters; and (g) 
any unpaid Provider of health care services. 

When You file a proof of loss, We may[, subject to Your 
written instructions to the contrary,-optional for health 
service corporations] pay health care benefits to the Provid-
er who provided the service for which benefits became 
payable. But We cannot tell You which Provider You must 
use. 

Claims Appeal: If We decline Your claim in whole or in 
part, We will send You an explanation of benefits in writing. 
Within 60 days after receiving Our written notice of declina-
tion, You may request that We reconsider any portion of 
the claim for which You believe benefits were wrongly 
declined. Your request for reconsideration must be . in 
writing, and include: 

(a) name(s) and address(es) of patient and Policyhold-
er; 

(b) Policyholder's [identification] number; 
(c) date of service; 
( d) claim number; 
( e) Provider's name; and 
(f) why the claim should be reconsidered. 

DEPT. OF INSURANCE 

You may, within 45 days of Our receipt of Your request 
for reconsideration, review pertinent documents at Our 
office during regular business hours. We may require writ-
ten releases if We Determine the information to be sensitive V 
or confidential. 

You may also, within 45 days of Our receipt of Your 
request for reconsideration, submit to Us issues and com-
ments and any additional pertinent medical information. 

We will give You a written decision within 60 days after 
We receive Your request for review. That written decision 
will indicate the reasons for the decision and refer to the 
Policy provision( s) on which it was based. 

In special circumstances, We may Determine that addi-
tional time is necessary to make a decision. We will let 
You know if this happens but it will never be more than 120 
days from the date after We receive Your request for 
review. 

Limitations of Actions: You cannot bring a legal action 
against this Policy until 60 days from the date You file proof 
of loss. And You cannot bring legal action against this 
Policy after three years from the date You file proof of loss. 

XII. [XIII.] RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

"Reasonable pro-rata Expenses" are those costs such as 
lawyers fees and court costs; incurred to effect a Third Party 
payment, expressed as a percentage of such payment. 

"Third Party" means anyone other than Us or a Covered 
Person. 

If a Covered Person makes a claim to Us for benefits 
under this Policy prior to receiving payment from a Third 
Party or its insurer, the Covered Person must agree, in 
writing, to repay Us from any amount of money they .receive 
from the Third Party, or its insurer for an Illness or 
Accidental Injury. 

We will only require such payment when the amounts 
received through such settlement, judgment or otherwise, 
are specifically identified as amounts paid for health bene-
fits for which We paid benefits and .these amounts were not 
otherwise deducted from an award, judgment or settlement 
in a civil action, brought in a court of this State, pursuant to 
N.J.S.A. 2A:15-97. 

The repayment will be equal to the amount of benefits 
paid by Us. However, the Covered Person may deduct the 
reasonable pro-rata expenses, incurred in effecting the Third 
Party payment from the repayment to Us. 

We shall require the return of health benefits paid for an 
Illness or Accidental Injury, up to the amount a Covered . ) 
Person receives for that Illness or Accidental Injury through: ~J 
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a. a Third Party settlement; 
b. a satisfied judgment; or 
c. other means. 

The repayment agreement shall be binding upon the 
Covered Person whether: 

a. the payment received from the Third Party, or its 
insurer, is the result of a legal judgment, an arbitra-
tion award, a compromise· settlement, or any other 
arrangement, or 

b. the Third Party, or its insurer, has admitted liability 
for the payment. 

We will not pay any benefits under this Policy to or on 
behalf of a Covered Person, who has received payment from 
a Third Party, or its insurer for past or future charges for an 
Illness or Accidental Injury, resulting from the negligence, 
intentional act, or no-fault tort liability of a Third Party. 

This provision shall not be construed or applied so as to 
require the return of any benefits properly paid by an 
insurer or entity other than Us where the payment of those 
benefits was made pursuant to some other applicable state 
or federal law and that other law precludes such repay-
ment.] 

XIII. [XIV.] GENERAL PROVISIONS 
THE POLICY 

v,. The entire Policy consists of: 

(a) the forms shown in the Table of Contents as of the 
Effective Date; 

(b) the Policyholder's application, a copy of which is 
attached to the Policy; 

( c) any riders, endorsements or amendments to the 
Policy; and 

( d) the individual applications, if any, of all Covered 
Persons. 

STATEMENTS 

No statement will void the insurance, or be used in 
defense of a claim under this Policy, unless it is contained in 
a writing signed by You, and We furnish a copy to You or 
Your beneficiary. 

All statements will be deemed representations and not 
warranties. 

INCONTESTABILITY OF THE POLICY 

There will be no contest of the validity of the Policy, 
except for not paying premiums, after it has been in force 
for two years. 

No statement in any application, except a fraudulent 
_.,.,.1 statement, made by You shall be used in contesting the 
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validity of Your insurance or in denying a claim for a loss 
incurred after such insurance has been in force for two years 
during Your lifetime. 

AMENDMENT 

The Policy may be amended, at any time, without Your 
consent or of anyone else with a beneficial interest in it. 
The Policyholder may change the type of coverage under 
this Policy at any time by notifying Us in writing. 

We may make amendments to the Policy upon 30 days' 
notice to the Policyholder, and as provided in (b) and (c) 
below. An amendment will not affect benefits for a service 
or supply furnished before the date of change; and no 
change to the benefits under this Policy will be made 
without the approval of the Board. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of the Policy, to extend the time in 
which a Premium may be paid, to make or change a Policy, 
or to bind Us by a promise or representation or by informa-
tion given or received. 

No change in the Policy is valid unless the change is 
shown in one of the following ways: 

(a) it is shown in an endorsement on it signed by an 
officer of [Carrier]. 

(b) if a change has been automatically made to satisfy 
the requirements of any state or federal law that 
applies to the Policy, as provided in the section of 
this Policy called "Conformity With Law," it is 
shown in an amendment to it that is signed by an 
officer of [Carrier]. 

(c) if a change is required by [Carrier], it is accepted by 
the Policyholder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

( d) if a written request for a change is made by the 
Policyholder, it is shown in an amendment to it 
signed by the Policyholder and by an officer of 
[Carrier]. 

CLERICAL ERROR-MISSTATEMENTS 

No clerical error by Us in keeping any records pertaining 
to coverage under this Policy will reduce Your coverage. 
Neither will delays in making those records reduce it. How-
ever, if We discover such an error or delay, a fair adjust-
ment of Premiums will be made. 

Premium adjustments that involve returning an unearned 
premium to You will be limited to the twelve-month period 
before We received satisfactory evidence that such adjust-
ment should be made. 

If You misstate Your age or any other relevant fact and 
the Premium is affected, a fair adjustment of Premiums will 
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be made. If such misstatement affects the amount of 
coverage, the true facts will be used in Determining what 
coverage is in force under this Policy. 

TERMINATION OF THE POLICY-RENEWAL PRM-
LEGE 

During or at End of Grace Period-Failure to Pay Premi-
ums: If any Premium is not paid by the end of its grace 
period, the Policy will end when that period ends. However, 
You may write to Us, in advance, to ask that the Policy be 
terminated at the end of any period for which Premiums 
have been paid. Then the Policy will end· on the date 
requested. 

This Policy will be renewed automatically each year on 
the Anniversary Date, unless coverage is terminated on or 
before the Anniversary Date due to one of the following 
circumstances: 

(a) nonpayment of Premiums; 
(b) fraud or misrepresentation by You or Your Depen-

dents; 
(c) termination of Your eligibility or, with respect to 

Your Dependent, Your Dependent's eligibility; 
( d) You become eligible either for Medicare, Medicaid or 

the date You first become eligible to participate in a 
Group Health Benefits Plan; 

( e) You become covered under another individual health 
benefits plan; 

(f) non-renewal as authorized by the Board. 

Immediate cancellation will occur if You commit fraudu-
lent acts or make misrepresentations with respect to cover-
age of You and Your Dependents. 

TERMINATION OF DEPENDENT COVERAGE 

If You fail to pay the cost of Dependent coverage, Your 
Dependent coverage will end. It will end on the last day of 
the period for which You made the required payments, 
unless coverage ends earlier for other reasons. 

A Dependent's coverage ends when the Dependent is no 
longer eligible. This happens to a Dependent at 12:01 a.m. 
on the date the Dependent loses eligibility. 

Also, Dependent coverage ends when the Policyholder's 
. coverage ends. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain benefits for a limited time. 

OFFSET 

We reserve the right, before paying benefits to You, to 
use the amount of payment due to offset any unpaid 
Premiums or a claims payment previously made in error. 

DEPT. OF INSURANCE 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this Policy. 

OTHER RIGHTS 

This Policy is intended to pay benefits for Covered 
Charges in cash or in kind. It is not intended to provide 
services or supplies themselves, which may, or may not, be 
available. 

We are only required to provide benefits to the extent 
stated in this Policy, its riders and attachments. We have 
no other liability. 

Services and supplies are to be provided in the most cost-
effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropri-
ate employees or companies in administering this Policy. 

We reserve the right to modify or replace an erroneously 
· issued Policy. 

We reserve the right to reasonably require that You be 
examined by a Practitioner of Our choice and at Our 
expense while Your claim is pending. 

We reserve the right to obtain, at Our expense, an 
autopsy to determine the cause of Your death if that would 
affect Your claim for benefits. 

Information in Your application may not be used by Us to 
void this Policy or in any legal action unless the application 
or a duplicate of it is attached to this Policy or has been 
furnished to You for attachment to this Policy. 

ASSIGNMENT 

No assignment or transfer by You of any of Your interest 
under this Policy is valid unless We consent thereto. How-
ever, We may, in Our Discretion, pay a Provider directly for 
services rendered to You. 

[IN-NETWORK AND OUT-OF-NETWORK PROVIDER 
REIMBURSEMENT 

Payment amounts, as specified in the "Schedule of Bene-
fits", apply to Covered Charges incurred for services ren-
dered or supplies provided by an eligible Provider. 

An In-Network Provider will generally accept Our Allow-
ance plus any Deductible, Coinsurance and Copayment You 
are required to make as payment in full for services ren-
dered or supplies provided. 
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Our Allowance for Covered Charges for treatment ren-
dered by an Out-of-Network Provider may be different 
than our In-Network Provider Allowance; also, an Out-of-
Network Provider may bill You for the difference between 
Our Allowance and the Provider's actual charge. 

In no event will Our payment be more than the Provider's 
actual charge.] 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the Policy until 60 days after You file written proof of 
loss. No such action shall be brought more than three years 
after the end of the time within which proof of loss is 
required. 

NOTICES AND OTHER INFORMATION 

Any notices, documents, or other information under the 
Policy may be sent by United States Mail, postage prepaid, 
addressed as follows: 

If to Us: To Our last address on record. 

If to You: To the last address provided by the Covered 
Person on an enrollment or change of address form actually 
delivered to Us. 

RECORDS-INFORMATION TO BE FURNISHED 

We will keep a record of Your benefits. It will contain 
key facts about Your coverage. 

We will not have to perform any duty that depends on 
data before it is received from You in a form that satisfies 
Us. You may correct wrong data given to Us, if We have 
not been harmed by acting on it. 

You must notify Us immediately of any event, including a 
change in eligibility, that may cause the termination of Your 
Coverage. 

RELEASE OF RECORDS 

By applying for benefits, You agree to allow all Providers 
to give Us needed information about the services and 
supplies they provide. We keep this information confiden-
tial. If a Provider requires special authorization for release 
of records, You agree to provide this authorization. Your 
failure to provide authorization or requested information 
will result in the declination of Your claim. 

As determined by Us, We may use appropriate non-
employees, subsidiaries, or companies to conduct confiden-
tial medical record review for Our purposes. 

[POLICYHOLDER/PROVIDER RELATIONSHIP 
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We are not Providers as defined in this Policy. We 
supply services in connection with conducting the business 
of insurance. This means We make Payment for Covered 
Charges incurred by persons eligible for benefits under this 
Policy. 

We are not liable for any act or omission of any Provider 
nor any injury caused by a Provider's negligence, misfea-
sance, malfeasance, nonfeasance or malpractice. 

We are not responsible for a Provider's failure or refusal 
to render services or provide supplies to persons eligible for 
benefits under this Policy.] 

CONTINUATION OF COVERAGE 

If You die while this Policy is in force for You, Your 
Spouse and Dependents, Your Spouse and Dependents may 
continue coverage under this Policy for 180 days from Your 
date of death, provided that Your Spouse and Dependents 
elect to so continue within 31 days of Your date of death 
and subject to: (a) payment of the Premium when due; and 
(b) the Policy provisions for termination of Spouse and 
Dependents' coverage for reasons other than Your death. 

CONVERSION PRMLEGE 

If Your Spouse loses coverage due to a divorce, Your 
Spouse may apply for Your Spouse's own individual health 
benefits plan. An application must be made within 31 days 
of the occurrence of the divorce. 

If Your Spouse applies for the new coverage within 31 
days of the divorce and meets Our Underwriting Require-
ments, the effective date of the new coverage shall be the 
day following the date the Spouse's coverage under this 
Policy ended. Any Pre-existing Condition limitation or 
other limitation not satisfied by the Spouse under this Policy 
will apply under the new coverage to the extent it remains 
unsatisfied. 

DETERMINATION OF SERVICES 

If the nature or extent of a given service must be deter-
mined, this Determination is entirely up to Us. 

PAYMENT AND CONDITIONS OF PAYMENT 

For eligible services from an eligible Facility or Practition-
er, We will Determine to pay either You or the Facility or 
Practitioner. 

Payment for all other Covered Charges will be made 
directly to You unless, before submission of each claim, You 
request in writing that Payment be made directly to the 
Provider and We agree to do this. 

Except as provided above, in the event of Your death or 
total incapacity, any Payment or refund due will be made to 
Your heirs, beneficiaries, or trustees. 
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If We make Payments to anyone who is not entitled to 
them under this Policy, We have the right to recover these 
Payments from that individual or entity or You. 

PRIMARY RESIDENCE REQUIREMENT 

In order to obtain and continue health care coverage with 
Us, Your Primary Residence must be in New Jersey. We 
reserve the right to require proof of Your Primary Resi-
dence. 

We will cancel this Policy if You move Your Primary 
Residence outside of the State. We will give You at least 
30 days' written notice of the cancellation. 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

When You are the named insured under a motor vehicle 
insurance Policy, You have two options under the terms of 
Your motor vehicle insurance Policy. The option You 
select will also determine coverage of any family member 
covered under that Policy who is not a separate named 
insured under another motor vehicle policy. 

(a) You may choose to have primary coverage for such 
services covered under Your motor vehicle insur-
ance Policy (the Personal Injury Protection or com-
pulsory Medical Payment provisions of a New Jer-
sey motor vehicle insurance Policy or under similar 
provisions of a motor vehicle Policy required by any 
other federal or state no-fault motor vehicle insur-
ance law). 

If You choose this option, We will provide second-
ary coverage in accordance with regulations issued by 
the Department of Insurance. 

(b) You may choose to have primary coverage for such 
services provided by this Policy. 

If You choose this option, We will provide benefits 
for any Covered Charges incurred for the diagnosis 
or treatment of an Accidental Injury or Illness result-
ing from a motor vehicle accident. However, these 
benefits are subject to the terms, conditions, and 
limits set forth in this Policy. 

In addition, the motor vehicle insurance policy may pro-
vide for secondary benefits in accordance with regulations 
issued by the Department of Insurance. 

If there is a dispute as to primacy between the motor 
vehicle insurance policy and this Policy, this Policy will be 
primary. 

This order of benefit determination does not apply if You 
are enrolled in a government health benefit program which 
provides that it is always secondary, or otherwise will not be 
a primary provider of benefits for motor vehicle injuries. 

CONFORMITY WITH LAW 

DEPT. OF INSURANCE 

If the provisions of the Policy do not conform to the 
requirements of any state or federal law that applies to the 
Policy, the Policy is automatically changed to conform with 
[Carrier's] interpretation of the requirements of that law, as 
approved by the Board. 

GOVERNING LAW 

This entire Policy is governed by the laws of the State of 
New Jersey. 

Amended by R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 504l(b). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(b). 
Amended by R.1995 d.51, effective December 23, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 

EXHIBIT C 
This Policy has been approved by the New Jersey Individ-

ual Health Coverage Program Board as the standard policy 
form for the individual health benefits Plan C. 

Notice of Right to Examine Policy. Within 30 days after 
delivery of this Policy to You, You may return it to Us for a 
full refund of any Premium paid, less benefits paid. The 
Policy will be deemed void from the beginning. 

[CARRIER] 
BASIC HEALTH BENEFITS PLAN C 

(New Jersey Individual Health Benefits Plan C) 
Policy Term. The Policy takes effect on [----], the 
Policy Effective Date. The term of this Policy starts on 
your Effective Date, may be renewed each year on the 
Anniversary Date, and will end no later than the day before 
the date You first become eligible as set forth in Section II 
of this Policy. But, Your coverage ( and that of Your 
Dependents) may be ended earlier as stated in the Policy. 

Renewal Provision. Subject to all Policy terms and provi-
sions, including those describing Termination of the Policy, 
You may renew and keep this Policy in force by paying the 
Premiums as they become due. We agree to pay benefits 
under the terms and provisions of this Policy. 

Premiums. We may only change the Premium schedule for 
this Policy if We change the Premium schedule for a reason 
permitted under the "Premium Rates and Provisions" sec-
tion, or for everyone whom We cover under this New Jersey 
Individual Health Benefits Plan C. 
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I. DEFINITIONS 

The words shown below have specific meanings when 
used in this Policy. Please read these definitions carefully. 
Throughout the Policy, these defined terms appear with 
their initial letters capitalized. They will help You to 
understand Your benefits under the Policy. Information 
about Your benefits begins on page [22]. 

ADMISSION. See the definition for "Period of Confine-
ment." 

ALCOHOLISM. Abuse of or addiction to alcohol. 

ACCIDENTAL INJURY (OR ACCIDENTALLY INJURED). 
A sudden or unforeseen result of an external agent or 
trauma, independent of Illness, which causes injury, includ-
ing complications arising from that injury, to the body, and 
which is definite as to time and place. 

[ALLOWANCE. What We agree to pay a Provider. For 
this Policy, We will generally pay based on the standard 
measure of such Reasonable and Customary charges ap-
proved by the State of New Jersey Individual Health Cover-
age Program Board. 

However, a Provider may agree with Us to accept a lesser 
charge for such services and supplies than the Reasonable 
and Customary Charges. If a Provider so agrees, then that 
lesser charge will be the basis for determining Your benefit 
and Our Allowance under the Policy.] 

AMBULANCE. A certified vehicle for transporting Ill or 
Accidentally Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

ANNIVERSARY DATE. The date which is one year from 
the Effective Date of this Policy and each succeeding yearly 
date thereafter. 

BENEFIT MONTH. The one-month period starting on the 
day Your coverage starts and each one-month period after 
that date. 
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BENEFIT PERIOD. The twelve-month period starting on 
January 1st and ending on December 31st. Your first and/or 
last Benefit Period may be less than a Calendar Year. 
Your first Benefit Period begins on Your Effective Date. 
Your last Benefit Period ends when You are no longer 
covered by this Policy. 

BIRTHING CENTER. A Facility which mainly provides 
care and treatment during uncomplicated pregnancy, rou-
tine full-term delivery, and the immediate post-partum peri-
od. It must: 

(a) provide full-time Skilled Nursing Care by or under 
the supervision of Nurses; 

(b) be staffed and equipped to give Medical Emergen-
cy care; and 

(c) have written back-up arrangements with a local 
Hospital for Medical Emergency care. 

We will recognize it if: 

(a) it carries out its stated purpose under all relevant 
state and local laws; 

(b) it is approved for its stated purpose by the Accredi-
tation Association for Ambulatory Care; or 

( c) it is approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center if it is part of a 
Hospital. 

BOARD. The New Jersey Individual Health Coverage Pro-
gram Board, appointed and elected under the laws of New 
Jersey. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. An entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of treatment.] 

CARE PREAPPROV AL. The authmization of coverage for 
benefits under this Policy which You obtain from Us prior 
to incurring medical services or supplies. 

CASH DEDUCTIBLE (OR DEDUCTIBLE). The amount 
of Covered Charges that You must pay before this Policy 
pays any benefits for such charges. See the "Cash Deduct-
ible" provision of this Policy for details. 

CHILD. Your own issue or Your legally adopted child, and 
Your stepchild if the child depends on You for most of the 
child's support and maintenance. We treat a child as legally 
adopted from the time the child is placed in the home for 
purpose of adoption. We treat such a child this way 
whether or not a final adoption order is ever issued. Also, 
any child over whom You have legal custody or legal 
guardianship is considered a Child under this Policy. (We 
may require that You submit proof of legal custody or legal 
guardianship, in Our Discretion.) 

DEPT. OF INSURANCE 

However, a foster child or grandchild of the Policyholder 
or Spouse is not a Child for purposes of eligibility for 
benefits under this Policy. 

COINSURANCE. The percentage of a Covered Charge 
that must be paid by You. Coinsurance does not include 
Cash Deductibles, Copayments or Non-Covered Expenses. 

COPAYMENT. A specified dollar amount which You must 
pay for certain Covered Charges. Note: The Emergency 
Room Copayment, if applicable, must be paid in addition to 
the Cash Deductible, any other copayments and coinsur-
ance. 

COVERED CHARGE. Reasonable and Customary charges 
for the types of services and supplies described in the 
"Covered Charges" and "Covered Charges with Special 
Limitations" sections of this Policy. The services and sup-
plies must be: 

(a) furnished or ordered by a recognized health care 
Provider; 

(b) Medically Necessary and Appropriate to diagnose 
or treat an Illness or Accidental Injury or provide 
Primary Care Services; 

( c) accepted by a professional medical society in the 
United States as beneficial for the control or cure 
of the Illness or Accidental Injury being treated; 
and · 

(d) furnished within the framework of generally accept-
ed methods of medical management currently used 
in the United States. 

A Covered Charge is incurred by You while You are 
insured by this Policy. Read the entire Policy to find out 
what We limit or exclude. 

'-COVERED PERSON. An eligible person who is insured 
under this Policy. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.). 
The most recent edition of an annually revised listing pub-
lished by the American Medical Association which assigns 
numerical codes to procedures and categories of medical 
care. 

CUSTODIAL CARE. Any service or supply, including room 
and board, which: 

(a) is furnished mainly to help You meet Your routine 
daily needs; or 

(b) can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

(a) Your: 
(1) Spouse; 
(2) unmarried Child who is under age 19; 
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(3) unmarried Child from age 19 until the Child's 
23rd birthday, who is enrolled as a full-time 
student at an accredited school (We can ask for 
periodic proof that the Child is so enrolled); and 

(4) unmarried Child for whom You are obligated by 
a court order to provide health benefit plan 
coverage. 

(b) Your unmarried Child who has a mental or physi-
cal handicap, or developmental disability, remains a 
Dependent beyond this Policy's age limit, if: 

(1) the Child remains unmarried and unable to be 
self-supportive; 

(2) the Child's condition started before the Child 
reached this Policy's age limit; 

(3) the Child became insured before the Child 
reached this Policy's age limit, and stayed contin-
uously insured until reaching such limit; and 

(4) the Child depends on You for most of the 
Child's support and maintenance. 

In order for the Child to remain a Dependent, You 
must send us written proof that the Child is handi-
capped and depends on You for most of his or her 
support and maintenance. You have 31 days from 
the date the Child reaches this Policy's age limit to 
do this. We can ask for periodic proof that the 
Child's condition continues. After two years, We 
cannot ask for this proof more than once a year. 

A Dependent is not a person who is on active duty in any 
armed forces. 

A Dependent is not a person who resides in a foreign 
country. However, this does not apply to a person who is 
attending an accredited school in a foreign country who is 
enrolled as a student for up to one year at a time. 

DIAGNOSTIC SERVICES. Procedures ord~red by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples are: 

(a) radiology, ultrasound, and nuclear medicine; 
(b) laboratory and pathology; and 
(c) EKG's, EEG's, and other electronic diagnostic tests. 

Except as allowed under the Primary Care Services provi-
sion of the CHARGES COVERED WITH SPECIAL LIM-
ITATIONS section, diagnostic services do not include pro-
cedures ordered as part of a routine or periodic physical 
examination or screening examination. 

DISCRETION/DETERMINATION BY US/DETERMINE. 
Our sole right to make a decision. Our decision will be 
applied in a reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

.,,,, (a) designed and able to withstand repeated use; 
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(b) used primarily for a medical purpose; 
( c) mainly and customarily used to serve a medical 

purpose; 
( d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited 
to, apnea monitors, breathing equipment, hospital-type beds, 
walkers, and wheelchairs. 

Durable Medical Equipment does not include: adjust-
ments made to vehicles, air conditioners, air purifiers, 
humidifiers, dehumidifiers, elevators, ramps, stair glides, 
Emergency Alert equipment, handrails, heat appliances, 
improvements made to Your home or place of business, 
waterbeds, whirlpool baths, exercise and massage equip-
ment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Policy for You or Your Dependents, as the 
context in which the term is used suggests. 

EXPERIMENTAL or INVESTIGATIONAL. 

Services or supplies, including treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices, which We Determine are: 

(a) not of proven benefit for the particular diagnosis or 
treatment of Your particular condition; or 

(b) not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of Your particular condition; or 

( c) provided or performed in special settings for re-
search purposes or under a controlled environment 
or clinical protocol. 

Unless otherwise required by law with respect to drugs 
which have been prescribed for the treatment of a type of 
cancer for which the drug has not been approved by the 
United States Food and Drug Administration (FDA), We 
will not cover any services or supplies, including treatment, 
procedures, drugs, biological products or medical devices or 
any hospitalization in connection with Experimental or In-
. vestigational services or supplies. 

We will also not cover any technology or any hospitaliza-
tion in connection with such technology if such technology is 
obsolete or ineffective and is not used generally by the 
medical community for the particular diagnosis or treatment 
of Your particular condition. 

Governmental approval of a technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of Your 
particular condition as explained below. 

We will apply the following five criteria in Determining 
whether services or supplies are Experimental or Investiga-
tional: 
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1. any medical device, drug, or biological product 
must have received final approval to market by the 
United States Food and Drug Administration 
(FDA) for the particular diagnosis or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an Investigational 
Device Exemption or an Investigational New Drug 
Exemption, is not sufficient. Once FDA approval 
has been granted for a particular diagnosis or con-
dition, use of the medical device, drug or biological 
product for another diagnosis or condition will ' 
require that one or more of the following estab-
lished reference compendia: 

-The American Medical Association Drug Evalua-
tions; 

-The American Hospital Formulary Service Drug 
Information; or 

-The United States Pharmacopeia Drug Informa-
tion. 

recognize the usage as appropriate medical treat-
ment. As an alternative to such recognition in one 
or more of the compendia, the usage of the drug will 
be recognized as appropriate if it is recommended by 
a clinical study and recommended by a review article 
in a major peer-reviewed professional journal. A 
medical device, drug, or biological product that meets 
the above tests will not be considered Experimental 
or Investigational. 

In any event, any drug which the Food and Drug 
Administration has determined to be contraindicated 
for the specific treatment for which the drug has 
been prescribed will be considered Experimental or 
Investigational. 

2. conclusive evidence from the published peer-re-
viewed medical literature must exist that the tech-
nology has a definite positive effect on health out-
comes; such evidence must include well-designed 
investigations that have been reproduced by nonaf-
filiated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

3. demonstrated evidence as reflected in the published 
peer-reviewed medical literature must exist that 
over time the technology leads to improvement in 
health outcomes, i.e., the beneficial effects out-
weigh any harmful effects; 

4. proof as reflected in the published peer-reviewed 
medical literature must exist that the technology is 
at least as effective in improving health outcomes 
as established technology, or is usable in appropri-
ate clinical contexts in which established technology 
is not employable; and 

DEPT. OF INSURANCE 

5. proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes, as defined in paragraph 3, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

FACILITY. A place We are required by law to recognize 
which: 

( a) is properly licensed, certified, or accredited to pro-
vide health care under the laws of the state in 
which it operates; and 

(b) provides health care services which are within the 
scope of its license, certificate or accreditation and 
are covered by this Policy. 

GENERIC DRUG. An equivalent prescription drug con-
taining the same active ingredients as a brand name pre-
scription drug but costing less. The equivalent must be 
identical in strength and form as required by the FDA. 

GOVERNMENT HOSPITAL. A Hospital operated by a 
government or any of its subdivisions or agencies, including, 
but not limited to, a federal, military, state, county or city 
Hospital. 

GROUP HEALTH BENEFITS PLAN. A policy, program 
or plan that provides medical benefits to a group of two or 
more individuals. 

HOME HEALTH AGENCY. A Provider which provides \____/. 
Skilled Nursing Care for Ill or Accidentally Injured people 
in their home under a home health care program designed 
to eliminate Hospital stays. We will recognize .it if it is 
licensed by the state in which it operates, or it is certified to 
participate in Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and sup-
portive care for Terminally Ill or Accidentally Injured peo-
ple who are terminally injured. We will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is: 

(a) approved for its stated purpose by Medicare; 
(b) accredited for its stated purpose by the Joint Com-

mission; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

HOSPITAL. A Facility which mainly provides Inpatient 
care for Ill or Accidentally Injured people. We will recog-
nize it if it carries out its stated purpose under all relevant 
state and local laws, and it is: 

(a) accredited as a hospital by the Joint Commission; 
(b) approved as a Hospital by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 
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Among other things, a Hospital is not a convalescent, rest 
or nursing home or Facility, or a Facility, or part of it, which 
mainly provides Custodial Care, educational care or rehabil-
itative care. 

A Facility for the aged or for Substance Abusers is not a 
Hospital. 

A specialty Facility is also not a Hospital. 

HOSPITAL ADMISSION REVIEW. The authorization of 
coverage for benefits under this Policy which You obtain 
from Us prior to an Inpatient Hospital admission. In the 
event of a Medical Emergency, You must notify Us within 
48 hours of Your admission to a [Non-Network] Provider 
due to that Medical Emergency or Your benefits will be 
reduced. See the section of this Policy called "Utilization 
Review" for details. 

ILLNESS (OR ILL). A sickness or disease suffered by 
You. A Mental or Nervous Condition is not an Illness. 

[IN-NE1WORK PROVIDER. A Provider which has an 
agreement with Us to accept Our Allowance plus amounts 
You are required to pay as payment in full for Covered 
Charges.] 

INPATIENT. You, if You are physically confined as a 
registered bed patient in a Hospital or other recognized 
health care Facility; or services and supplies provided in 
such a setting. 

JOINT COMMISSION. The Joint Commission on the 
Accreditation of Health Care Organizations. 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or Accidental Injury, of a medical condition 

· that is expected to result in either a threat to life or to an 
organ, or a body part not returning to full function. Medi-
cal emergencies include but are not limited to: uncontrolled 
or excessive bleeding, acute pain or conditions requiring 
immediate attention such as suspected heart attack, severe 
shortness of breath or appendicitis, strokes, convulsions, 
serious burns, bone fractures, wounds requiring sutures, 
poisoning, and loss of consciousness. We may, in our 
Discretion, consider other severe medical conditions requir-
ing immediate attention to be Medical Emergencies. 

MEDICALLY NECESSARY AND APPROPRIATE. Ser-
vices or supplies provided by a recognized health care 
Provider that We Determine to be: 

(a) necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness, disease or Accidental 
Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness, disease or Acci-
dental Injury; 

(c) in accordance with accepted medical standards in 
the community at the time; 
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(d) not for Your convenience; and 
( e) the most appropriate level of medical care that You 

need. 

The fact that an attending Practitioner prescribes, orders, 
recommends or approves the care, the level of care, or the 
length of time care is to be received, does not make the 
services Medically Necessary and Appropriate. 

MEDICAID. The health care. program for the needy pro-
vided by Title XIX of the Social Security Act, as amended 
from time to time. 

MEDICARE. Parts A and B of the health care program for 
the aged and disabled provided by Title XVIII of the United 
States Social Security Act, as amended from time to time. 

MENTAL HEALTH CENTER. A Facility that provides 
treatment for people with mental health problems. We will 
recognize such a place if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental or Nervous Condition includes, but is not limited to, 
psychoses, neurotic and anxiety disorders, schizophrenic dis-
orders, affective disorders, personality disorders, and psy-
chological or behavioral abnormalities associated with tran-
sient or permanent dysfunction of the brain or related 
neurohormonal systems. 

In Determining whether or not a particular condition is a 
Mental or Nervous Condition, We may refer to the current 
addition of the Diagnostic and Statistical manual of Mental 
Conditions of the American Psychiatric Association. 

NICOTINE DEPENDENCE TREATMENT. "Behavioral 
Therapy", as defined below, and Prescription Drugs which 
have been approved by the U.S. Food and Drug Administra-
tion for the management of nicotine dependence. 

For the purpose of this definition, covered "Behavioral 
Therapy" means motivation and behavior change techniques 
which have been demonstrated to be effective in promoting 
nicotine abstinence and long term recovery from nicotine 
addiction. 

NON-COVERED EXPENSES. Charges which do not meet 
Our definition of Covered Charges, or which exceed any of 
the benefit limits shown in this Policy, or which are specifi-
cally identified as Non-Covered Expenses. Cash Deduct-
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ibles, Copayments, Coinsurance, and Utilization Review 
Penalties are also Non-covered Expenses. 

NURSE. A registered nurse or licensed practical nurse, 
including a nursing specialist such as a nurse mid-wife or 
nurse anesthetist, who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the Nurse 
practices; and 

(b) provides medical services which are within the 
scope of the Nurse's license or certificate and are 
covered by this Policy. 

[OUT-OF-NETWORK PROVIDER. A Provider which is 
not an In-Network Provider.] 

OUTPATIENT. You, if You are not an Inpatient; or 
services and supplies provided in such a setting. 

PARTIAL HOSPITALIZATION. Day treatment services 
for Mental or Nervous Conditions consisting of intensive 
short-term non-residential psychiatric and/or substance 
abuse treatment rendered for any part of a day for a 
minimum of four consecutive hours per day (must be in lieu 
of an Inpatient stay). 

PER LIFETIME. Your lifetime, regardless of whether You 
are covered under this Policy: 

(a) as a Dependent or Policyholder; and 
(b) with or without interruption of coverage. 

PERIOD OF CONFINEMENT. Consecutive days of Inpa-
tient services provided to an Inpatient, or successive Inpa-
tient confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. We Determine if the cause( s) of the 
confinements are the same or related. 

PHARMACY. A Facility which is registered as a Pharmacy 
with the appropriate state licensing agency and in which 
Prescription Drugs are regularly compounded and dispensed 
by a Pharmacist. 

POLICY. This agreement, [The Policy Schedule,] [Your 
I.D. card,] any riders, amendments or endorsements, and 
the application signed by You and the premium schedule. 

POLICYHOLDER. The. Covered Person who purchased 
this Policy. 

POLICY TERM. The one-year period starting on the 
Effective Date and ending on the day before the Anniversa-
ry Date and, for each year this Policy is renewed, each one-
year period thereafter. 

PRACTITIONER. A person [Carrier] is required by law to 
recognize who: 

DEPT. OF INSURANCE 

(a) is properly licensed or certified to provide care 
under the laws of the state where. he or she prac-
tices; and "-- j 

(b) provides services which are within the scope of his 
or her license or certificate and which are covered 
by this Policy. 

PREMIUM. The periodic charges due under this Policy 
which the Policyholder must pay to maintain this Policy in 
effect. 

PRE-ADMISSION TESTING. Consultations, x-ray and 
laboratory tests performed no more than seven days before 
a planned Hospital admission or Surgery. 

See the sections of this Policy called "Request for Care 
Preapproval" and "Obtain Hospital Admission Review" for 
details on other important aspects of Your benefits. 

PRE-EXISTING CONDITION. An Illness or Accidental 
Injury which manifests itself in the six months before Your 
coverage under this Policy starts, and for which: 

(a) You see a Practitioner, take prescribed drugs, re-
ceive other medical care or treatment or had medi-
cal care or treatment recommended by a Practition-
er in the six months before Your coverage starts; 
or 

(b) an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months \" _j 
before his or her coverage starts. 

A pregnancy which exists . on the date Your coverage 
starts is also a Pre-Existing Condition. However, complica-
tions of such a pregnancy as defined by N.J.A.C. 11:1-4.3 
are not considered to be Pre-Existing Conditions and are 
not subject to Pre-Existing Condition Limitations. 

See the section of this Policy called "Pre-Existing Condi-
tion Limitations" for details on how this Policy limits the 
benefits for Pre-Existing Conditions. 

PREMIUM DUE DATE. The date on which a Premium is 
due under this Policy. 

PRESCRIPTION DRUGS. Drugs, biologicals and com-
pound prescriptions which are sold only by prescription and 
which are required to show on the manufacturer's label the 
words: "Caution-Federal Law Prohibits Dispensing With-
out a Prescription" or other drugs and devices as Deter-
mined by Us, such as insulin. 

PRIMARY RESIDENCE. The location where You reside 
for a majority of the Benefit Period with the intention of 
making Your home there and not for a temporary purpose. 
Temporary absences from New Jersey, with the intention to 
return, do not interrupt Your Primary Residence in New \~J 
Jersey. 
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PROVIDER. A recognized Facility or Practitioner of health 
care. 

REASONABLE AND CUSTOMARY. An amount that is 
not more than the [lesser of: 

(a) the] usual or customary charge for the service or 
supply as determined by Us based on a standard 
approved by the Board[; or 

(b) the negotiated fee.] 

The Board may decide a standard for what is Reasonable 
and Customary under this Policy. The chosen standard is 
an amount which is most often charged for a given service 
by a Provider within the same geographic area. 

REHABILITATION CENTER. A Facility which mainly 
provides therapeutic and restorative services to Ill or Acci-
dentally Injured people. We will recognize it if it carries 
out its stated purpose under all relevant state and local laws, 
and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

ROUTINE FOOT CARE. The cutting, debridement, trim-
. ming, reduction, removal or other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot strain, dys-
trophic nails, excrescences, helomas, hyperkeratosis, hyper-
trophic nails, non-infected ingrown nails, dermatomas, kera-
tosis, onychauxis, onychocryptosis or tylomas. Routine Foot 
Care also includes orthopedic shoes, foot orthotics and 
supportive devices for the foot. 

ROUTINE NURSING CARE. The nursing care customarily 
furnished by a recognized Facility for the benefit of its 
Inpatients. 

SERVICE AREA. A geographic area We define by [ZIP 
codes] [county]. 

SKILLED NURSING CARE. Services which are more 
intensive than Custodial Care, are provided by a Registered 
Nurse (RN.) or Licensed Practical Nurse (L.P.N.), and 
require the technical skills and professional training of an 
R.N. or L.P.N. 

SKILLED NURSING CENTER. A Facility which mainly 
provides full-time Skilled Nursing Care for Ill or Accidently 
Injured people who do not need to be in a Hospital. We 
will recognize it if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
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(c) licensed, certified, or accredited by the state in 
which it operates. 

SPECIAL CARE UNIT. A part of a Hospital set up for 
very Ill patients who must be observed constantly. The unit 
must have a specially trained staff. And it must have 
special equipment and supplies on hand at all times. Some 
types of special care units are: (a) intensive care units; (b) 
cardiac care units; ( c) neonatal care units; and ( d) burn 
units. 

SPOUSE. An individual legally married to the Policyholder 
under the laws of the State of New Jersey. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTERS. A Facility that mainly 
provides treatment for Substance Abuse. We will recognize 
such a place if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

SURGERY. 

(a) The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic procedures, specialized instrumentations, endo-
scopic examinations, and other invasive procedures; 

(b) The correction of fractures and dislocations; 
(c) Reasonable and Customary pre-operative and post-

operative care; or 
(d) Any of the procedures designated by C.P.T. codes 

as surgery. 

SURGICAL CENTER. A Facility mainly engaged in per-
forming Outpatient Surgery. It must: 

(a) be staffed by Practitioners and Nurses, under the 
supervision of a Practitioner; 

(b) have permanent operating and recovery rooms; 
(c) be staffed and equipped to give emergency care; 

and 
(d) have written, back-up arrangements with a local 

Hospital for Medical Emergency care. 

We will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 
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A Facility is not a Surgical Center if it is part of a 
Hospital. 

THERAPEUTIC MANIPULATION. Treatment of the ar-
ticulations of the spine and musculoskeletal structures for 
the purpose of relieving certain abnormal clinical conditions 
resulting from the impingement upon associated nerves 
causing discomfort. Some examples are manipulation or 
adjustment of the spine, hot or cold packs, electrical muscle 
stimulation, diathermy, skeletal adjustments, massage, ad-
junctive, ultrasound, doppler, whirlpool or hydrotherapy or 
other treatment of similar nature. 

THERAPY SERVICES. The following services or supplies, 
ordered by a Provider and used to treat or promote recovery 
from an Accidental Injury or Illness: 

Chelation Therapy-the administration of drugs or chemi-
cals to remove toxic concentrations of metals from the body. 

Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

Cognitive Rehabilitation Therapy-retraining the brain to 
perform intellectual skills which it was able to prior to 
disease, trauma, Surgery, congenital anomaly or previous 
therapeutic process. 

Dialysis Treatment-the treatment of an acute renal failure 
or chronic irreversible renal insufficiency by removing waste 
products from the body. This includes hemodialysis and 
peritoneal dialysis. 

Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Occupational Therapy-treatment to restore a physically 
disabled person's ability to perform the ordinary tasks of 
daily living. 

Physical Therapy-the treatment by physical means to re-
lieve pain, restore maximum function, and prevent disability 
following disease, injury, or loss of a limb. 

Radiation Therapy-the treatment of disease by x-ray, radi-
um, cobalt, or high energy particle sources. Radiation 
Therapy includes rental or cost of radioactive materials. 
Diagnostic Services requiring the use of radioactive materi-
als are not Radiation Therapy. 

Respiration Therapy-the introduction of dry or moist gases 
into the lungs. 

Speech Therapy-treatment of the correction of a speech 
impairment resulting from Illness, Surgery, Accidental Inju-
ry, congenital anomaly, or previous therapeutic processes. 
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UNDERWRITING REQUIREMENTS. The rules which 
We Determine to be appropriate for making, maintaining 
and administering this Policy. Our rules do not require 
You to prove You or Your Dependents are in good health. 

WE, US, OUR. (Carrier]. 

YOU, YOUR, AND YOURS. The Policyholder and any 
Dependents, as the context in which the term is used 
suggests. 

II. ELIGIBILITY 

TYPES OF COVERAGE 

A Policyholder who completes an application for coverage 
may elect one of the types of coverage listed below: 

(a) SINGLE COVERAGE-coverage under this Policy 
for the Policyholder only. 

(b) FAMILY COVERAGE-coverage under this Policy 
for You and Your Dependents. 

(c) PARENT AND CHILD(REN) COVERAGE-cover-
age under this Policy for You and all Your Child 
Dependents or coverage for multiple children resid-
ing within the same residence who share a common 
legal guardian, or for when there exists a valid 
support order requiring health benefit coverage 
whether or not there is an adult who will be 
provided coverage. 

( d) HUSBAND AND WIFE COVERAGE-coverage 
under this Policy for You and Your Spouse. 

WHO IS ELIGIBLE 

(a) THE POLICYHOLDER-You, if Your Primary Resi-
dence is in the State of New Jersey, You are not 
covered under another individual health benefits 
plan, and You are not eligible for Medicare, Medic-
aid or a Group Health Benefits Plan except as provid-
ed below. · 

(b) SPOUSE-Your Spouse, who is not covered under 
another individual health benefits plan, and who is 
not eligible for Medicare, Medicaid or a Group 
Health Benefits Plan except as provided below. 

(c) CHILD-Your Child, who is not covered under an-
other individual health benefits plan, who is not 
eligible for Medicare, Medicaid or a Group Health 
Benefits Plan except as provided below and who 
qualifies as a Dependent, as those terms are defined 

. in the "Definition" section of this Policy. 

ELIGIBILITY IF YOU HA VE OR ARE ELIGIBLE FOR 
OTHER COVERAGE 
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(a) ELIGIBILITY IF YOU ARE COVERED UNDER AN-
OTHER INDIVIDUAL HEALTH BENEFITS PLAN-
You and/or Your Dependents are eligible for Cover-
age under this Policy if this Policy replaces another 
Individual Health Benefits Plan under which You 
and/or Your Dependents are covered. The other 
Plan must be terminated no later than 30 days after 
the effective date of this Policy. We may require 
proof that the other Coverage has been terminated. 

(b) ELIGIBILITY IF YOU ARE ELIGIBLE FOR COV-
ERAGE UNDER A GROUP HEALTH BENEFITS 
PLAN-You and/or Your Dependents may be eligible 
for Coverage under this Policy only during the open 
enrollment period which occurs each year during the 
month of October. Consult Us or Your agent for 
more information. 

ADDING DEPENDENTS TO THIS POLICY 

(a) SPOUSE-You may apply to add Your Spouse by 
notifying Us in writing at any time. You must 
submit an application to Us to change Your type of 
coverage. If your application is made and submit-
ted to Us within 31 days of Your marriage to Your 
Spouse, Your Spouse will be covered from the date 
of his or her eligibility. 

If We do not receive Your written notice within 31 
days of Your Spouse becoming eligible, coverage for 
Your Spouse will not become effective immediately. 
Rather, such coverage will become effective on the 
first day of the Benefit Month after the date Your 
application is received. 

(b) NEWBORN DEPENDENT-A Child born to You 
or Your Spouse while this Policy is in force will be 
covered for 31 days from the moment of birth. 
This automatic coverage will be for Covered 
Charges incurred as a result of Accidental Injury or 
Illness, including Medically Necessary and Appro-
priate care and treatment of medically diagnosed 
congenital abnormalities. 

To continue coverage for such Child for more than 
31 days, if You have Single or Husband and Wife 
Coverage, You must apply and pay for Parent and 
Child(ren) or Family Coverage. If You already have 
Family or Parent and Child(ren) coverage, the cover-
age for such Child will be automatically continued. 

(c) CHILD DEPENDENT-If You have Single or Hus-
band and Wife Coverage and want to add a Child 
Dependent, You must change to Family Coverage 
or Parent and Child(ren) Coverage. To change 
coverage, You must submit an application. If Your 
application is made and submitted to Us within 31 
days of the Child's becoming a Dependent, the 
Child will be covered from the date of his or her 
eligibility. 
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Even if You have Family Coverage or Parent and 
Child(ren) Coverage, however, You must give Us 
written notice that You wish to add a Child. If Your 
written notice to add a Child is made and submitted 
to Us within 31 days of the Child's becoming a 
Dependent, the Child will be covered from the date 
of eligibility. 

If We do not receive Your written notice within 31 
days of Your Dependent's becoming eligible, cover-
age for that Dependent will not become effective 
immediately. Rather, such coverage will become 
effective on the first day of the Benefit Month after 
the date Your application is received. 

( d) YOUR CHILD DEPENDENT'S NEWBORN-A 
Child born to Your Child Dependent is not cov-
ered under this Policy. 

III. SCHEDULE OF BENEFITS 
BENEFITS FOR COVERED CHARGES UNDER THIS 

POLICY ARE SUBJECT TO ALL DEDUCTIBLES, CO-
PAYMENTS AND COINSURANCE, AND ARE DETER-
MINED PER BENEFIT PERIOD BASED ON OUR AL-
LOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO AN UNLIMITED PER 
LIFETIME MAXIMUM UNLESS OTHERWISE STATED. 

FACILITY BENEFIT-365 days Inpatient Hospital care. 

COINSURANCE 

MENTAL OR NERVOUS CONDITIONS AND SUB-
STANCE ABUSE-30% 

OTHER COVERED CHARGES-30% 
COINSURANCE CAP-After $2,500/Covered Person, 

$5,000/family, We pay 100%. 
NOTE: The Coinsurance Caps cannot be met with: 

• Non-Covered Expenses 
• Cash Deductibles 
• Coinsurance for the treatment of Mental or 

Nervous Conditions and Substance Abuse 
• Copayments 

CASH DEDUCTIBLE-[$250] [$500] [$1,000)/Covered 
Person, [$500] [$1,000] [$2,000]/family 

EMERGENCY ROOM COPAYMENT-$50/visit/Covered 
Person credited toward Inpatient admission within 24 
hours. 

HOME HEALTH CARE-Unlimited days, if preap-
proved. 

HOSPICE CARE-Unlimited days, if preapproved. 
MENTAL OR NERVOUS CONDITIONS AND SUB-

STANCE ABUSE BENEFIT MAXIMUMS-Up to 
$5,000/Benefit Period combined Inpatient and Outpa-
tient. 
Per Lifetime maximum of $25,000 combined Inpatient 

and Outpatient. 
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PRESCRIPTION DRUGS-Subject to cash deductible and · 
coinsurance. 

PRIMARY CARE SERVICES-$300/Covered Person ( ex-
cept newborns). Newborns: $500 for their first year of 
life. Not subject to Deductible and Coinsurance. 

SKILLED NURSING CARE-120 days of confine-
ment/Covered Person, if preapproved. 

THERAPEUTIC MANIPULATIONS-30 visits/Covered 
Person. 

THERAPY SERVICES-30 visits/Covered Person/Thera-
py Services except: Radiation Therapy, Chemotherapy, 
Chelation, Dialysis and Respiration Therapy (which are 
covered as any other Illness). 

NOTE: OUR PAYMENTS, AS NOTED ABOVE, 
WILL BE REDUCED FOR NONCOMPLIANCE 
WITH THE UTILIZATION REVIEW PROVISIONS 
CONTAINED IN THIS POLICY. READ THESE 
PROVISIONS CAREFULLY BEFORE OBTAINING 
MEDICAL CARE, SERVICES OR SUPPLIES. 

REFER TO SECTIONS OF THIS POLICY 
CALLED "COVERED CHARGES" AND 
"CHARGES COVERED WITH SPECIAL LIMITA-
TIONS" TO SEE WHAT SERVICES AND SUP-
PLIES ARE ELIGIBLE FOR BENEFITS. 

REFER TO THE SECTION OF THIS POLICY 
CALLED "EXCLUSIONS" TO SEE WHAT SER-
VICES AND SUPPLIES ARE NOT ELIGIBLE FOR 
BENEFITS. 

IV. PREMIUM RATES AND PROVISIONS 
[The [monthly] premium rates, in U.S. dollars, for the 

insurance provided under this Policy are [ shown in the 
Policy's Schedule of Premium Rates]: 

For Single Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Parent and Child(ren) Coverage ................ [$ 
For Family Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Husband and Wife Coverage ................... [$ 

We have the right to change any Premium rate set forth 
[above] [in the Policy's Schedule of Premium Rates] at the 
times and in the manner established by the provision of this 
Policy entitled "Premium Rate Changes."] 

PREMIUM AMOUNTS 

The Premium due on each Premium Due Date is the sum 
of the Premium charges for the coverage You have. Those 
charges are determined from the Premium rates then in 
effect. 

The following will apply if one or more Premiums paid 
include Premium charges for a Covered Person whose cov-
erage has ended before the due date of that Premium. We 
will not have to refund more than the amount of (a) minus 
(b): 
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(a) the amounts of the Premium charges for the Covered 
Person that was included in the Premiums paid for 
the two-month period immediately after the date the 
Covered Person's coverage has ended. 

(b) the amount of any claims paid to You or Your 
Provider for Your claims or to a Member of Your 
family after that person's coverage has ended. 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by You to Us. They are due on 
each Premium Due Date [ stated on the first page of the 
Policy]. You may pay each Premium other than the first 
within 31 days of the Premium Due Date. Those days are 
known as the grace period. You are liable to pay Premiums 
to Us from the first day the Policy is in force. If any 
Premium is not paid by the end of the grace period, the 
Policy will end when that period ends. [Premiums accepted 
by Us after the end of the grace period are subject to a late 
payment interest charge determined as a percentage of the 
amount unpaid. That percentage will be Determined by Us 
from time to time, but will not be more than the maximum 
allowed by law.] 

PREMIUM RATE CHANGES 

The Premium rates in effect on the Effective Date are 
shown in the Policy's [Schedule of Premium Rates]. We 
have the right to change Premium rates as of any of these 
dates: 

(a) any Premium Due Date; 

(b) any date that the extent or nature of the risk under 
the Policy is changed: 

(1) by amendment of the Policy; or 

(2) by reason of any provision of law or any govern-
ment program or regulation; 

( c) at the discovery of a clerical error or misstatement 
as described in the General Provisions section of 
this Policy. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 

V. BENEFIT DEDUCTIBLES AND COINSURANCE 

Cash Deductible: Each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
any benefits to you for those charges (subject to the Family 
Deductible Cap .as described below). The Deductibles are 
shown in the "Schedule of Benefits" section of this Policy. 
The Deductibles cannot be met with Non-Covered Ex-
penses. Only Covered Charges incurred by You while 
insured can be used to meet the Deductible for those 
charges. 
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Once a Deductible is met, We pay benefits for other 
Covered Charges above the Deductible amount incurred by 
You, less any applicable Coinsurance and Copayments, for 
the rest of that Benefit Period. . But all charges must be 
incurred while You are insured by this Policy. And what 
We pay is based on all the terms of this Policy including 
benefit limitations and exclusion provisions. 

Family Deductible Cap: This Policy has a family deductible 
cap on care equal to two Deductibles for each Benefit 
Period. Once a family meets the equivalent of two individ-
ual Deductibles in a Benefit Period, We Pay benefits for 
other Covered Charges incurred by any member of the 
covered family for that type of care, less any applicable 
Copayment and Coinsurance, for the rest of that Benefit 
Period. The amount of Covered Charges applied toward 
the satisfaction of the family deductible cap by any one 
Covered Person may not exceed the amount of the Individu-
al Cash Deductible. What We pay is based on all the terms 
of this Policy, including benefit limitation and exclusion 
provisions. 

Coinsurance Cap: This Policy limits the Coinsurance 
amounts You must pay each Benefit Period. The Coinsur-
ance cap cannot be met with Non-Covered Expenses and 
Coinsurance for the treatment of Mental or Nervous Condi-
tions and Substance Abuse. 

There is a Coinsurance cap for each Covered Person. 
The Coinsurance cap is shown in the "Schedule of Bene-
fits." 

Each Covered Person's Coinsurance amounts are used to 
meet his or her own Coinsurance cap. And all amounts used 
to meet the cap must actually be paid by You. 

Once Your Coinsurance amounts in a Benefit Period 
exceed the individual cap, We waive Your Coinsurance for 
the rest of that Benefit Period. 

THERE WILL BE NO CARRYOVER OF DEDUCTIBLES 
OR COINSURANCE INTO THE NEXT BENEFIT PERI-
OD. 

Deductible Credit: For the first Benefit Period of this 
Policy, a Covered Person will receive credit for any Deduct-
ible amounts satisfied under previous coverage within the 
same calendar year that Your first Benefit Period starts 
under this Policy, provided that there has been no lapse in 
coverage between the previous coverage and this policy. 

This credit will be applied whether Your previous cover-
age was under a plan with Us or with another carrier. You 
will be required to provide Us with adequate documentation 
of the amounts satisfied. 

Payment Limits: We limit what We pay for certain types of 
charges. 
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VI. COVERED CHARGES 
We will pay benefits if, due to an Accidental Injury or 

Illness, You incur Medically Necessary and Appropriate 
Covered Charges during a Benefit Period. Unless stated, 
all benefits are subject to Copayment, Deductibles, Coinsur-
ance, other limits and exclusions shown in the "Schedule of 
Benefits", along with other provisions in this Policy. 

OUR PAYMENT WILL BE REDUCED IF YOU DO NOT 
COMPLY WITH THE UTILIZATION REVIEW SECTION 
OF THIS POLICY. 

This section lists the types of charges We cover. But 
what We pay is subject to all the terms of this Policy. Read 
the entire Policy to find out what We limit or exclude. 

Alcoholism: We pay benefits for the treatment of alcohol 
abuse the same way We would for any other Illness, if such 
treatment is prescribed by a Practitioner. But We do not 
pay for Custodial Care, education, or training. 

Treatment may be furnished by a Hospital or Substance 
Abuse Center. But Outpatient treatment must be carried 
out under an approved alcohol abuse program. 

Ambulance: We will cover medical transportation to an 
eligible Facility, for a Medical Emergency. For non-Medi-
cal Emergency situations, medical transportation will be 
covered only with prior written approval. 

Anesthesia Services: We cover the charges incurred for the 
administration of anesthesia by a Practitioner other than the 
surgeon or assistant at Surgery. 

Benefits for a Covered Newborn Dependent: We cover the 
care and treatment of a covered newborn if the Child is Ill, 
Accidentally Injured, premature, or born with a congenital 
birth defect. 

And We cover charges for the Child's Routine Nursery 
Care while the Child is in the Hospital. This includes: (a) 
nursery charges; (b) charges for routine Practitioner's exam-
inations and tests; and (c) charges for routine procedures, 
like circumcision. 

Birthing Center Charges: We cover Birthing Center 
charges made for prenatal care, delivery, and postpartum 
care in connection with Your pregnancy. We cover Rea-
sonable and Customary charges and Routine Nursing Care 
shown in the "Schedule of Benefits" when Inpatient care is 
provided to You by a Birthing Center. 

We cover all other services and supplies during the con-
finement. But, We do not cover routine nursery charges for 
the newborn Child unless the Child is a Dependent. 

Blood: We cover blood, blood products and blood transfu-
sions, except as limited in the section of the Policy called 
"Exclusions." 
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Daily Room and Board Limits During a Period of Hospital 
Confinement: 

For semi-private room and board accommodations, We 
cover charges up to the Hospital's actual daily room and 
board charge. 

For private room and board accommodations, We cover 
charges up to the Hospital's average daily semi-private room 
and board charge or, if the Hospital does not have semi-
private accommodations, 80% of its lowest daily room and 
board charge. 

For Special Care Units, We cover charges up to the 
Hospital's actual daily room and board charge for the 
Special Care Unit. 

Dialysis Center Charges: We cover charges made by a 
dialysis center for covered Dialysis Therapy services. 

Practitioner Charges for Nonsurgical Care and Treatment: 
We cover Practitioner charges for nonsurgical care and 
treatment of an Illness or Accidental Injury. See the 
"Schedule of Benefits" section of this Policy. 

Practitioner Charges for Surgery: We cover Practitioner 
charges for Surgery including Assistant Surgeon charges 
which are Medically Necessary and Appropriate. But, We 
do not cover cosmetic Surgery. 

Durable Medical Equipment: Subject to Our advance writ-
ten approval, We cover charges for the rental of Durable 
Medical Equipment needed for therapeutic use. In Our 
Discretion, and with Our advance written approval, We may 
cover the purchase of such items when it is less costly and 
more practical than renting. But We do not pay for: (a) 
any purchases without Our advance written approval; (b) 
replacements or repairs; or (c) the rental or purchase of 
items (such as air conditioners, exercise equipment, saunas 
and air humidifiers) which do not meet the definition of 
Durable Medical Equipment. 

Home Health Care Charges: Subject to Our advance writ-
ten approval, when home health care can take the place of 
Inpatient care, We cover such care furnished to You under 
a written home health care plan. We cover all services or 
supplies, such as: 

(a) Skilled Nursing Care [furnished by or under the 
supervision of a registered Nurse]; 

(b) Therapy Services; 
( c) medical social work; 
( d) nutrition services; 
( e) home health aide services; 
(f) medical appliances and equipment, drugs and medi-

cations, laboratory services and special meals; and 
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(g) any Diagnostic or therapeutic service, including sur-
gical services performed in a Hospital Outpatient 
department, a Practitioner's office or any other 
licensed health care Facility, provided such service 
would have been covered under the Policy if per-
formed as Inpatient Hospital services. But, pay-
ment is subject to all of the terms of the Policy and 
to the following conditions: 

1. Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

2. The services and supplies must be: 
• ordered by Your Practitioner; 
• included in the home health care plan; and 
• furnished by, or coordinated by, a Home Health 

Agency according to the written home health 
care plan. 

But payment is subject to all of the terms of this Policy 
and to the following conditions: 

( a) Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

(b) The services and supplies must be: (a) ordered by 
Your Practitioner; (b) included in the home health 
care plan; and (c) furnished by, or coordinated by, 
a Home Health Agency according to the written 
home health care plan. The services and supplies 
must be furnished by recognized health care profes- "--.__) 
sionals on a part-time or intermittent basis, except 
when full-time or 24-hour service is needed on a 
short-term basis. 

(c) The home health care plan must be set up in 
writing by Your Practitioner within 14 days after 
home health care starts. And it must be reviewed 
by Your Practitioner at least once every 60 days. 

( d) Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are authorized 
under the home health care plan can last up to four 
hours. 

We do not pay for: (a) services furnished to family 
members, other than the patient; or (b) services and sup-
plies not included in the home health care plan. 

Hospice Care Charges: Subject to Our advance written 
approval, We cover charges made by a Hospice for palliative 
and supportive care furnished to You if You are terminally 
Ill under a Hospice care program. Additionally, We cover 
charges for counseling provided to any family members who 
are also Covered Persons when that counseling is for the 
sole purpose of adjusting to the terminally Ill Covered 
Person's death. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; ~-) 
it makes no attempt to cure Your terminal Illness. 
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'·Terminally Ill" means that Your Practitioner has certi-
fied in writing that Your life expectancy is six months or 
less. 

Hospice care must be furnished according to a written 
hospice care program. A "hospice care program" is a 
coordinated program for meeting Your special needs if You 
are terminally Ill. It must be set up in writing and reviewed 
periodically by Your Practitioner. 

Under a Hospice care program, subject to all the terms of 
this Policy, We cover any services and supplies to the extent 
they are otherwise covered by this Policy. Services and 
supplies may be furnished on an Inpatient or Outpatient 
basis. 

The services and supplies must be: 

(a) needed for palliative and supportive care; 
(b) ordered by Your Practitioner; 
(c) included in the Hospice care program; and 
( d) furnished or coordinated by a Hospice. 

We do not pay for: 

(a) services and supplies provided by volunteers or 
others who do not regularly charge for their ser-
vices; 

(b) funeral services and arrangements; 
( c) legal or financial counseling or services; 
( d) treatment not included in the Hospice care plan; 

or 
( e) services supplied to family members who are not 

Covered Persons. 

Hospital Charges: We cover charges for Hospital semi-
ptivate room and board and Routine Nursing Care when it 
is provided to You by a Hospital on an Inpatient basis. But 
We limit what We pay as shown in the "Schedule of 
Benefits". And We cover other Hospital services and sup-
plies provided to You during the Inpatient confinement, 
including Surgery. 

If You incur charges as an Inpatient in a Special Care 
Unit, We cover the charges the same way We cover charges 
for any illness. 

We also cover Outpatient Hospital services, including 
services provided by a Hospital Outpatient clinic. And We 
cover emergency room treatment, subject to this Policy's 
Emergency Room Copayment Requirement. This Emer-
gency Room Copayment must be paid in addition to the 
Cash Deductible, any other Copayments, and Coinsurance. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are Non-Covered Expenses. This 
Policy contains penalties for noncompliance that will reduce 
what We pay for Hospital charges. See the section of this 
Policy called "Utilization Review" for details. 
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We also cover charges for a mother who is insured under 
this Policy and a newborn dependent for a minimum of 48 
hours of in-patient care in a Hospital following a vaginal 
delivery or a minimum of 96 hours of in-patient Hospital 
care following a cesarean section delivery. These covered 
charges are not subject to the Medically Necessary and 
Appropriate requirements of this Policy. However, these 
charges are subject to either the attending Practitioner 
determining that in-patient care is medically necessary or 
the mother requesting the in-patient care. 

Nutritional Counseling: Subject to Our advance written 
approval, We cover charges for nutritional counseling for 
management of disease entities which have a specific diag-
nostic criteria that can be verified. The nutritional counsel-
ing must be prescribed by a Practitioner, and provided by a 
Practitioner. Charges for Nutritional Counseling which are 
not Pre-approved by Us are Non-Covered Charges. 

Outpatient Hospital Services: We cover Outpatient Hospi-
tal services and supplies provided in connection with cov-
ered Hospital Admission Review and Preadmission Testing, 
Surgery, Therapy and Accidental Injury (but only if the 
treatment is given within 72 hours of an Accident). All 
services are covered only if You comply with the "Utiliza-
tion Review" section of this policy. 

Outpatient Surgical Center Charges: We cover charges 
made by an Outpatient Surgical Center in connection with 
covered Surgery. 

Pre-Admission Testing Charges: We cover Pre-admission 
Testing needed for a planned Hospital admission or Sur-
gery. We cover these tests if: (a) the tests are done within 
seven days of the planned admission or Surgery; and (b) the 
tests are accepted by the Hospital in place of the same post-
admission tests. 

We do not cover tests that are repeated after admission 
or before Surgery, unless the admission or Surgery is de-
ferred solely due to a change in Your health. 

Pregnancy: This Policy pays benefits for services in connec-
tion with pregnancies, including, but not limited to: vaginal 
and cesarean delivery, and pre-natal and post-natal care. 
The charges We cover for a newborn Child are explained 
above. 

Prescription Drugs: We cover charges for Prescription 
Drugs including contraceptives which require a Practitioners 
prescription. 

Rehabilitation Center: Subject to Our advance written ap-
proval, when rehabilitation care can take the place of Inpa-
tient Hospital care, We cover such care furnished to You in 
a Rehabilitation Center. And We cover other Rehabilita-
tion Center services and supplies provided to You during 
the Inpatient confinement. 
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Second Opinion Charges: We cover Practitioner charges for 
a second opinion and charges for related x-rays and tests 
when You are advised to have Surgery or enter a Hospital. 
If the second opinion differs from the first, We cover 
charges for a third opinion. If You fail to obtain a second 
opinion when We require one, Your benefits will be re-
duced. See the section of this Policy called "Utilization 
Review" for details. 

Skilled Nursing Care: Subject to Our advance written 
approval, We cover charges made by a Skilled Nursing 
Center up to 120 days per Benefit Period, including any 
diagnostic or therapeutic service, including surgical services 
performed in a Hospital Outpatient department, an office or 
any other licensed health care Facility, provided such service 
is administered in a Skilled Nursing Center. 

Treatment of Wilm's Tumor: We pay Covered Charges 
incurred for the treatment of Wilm's tumor. We treat such 
charges the same way We treat Covered Charges for any 
other Illness. Treatment can include, but is not limited to, 
autologous bone marrow transplants when standard chemo-
therapy treatment is unsuccessful. We cover this treatment 
even if it is deemed Experimental or Investigational. Bene-
fit amounts are based on all of the terms of this Policy. 

X-Rays and Laboratory Tests: We cover x-rays and labora-
tory tests to treat an Illness or Accidental Injury. But, 
except as covered under the "Primary Care Services" section 
of this Policy, We do not pay for x-rays and tests done as 
part of routine physical checkups. 

VII. CHARGES COVERED WITH 
SPECIAL LIMITATIONS 

Dental Care and Treatment 

We cover: 

(a) the diagnosis and treatment of oral tumors and 
cysts; and 

(b) the surgical removal of bony impacted teeth. 

We also cover treatment of an Accidental Injury to 
natural teeth or the jaw, but only if: 

(a) the Injury occurs while You are insured under any 
health benefit plan; 

(b) the Injury was not caused, directly or indirectly by 
biting or chewing; and 

(c) all treatment is finished within 6 months of the date 
of the Injury. 

Treatment includes replacing natural teeth lost due to 
such Accidental Injury. But in no event do We cover 
orthodontic treatment. 

DEPT. OF INSURANCE 

Mental or Nervous Conditions and Substance Abuse: We 
limit what We pay for the treatment of Mental or Nervous 
Conditions and Substance Abuse. We include an Illness 
under this section if it manifests symptoms which are pri-
marily mental or nervous, regardless of any underlying 
physical cause. 

You may receive treatment as an Inpatient in a Hospital 
or a Substance Abuse Center. However, this Policy con-
tains penalties for noncompliance with Our preapproval 
requirements. See the section of this Policy called "Utiliza-
tion Review" for details. You may also receive treatment 
as an Outpatient from a Hospital, Substance Abuse Center, 
or any Practitioner. 

You must pay Coinsurance of 30% for Covered Charges 
for Inpatient and Outpatient treatment. We limit what We 
pay to $5,000 for combined Inpatient and Outpatient treat-
ment per Covered Person per Benefit Period. We will pay 
a Per Lifetime maximum of $25,000 combined Inpatient and 
Outpatient benefit. 

Routine Practitioner's office visits that involve monitoring 
a Covered Person's care when the Covered Person is in-
volved in an ongoing maintenance treatment program for a 
Mental or Nervous Condition and any associated Prescrip-
tion Drugs are covered the same as Covered Charges for 
any other Accidental Injury or Illness. These Covered 
Charges are not subject to and do not count towards the 
limitations defined above. 0 

We do not pay for Custodial Care, education, or training. 

Pre-Existing Condition Limitations: We do not cover ser-
vices for Pre-Existing Conditions until You have been cov-
ered by this Policy for twelve months. See the "Defini-
tions" section of this Policy for the definition of a Pre-
Existing Condition. 

We waive this limitation for Your Pre-Existing Condition 
if, under a prior group or individual health benefits plan 
delivered or issued for delivery in the United States, with no 
more than 30 days lapse in coverage, You have been treated 
or diagnosed by a Practitioner for a condition under that 
plan or satisfied a 12 month Pre-Existing Condition limita-
tion for a condition covered by that plan. Similarly, we will 
credit the time You were previously covered under a group 
or individual health benefits plan delivered or issued for 
delivery in the United States for a condition covered by that 
Plan, if the previous coverage was continuous to a date not 
more than 30 days prior to the effective date of this Policy. 

This limitation does not affect benefits for other unrelat-
ed conditions, birth defects in a covered Dependent Child 
or complications of pregnancy as defined in N.J.A.C. 
11:1-4.3. Additionally this limitation does not apply to any 
new benefits mandated by statute or regulation once you 
have satisfied one Pre-Existing Condition Limitation 
through elapsed time, waiver and/or credit. 
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Primary Care Services: We will cover up to $300 per 
Covered Person. For Newborns, We pay $500 in Covered 
Charges for the first year of life. The following are includ-
ed: routine physical examinations, diagnostic Services, vacci-
nations, inoculations, x-ray, mammography, pap smear, 
screening tests related to Primary Care Services and Nico-
tine Dependence Treatment. However, no benefits are 
available beyond the maximums stated above. 

These charges are not subject to the Cash Deductible or 
Coinsurance. 

Private Duty Nursing Care: [Carrier] We only cover 
charges by a Nurse for Medically Necessary and Appropri-
ate private duty nursing care, if such care is authorized as 
part of a home health care plan, coordinated by a Home 
Health Agency, and covered under the "Home Health Care 
Charges" section. Any other charges for private duty nurs-
ing care are Non-Covered Expense. 

Prosthetic Devices: We limit what We pay for prosthetic 
devices. Subject to prior written approval, We cover only 
the initial fitting and purchase of artificial limbs and eyes, 
and other prosthetic devices. And they must take the place 
of a natural part of Your body, or be needed due to a 
functional birth defect in a covered Dependent Child. We 
do not pay for replacements, unless they are Medically 
Necessary and Appropriate. We do not pay for repairs, 
wigs, or dental prosthetics or devices. 

Therapy Services: We cover the Therapy Services listed in 
the "Definitions" section of this Policy. However, We only 
cover 30 visits per Benefit Period for Therapy Services other 
than Radiation Therapy, Chemotherapy, Chelation, Dialysis 
and Respiration Therapy. 

We cover Radiation Therapy, Chemotherapy, Chelation, 
Dialysis and Respiration Therapy as We would any other 
Illness, without the visit limitation. 

We cover Infusion Therapy subject to Our prior written 
approval. 

Treatment for Temporomandibular Joint Disorder (TMJ) 

We cover surgical and non-surgical treatment of TMJ in a 
Covered Person. However, We do not cover any charges 
for orthodontia, crowns or bridgework. 

Treatment for Therapeutic Manipulation: We limit what 
We cover for Therapeutic Manipulation to 30 visits per 
Benefit Period. Charges for such treatment above these 
limits are Non-Covered Expenses. 

Transplants: We cover Medically Necessary and Appropri-
ate services and supplies for the following types of trans-
plants: 

(a) Cornea 
(b) Kidney 

(c) Lung 
(d) Liver 
(e) Heart 
(f) Heart-Lung 
(g) Heart Valves 
(h) Pancreas 
(i) Allogenic Bone Marrow 
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**[G) Autologous Bone Marrow and Dose-Intensive Che-
motherapy only for treatment of: 

• Leukemia 
• Lymphoma 
• Neuroblastoma 
• Subject to Our prior written approval, breast can-

cer, if the Covered Person is participating in a 
National Cancer Institute sponsored clinical trial. 
Charges in connection with such treatment of 
breast cancer which are not Pre-Approved by Us 
in writing are Non-Covered Expenses.] 

**[G) Autologous Bone Marrow Transplant and associated 
dose-intensive chemotherapy but only if performed 
by institutions approved by the National Cancer 
Institute or pursuant to protocols consistent with 
the guidelines of the American Society of Clinical 
Oncologists. 

(k) Peripheral blood stem cell transplants but only if 
performed by institutions approved by the National 
Cancer Institute or pursuant to protocols consistent 
with the guidelines of the American Society of 
Clinical Oncologists.] 

**NOTE TO CARRIERS: P.L. 1995 c.100 requires that 
Autologous Bone Marrow Transplants, associated dose-inten-
sive chemotherapy and peripheral blood stem cell transplants 
coverage as set forth in the option which includes U) and (k) 
be offered to New Jersey residents. You may offer the coverage 
by including this option in all of Your New Jersey Individual 
Health Coverage Plans (in which case you must use the above 
language) or you may offer the coverage as an optional rider 
utilizing Exhibit R to N.J.A.C. (in which case you must use the 
above option which includes G) only). 

Transplant services must be authorized by Us. Please see 
the section called "Utilization Review" for details on how to 
confirm that Your transplant will be a Covered Charge. 

VIII. UTILIZATION REVIEW 
THE DECISIONS MADE BY OUR REPRESENTA-

TIVE(S) IN THIS UTILIZATION REVIEW PROGRAM 
ARE INTENDED ONLY TO DETERMINE THE EXTENT 
OF REIMBURSEMENT FOR A SERVICE. 

OUR PAYMENT WILL BE REDUCED FOR NONCOM-
PLIANCE WITH THE PROVISIONS SET FORTH IN 
THIS SECTION. 

A. IF YOU OR YOUR PRACTITIONER DO NOT RE-
QUEST OUR AUTHORIZATION, OR IF, WE ASK 
YOU TO OBTAIN A SECOND AND/OR THIRD 
OPINION FOR PERFORMANCE OF A SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION, AND 
YOU EITHER DO NOT OBTAIN SUCH OPINION(S), 
OR YOU DO NOT OBTAIN ONE CONFIRMING 
OPINION FROM EITHER THE SECOND OR THIRD 
OPINION, WE WILL REDUCE ANY PAYMENT WE 
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MAKE BY 50% PROVIDED WE DETERMINE THE 
HOSPITAL ADMISSION, PROCEDURE, SERVICE 
OR SUPPLIES WERE MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT 
PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NEC-
ESSARY AND APPROPRIATE, WE WILL NOT 
MAKE ANY PAYMENT. 

B. IF YOU OBTAIN A SECOND AND THIRD OPIN-
ION FOR PERFORMANCE OF A SURGICAL PRO-
CEDURE OR HOSPITAL ADMISSION, AND NEI-
THER OF THE OPINIONS CONFIRM THE NEED 
FOR THE PROCEDURE OR HOSPITALIZATION 
AND YOU PROCEED WITH THE PROCEDURE 
OR HOSPITALIZATION, WE WILL NOT PAY FOR 
THE PROCEDURE OR HOSPITALIZATION NOR 
ANY ASSOCIATED PRACTITIONER (INCLUDING 
FACILITY) CHARGES. 

C. NO REDUCTION IN BENEFITS OR PAYMENT 
WILL BE APPLIED PURSUANT TO THIS SEC-
TION IF, FOLLOWING AN INITIAL DETERMINA-
TION BY US THAT WE WILL NOT AUTHORIZE A 
HOSPITAL ADMISSION OR PROCEDURE, SER-
VICES OR SUPPLIES, YOU REQUEST RECON-
SIDERATION OF OUR DECISION AND WE SUB-
SEQUENTLY DETERMINE THAT THE HOSPITAL 
ADMISSION OR PROCEDURE, SERVICES OR 
SUPPLIES WERE MEDICALLY NECESSARY AND 
APPROPRIATE. IN SUCH AN EVENT, WE WILL 
MAKE PAYMENT AS OTHERWISE PROVIDED IN 
THIS POLICY. 

YOU WILL BE RESPONSIBLE FOR PAYING TO THE 
PROVIDER THE AMOUNT OF ANY REDUCTION OF 
BENEFITS (IN ADDITION TO ANY OTHER PAYMENTS 
YOU ARE REQUIRED TO MAKE UNDER THIS POLI-
CY.) 

The maximum reduction of benefits under this provision 
for failure to comply with any of the requirements set forth 
will be 50% unless We determine that the hospital admis-
sion, procedure, service or supply were not Medically Neces-
sary and Appropriate. 

Any reduction of benefits under this provision is subject 
to Your rights under the "Claims Appeal" section of the 
"Claims Procedure" provision of this Policy. 

STEP I-Request For Care Preapproval 

If Your Practitioner recommends that You (a) be admit-
ted, for any reason, as an Inpatient; or (b) undergo any of 
the Surgical procedures or receive other services or supplies 
listed below, You must first obtain Our authorization to 
Determine whether We agree that the hospitalization, pro-
cedures or other services and supplies are Medically Neces-
sary and Appropriate. 

DEPT. OF INSURANCE 

Failure to notify Us of the procedures, services or sup-
plies as provided in Step 2 below, will not affect Our 
payment if We Determine that notice was given to Us as /) 
soon as was reasonably possible. 

In some instances, before We authorize a hospitalization 
or the performance of a surgical procedure listed, We may 
require a second and/or third opinion. See "Step 3" and 
"Step 4" below. 

Our authorization is valid for 30 days. If the hospitaliza-
tion, procedure, service or use of the supply does not occur 
as planned, You or Your Practitioner must contact Us to 
renew the authorization. If the authorization is not re-
newed, We will consider the hospitalization, procedure, 
service or supply as not authorized. 

If You or Your Practitioner obtain Our authorization for 
one of the listed procedures, We, in consultation with Your 
Practitioner, will authorize the appropriate setting (Inpatient 
or Outpatient) for the proposed procedure. If We approve 
an Inpatient admission, You or Your Practitioner may 
proceed with the admission and Our Payment will not be 
affected. IF WE DO NOT AUTHORIZE AN INPATIENT 
ADMISSION AND YOU PROCEED WITH THAT ADMIS-
SION, ANY PAYMENT FOR FACILITY CHARGES WILL 
BE REDUCED BY 50%. However, no reduction will apply 
if, following an initial Determination by Us that We will not 
authorize an in-patient admission, You request reconsidera-
tion of Our Determination and We Subsequently Determine 
the in-patient admission to have been Medically Necessary 
and Appropriate, we will make payment as otherwise pro-
vided in this policy. 

PROCEDURES, SERVICES AND SUPPLIES 
REQUIRING PREAPPROVAL 

SURGICAL PROCEDURES 

Adenoidectomy 

Arthroscopy 

Bunionectomy 

Carpal Tunnel Surgery 

Cesarean Section 

Cholecystectomy 

Coronary Artery Angioplasty 

Coronary Artery Bypass Graft 

Esophagoscopy 

Excision of Intervertebral Disk 

Gastroduodenoscopy 
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Hip Replacement 

Hysterectomy 

Knee Replacement 

Lower Back Surgery 

Mastectomy 

Meniscectomy 

Myringotomy 

Pacemaker Implantation 

Prostatectomy 

Rhinoplasty 

Septectomy with Rhinoplasty 

Tonsillectomy 

Tubal Transection and/or Ligation 

Tympanoplasty 

Tympanotomy Tube 

MEDICAL PROCEDURES 

Lower Back Medical Care 

DIAGNOSTIC PROCEDURES 

Cardiac Catheterization 

CATSCAN 

Cystoscopy 

Magnetic Resonance Imaging 

OTHER SERVICES AND SUPPLIES 

Home Health Care 

Skilled Nursing Care 

Maternity Care (See STEP 2(a)) 

Hospice Care 

Infusion Therapy 

STEP 2-Notice Requirements 

If We are notified within the required time and We 
Determine that the procedures, services or supplies are 
Medically Necessary and Appropriate, Our Payment will not 
be affected. IF WE ARE NOT NOTIFIED WITHIN THE 

11:20 App. 

TIME SPECIFIED, WE WILL REDUCE ANY PAYMENT 
BY 50%. 

(a) For Non-Medical Emergency hospitalizations, proce-
dures, services or supplies listed above, You or Your 
Practitioner must contact Us at least 3 days prior to 
admission, treatment or purchase to obtain Our au-
thorization. We will provide You or Your Practition-
er with Our Determination within those 3 days. 
However, for maternity care, You or Your Practition-
er must contact Us within the first 12 weeks of 
medical confirmation of a pregnancy. We will send 
You or Your Practitioner Our acknowledgement of 
the pregnancy within 7 days. 

(b) For Medical Emergency hospitalizations, procedures, 
services or supplies You or Your Practitioner must 
contact Us within 48 hours or on the next business 
day (whichever is later), from the commencement of 
hospitalization, treatment, or use of supplies, which-
ever is later, to obtain Our authorization. We will 
provide You or Your Practitioner with Our Determi-
nation within 48 hours. 

(c) For Continued Confinement as an Inpatient beyond 
the time authorized, You or Your Provider must 
contact us at least 1 full day, i.e. 24 hours, prior to 
the preapproved discharge date, for additional autho-
rization. We will provide You or Your Practitioner 
with Our Determination within those 24 hours. 

In the event We are not able to provide You or Your 
Practitioner with a Determination within the time frames 
stated, We will tell You and Your Practitioner before the 
mid-point of the time stated, or the next business day, 
whichever is later, as well as put in writing to You, what 
specific information is needed to make that Determination. 
In the event We do not respond to You or Your Practitioner 
within these time frames, We will not apply the 50% reduc-
tion of benefits as allowed by this Utilization Review section 
to Covered Charges incurred between the time You or Your 
Practitioner notify Us and We respond to You. 

In the event We do not authorize the hospitalization, 
procedure, service or supplies, We will send You a written 
statement within 7 days, explaining the specific reasons for 
denial of the authorization. Any such denial of Our autho-
rization is subject to Your rights under the "Claims Appeal" 
section of the "Claims Procedure" provision of this Policy. 

Failure to notify Us of the procedures, services or sup-
plies listed above will not affect Our payment if We Deter-
mine that notice was given to Us as soon as was reasonably 
possible. 

No reduction in benefits or payment will be applied 
pursuant to this section if, following an initial Determination 
by Us that We will not authorize a hospital admission or 
procedure, services or supplies, You request reconsideration 
of Our Determination and We subsequently Determine that 
the hospital admission or procedure, services or supplies are 
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Medically Necessary and Appropriate. In such an event, 
We will make payment as otherwise provided in this policy. 

STEP 3-0btaining a Second Opinion 

You may always obtain a second opinion when You are 
advised to have Surgery or be hospitalized. We may require 
that You obtain a second opinion if We Determine that it is 
necessary in order for Us to authorize a surgical procedure 
or hospital admission. If We Determine that a second 
opinion is necessary, We may arrange for the second opin-
ion consultation. Regardless of whether the second opinion 
is at Our request or Yours, We will pay for the consultation 
and for any Diagnostic Services and Pre-Admission Testing 
necessary for the second opinion, subject to all Policy 
limitations and exclusions. 

If the second opinion confirms the need for a surgical 
procedure, We, in consultation with Your Practitioner, will 
authorize the appropriate setting (Inpatient or Outpatient) 
for the proposed procedure. If We approve an Inpatient 
admission, You or Your Practitioner may proceed with the 
admission and Our payment will not be affected. 

IF YOU DO NOT OBTAIN A SECOND OPINION 
WHICH WE ASK YOU TO OBTAIN, FOR AN INPATIENT 
ADMISSION OR PERFORMANCE OF THE PROCE-
DURE AND IF YOU PROCEED WITH THAT ADMIS-
SION AND/OR PERFORMANCE OF THE PROCEDURE, 
ANY PAYMENT FOR FACILITY CHARGES AND/OR 
PERFORMANCE OF THE PROCEDURE WILL BE RE-
DUCED BY 50%. PROVIDED WE DETERMINE THE 
HOSPITALIZATION OR PERFORMANCE OF THE SUR-
GICAL PROCEDURE WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE SURGICAL PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NECES-
SARY AND APPROPRIATE, WE WILL NOT MAKE ANY 
PAYMENT. 

A confirming second opinion is valid for 90 days. If You 
do not undergo the surgical procedure or become hospital-
ized within that time, You or Your Practitioner must notify 
Us and renew the confirming opinion prior to the hospital 
admission or the procedure being performed. If the con-
firming opinion is not renewed, We may consider the con-
firming opinion not authorized. 

If the second opinion does not confirm the need for the 
surgical procedure or hospital admission, You may obtain or 
We may require You obtain a third opinion. 

STEP 4-0btaining a Third Opinion 

If you obtained a second opinion and it did not confirm 
the need for the surgical procedure or hospital admission, 
You may obtain or We may require You to obtain a third 
opinion. Regardless of whether the third opinion is at Our 
request or Yours, We will pay for the consultation and for 
any Diagnostic Services and Pre-Admission Testing neces-
sary for the third opinion, subject to all Policy limitations 
and exclusions. 

DEPT. OF INSURANCE 

IF NEITHER THE SECOND NOR THIRD OPINIONS 
DO NOT CONFIRM THE NEED FOR THE SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION AND YOU ) 
PROCEED WITH THE PROCEDURE OR HOSPITALIZA· 
TION, WE WILL NOT PAY FOR THE PROCEDURE OR 
HOSPITALIZATION NOR ANY ASSOCIATED PRACTI-
TIONER (INCLUDING FACILITY) CHARGES. 

IF YOU DO NOT OBTAIN A THIRD OPINION WHICH 
WE HAVE ASKED YOU TO OBTAIN, OUR PAYMENT 
FOR THE PROCEDURE OR HOSPITALIZATION WILL 
BE REDUCED BY 50% PROVIDED WE DETERMINE 
THE PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE PROCEDURE OR THE HOSPI-
TALIZATION WAS NOT MEDICALLY NECESSARY AND 
APPROPRIATE, WE WILL NOT MAKE ANY PAYMENT. 

A confirming third opinion is valid for 90 days. If you do 
not undergo the procedure or become hospitalized within 
that time, You or Your Practitioner must notify Us and 
renew the confirming opinion prior to the procedure being 
performed or the hospitalization. If the confirming opinion 
is not renewed, We may consider the confirming opinion not 
authorized. 

IX. ALTERNATE TREATMENT 

Important Notice: No Covered Person is required, in any 
way, to accept an Alternate Treatment Plan recommended 
by Us. 

Definitions 

"ALTERNATE TREATMENT" means those services and 
supplies which meet both of the following tests: 

a. They are determined, in advance, by Us to be Medi-
cally Necessary and Appropriate and cost effective in 
meeting the long term or intensive care needs of a 
Covered Person in connection with a Catastrophic 
Illness or Injury or in completing a course of care 
outside of the acute hospital setting, for example, 
completing a course of IV antibiotics at home. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under the 
Policy. 

"CATASTROPHIC ILLNESS OR INJURY" means one of 
the following: 

a. head injury requiring an Inpatient stay 
b. spinal cord Injury 
c. severe burn over 20% or more of the body 
d. multiple injuries due to an accident 
e. premature birth 
f. CV A or stroke 

\~_) 
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g. congenital defect which severely impairs a bodily 
function 

h. brain damage due to either· an accident or cardiac 
arrest or resulting from a surgical procedure 

1. terminal Illness, with a prognosis of death within 6 
months 

j. Acquired Immune Deficiency Syndrome (AIDS) 
k. chemical dependency 
l. mental, nervous and psychoneurotic disorders 
m. any other Illness or Injury determined by Us to be 

catastrophic. 

Alternate Treatment Plan 

We will identify cases of Catastrophic Illness or Injury. 
The appropriateness of the level of patient care given to a 
Covered Person as well as the setting in which it is received 
will be evaluated. In order to maintain or enhance the 
quality of patient care for the Covered Person, We will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by Us through discussion and agreement 
with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. Us. 

The Alternate Treatment Plan includes: 

a. treatment plan objectives; 
b. course of treatment to accomplish the stated objec-

tives; 
c. the responsibility of each of the following parties in 

implementing the plan: 
•Us 
• attending Practitioner 
• Covered Person 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If We, the attending Practitioner, and the Covered Person 
agree [in writing,] on an Alternate Treatment Plan, the 
services and supplies required in connection with such Al-
ternate Treatment Plan will be considered as Covered 
Charges under the terms of the Policy. 

The agreed upon Alternate Treatment must be ordered 
by the Covered Person's Practitioner. 

Benefits payable under the Alternate Treatment Plan will 
be considered in the accumulation of any Calendar Year 
and Per Lifetime maximums. 

Exclusions 
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Alternate Treatment does not include services and sup-
plies that We determine to be Experimental or Investiga-
tional. 

[X. CENTERS OF EXCELLENCE 

Important Notice: No Covered Person is required, in any 
way, to receive medical care and treatment at a Center of 
Excellence. 

Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with Us to provide health benefit services 
for specific procedures. [The Centers of Excellence are 
identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review 
of past and present medical records and current x-ray and 
laboratory results by the Center of Excellence to determine 
whether the Covered Person is an appropriate candidate for 
the Procedure. 

"Procedure" means one or more surgical procedures or 
medical therapy performed in a Center of Excellence. 

Covered Charges 

In order for charges to be Covered Charges, the Center of 
Excellence must: 

a. perform a Pre-Treatment Screening Evaluation; 
and 

b. determine that the Procedure is Medically Neces-
sary and Appropriate for the treatment of the 
Covered Person. 

Benefits for services and supplies at a Center of Excel-
lence will be [ subject to the terms and conditions of the 
Policy. However, the requirements of the "Utilization Re-
view" section will not apply.]] 

X. [XI.] EXCLUSIONS 

THE FOLLOWING ARE NOT COVERED CHARGES 
UNDER THIS POLICY. WE WILL NOT PAY FOR ANY 
CHARGES INCURRED FOR, OR IN CONNECTION 
WITH: 

Acupuncture, except for use as an anesthesia when the usual 
method of anesthesia is not Medically Necessary and Appro-
priate. 

Ambulance, in the case of a non-Medical Emergency, unless 
You have followed the section of this Policy called "Request 
For Care Preapproval." 

Any charge to the extent it exceeds Our Allowance. 
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Any therapy not included in Our definition of Therapy 
Services. 

Artificial drugs and surgical procedures designed to enhance 
fertility, including, but not limited to, in-vitro fertilization, 
in-vivo fertilization or gamete-intra-fallopian-transfer 
(GIFT), and surrogate motherhood. 

Blood or blood plasma which is replaced by You. 

Broken appointments. 

Christian Science. 

Completion of claim forms. 

Conditions related to behavior problems or learning disabili-
ties. 

Cosmetic Surgery, unless it is required as a result of an 
Accidental Injury sustained while covered under this Policy 
or to correct a functional defect resulting from a congenital 
abnormality or developmental anomaly; complications of 
cosmetic Surgery; drugs prescribed for cosmetic purposes. 

Custodial Care or domiciliary care. 

Dental care or treatment, (including appliances) except as 
otherwise specifically Covered. 

Dose-Intensive Chemotherapy, except as otherwise stated in 
this Policy. 

Education or training while You are confined in an institu-
tion that is primarily an institution for learning or training. 

Experimental or Investigational treatments, procedures, hos-
pitalizations, drugs, biological products or medical devices 
except as otherwise stated in this Policy. 

Extraction of teeth except as otherwise specifically covered. 

Eye examinations to determine the need for ( or changes of) 
eyeglasses or lenses of any type; eyeglasses, contact lenses, 
and all fittings, except as otherwise specified in this Policy; 
surgical treatment for the correction of a refractive error 
including, but not limited to, radial keratotomy. 

Facility charges ( e.g., operating room, recovery room, use of 
equipment) when billed for by a Provider that is not an 
eligible Facility. 

Hearing aids, and hearing exams to determine the need for 
hearing aids or the need to adjust them. 

Herbal medicine. 

Hypnotism. 

DEPT. OF INSURANCE 

Illness or Accidental Injury which is covered or could have 
been covered for benefits provided under workers' compen-
sation, employer's liability, occupational disease or similar 
law. 

Local anesthesia charges billed separately by a Practitioner 
for surgery he or she performed on an Outpatient basis. 

Marriage, career or financial counseling, sex therapy or 
family therapy. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Methadone maintenance. 

Nicotine Dependence Treatment except as provided for 
under Primary Care Services. 

Non-Prescription Drugs or supplies, except: 

a. insulin needles and syringes and glucose test strips 
and lancets; and 

b. colostomy bags, belts, and irrigators. 

Nutritional counseling and related services, except as other-
wise stated in this Policy. 

Pre-Existing Conditions, for the first 365 days of coverage in 
effect for You and Your Dependents. 

Private-Duty Nursing, unless You have followed the section 
of this Policy called "Request For Care Preapproval." 

Rest or convalescent cures. 

Room and board charges for any period of time during 
which You were not physically present in the room. 

Routine examinations or preventive care, including related 
x-rays and laboratory tests, except as otherwise stated in this 
Policy; pre-marital or similar examinations or tests not 
required to diagnose or treat Illness or Accidental Injury. 

Routine Foot Care, except: 

a. an open cutting operation to treat weak, strained, flat, 
unstable or unbalanced feet, metatarsalgia or bunions; 

b. the removal of nail roots; and 
c. treatment or removal of corns, calluses or toenails in 

conjunction with the treatment of metabolic or pe-
ripheral vascular disease. 

Self-administered services such as: biofeedback, patient-
controlled analgesia, related diagnostic testing, self-care and 
self-help training. 

Services or supplies: 
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-eligible for payment under either federal or state programs 
( except Medicaid). This provision applies whether or not 
You assert Your rights to obtain this coverage or payment 
for these services; 

-for which a charge is not usually made, such as a Practi-
tioner treating a professional or business associate, or 
services at a public health fair; 

-for which You would not have been charged if You did not 
have health care coverage; 

-for Your personal convenience or comfort, including, but 
not limited to, such items as TVs, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas 
and hot tubs; 

-for which the Provider has not received a certificate of 
need or such other approvals as are required by law; 

-furnished by one of the following members of Your family: 
spouse, child, parent, in-law, brother or sister; 

-in an amount greater than a Reasonable and Customary 
charge; 

-needed because You engaged, or tried to engage, in an 
illegal occupation or committed, or tried to commit, a 
felony; 

-provided by or in a government hospital unless the services 
are for treatment: (a) of a non-service medical emergency; 
or (b) by a Veterans' Administration hospital of a non-
service related Illness or Accidental Injury; or the hospital 
is located outside of the United States and Puerto Rico; or 
unless otherwise required by law; 

-provided by or in any locale outside the United States 
other than in the case of a Medical Emergency, unless 
received by a Dependent who is attending an accredited 
school in a foreign country under the terms stated in the 
definition of Dependent; 

-provided by a licensed pastoral counselor in the course of 
the counselor's normal duties as a pastor or minister; 

-received as a result of: war, declared or undeclared; police 
actions; service in the armed forces or units auxiliary 
thereto; or riots or insurrection; 

-rendered prior to Your Effective Date of coverage or after 
Your termination date of coverage under this Policy; 

-which are specifically limited or excluded elsewhere in this 
Policy; 

-which are not Medically Necessary and Appropriate except 
as otherwise stated in this Policy; or 

-which You are not legally obligated to pay. 

Special medical reports not directly related to treatment of 
the Covered Person ( e.g. employment physicals, reports 
prepared in connection with litigation). 

Stand-by services required by a Provider. 

Sterilization reversal. 

Surgery, sex hormones, and related medical and psychiatric 
services to change Your sex; services and supplies arising 
from complications of sex transformation and treatment for 
gender identity disorders. 

Telephone consultations, except as We may request. 

Transplants, except as described in the section of this Policy 
called "Covered Charges" under "Transplants." 

Transportation; travel. 

11:20 App. 

Vitamins and dietary supplements. 

Weight reduction or control, unless there is a diagnosis of 
morbid obesity; special foods, food supplements, liquid 
diets, diet plans or any related products. 

Wigs, toupees, hair transplants, hair weaving or any drug 
used to eliminate baldness. 

XI. [XII.] CLAIMS PROCEDURES 
Your right to make a claim for any benefits provided by 

this Policy is governed as follows: 

You or Your Provider must send Us written notice of a 
claim. This notice should include Your name and Policy 
number. If the claim is being made for one of Your 
covered Dependents, the Dependent's name should also be 
noted. A separate claim form is needed for each claim 
submitted. 

Proof of Loss: We will furnish You with forms for filing a 
proof of loss within 15 days of receipt of notice of claim. 
But if We do not furnish the forms on time, We will accept 
a written description and adequate documentation of the 
Accidental Injury or Illness that is the basis of the claim as 
proof, including an itemized bill with patient identification, 
diagnosis, Provider name and license number, type of ser-
vice and amount of charge for service. You or Your 
Provider must detail the nature and extent the claim being 
made. You or Your Provider must send Us written proof 
of loss within 90 days of the Covered Charge being incurred. 

Late Notice of Proof: We will not void or reduce a claim if 
You cannot send Us notice and proof of loss immediately. 
But You or Your Provider must send Us notice and proof 
as soon as reasonably possible, but in no event later than 
one year following the date the proof of loss was otherwise 
required. 

Payment of Benefits: We will pay all benefits to which You 
and Your Dependents are entitled as soon as We receive 
written proof of loss. 

We pay all benefits to Your Provider or You, if You are 
living. If You are not living, We have the right to pay 
benefits to one or more of the following: (a) Your benefi-
ciary; (b) Your estate; (c) Your spouse; (d) Your Parents; 
(e) Your Children; (f) Your brothers and sisters; and (g) 
any unpaid Provider of health care services. 

When You file a proof of loss, We may[, subject to Your 
written instructions to the contrary,-optional for health 
service corporations] pay health care benefits to the Provid-
er who provided the service for which benefits became 
payable. But We cannot tell You which Provider You must 
use. 

Claims Appeal: If We decline Your claim in whole or in 
part, We will send You an explanation of benefits in writing. 
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Within 60 days after receiving Our written notice of declina-
tion, You may request that We reconsider any portion of 
the claim for which You believe benefits were wrongly 
declined. Your request for reconsideration must be in 
writing, and include: 

(a) name(s) and address(es) of patient and Policyhold-
er; 

(b) Policyholder's [identification] number; 
( c) date of service; 
( d) claim number; 
( e) Provider's name; and 
(f) why the claim should be reconsidered. 

You may, within 45 days of Our receipt of Your request 
for reconsideration, review pertinent documents at Our 
office during regular business hours. We may require writ-
ten releases if We Determine the information to be sensitive 
or confidential. 

You may also, within 45 days of Our receipt of Your 
request for reconsideration, submit to Us issues and com-
ments and any additional pertinent medical information. 

We will give You a written decision within 60 days after 
We receive Your request for review. That written decision 
will indicate the reasons for the decision and refer to the 
Policy provision(s) on which it was based. 

In special circumstances, We may Determine that addi-
tional time is necessary to make a decision. We will let 
You know if this happens but it will never be more than 120 
days from the date after We receive Your request for 
review. 

Limitations of Actions: You cannot bring a legal action 
against this Policy until 60 days from the date You file proof 
of loss. And You cannot bring legal action against this 
Policy after three years from the date You file proof of loss. 

XII. [XIII.] RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

"Reasonable pro-rata Expenses" are those costs such as 
lawyers fees and court costs, incurred to effect a third party 
payment, expressed as a percentage of such payment. 

"Third Party" means anyone other than Us or a Covered 
Person. 

If a Covered Person makes a claim to Us for benefits 
under this Policy prior to receiving payment from a third 
party or its insurer, the Covered Person must agree, in 
writing, to repay Us from any amount of money they receive 
from the third party, or its insurer for an Illness or Acciden-
tal Injury. 

DEPT. OF INSURANCE 

We will only require such payment when the amounts 
received through such settlement, judgment or otherwise, 
are specifically identified as amounts paid for health bene- \, __ ) 
fits for which We paid benefits and those amounts were not 
otherwise deducted from an award, judgement or settlement 
in a civil action, brought in a court of this State, pursuant to 
N.J.S.A. 2A:15-97. 

The repayment will be equal to the amount of benefits 
paid by Us. However, the Covered Person may deduct the 
reasonable pro-rata expenses, incurred in effecting the third 
party payment from the repayment to Us. 

We shall require the return of health benefits paid for an 
Illness or Accidental Injury, up to the amount a Covered 
Person receives for that Illness or Accidental Injury through: 

a. a third party settlement; 
b. a satisfied judgment; or 
c. other means. 

The repayment agreement shall be binding upon the 
Covered Person whether: 

a. the payment received from the third party, or its 
insurer, is the result of a legal judgment, an arbitra-
tion award, a compromise settlement, or any other 
arrangement, or 

b. the third party, or its insurer, has admitted liability 
for the payment. 

We will not pay any benefits under this Policy to or on 
behalf of a Covered Person, who has received payment from 
a third party, or its insurer for past or future charges for an 
Illness or Accidental Injury, resulting from the negligence, 
intentional act, or no-fault tort liability of a third party. 
This provision shall not be construed or applied so as to 
require the return of any benefits properly paid by an 
insurer or entity other than Us where the payment of those 
benefits was made pursuant to some other applicable state 
or federal law and that other law precludes such repay-
ment.] 

XIII. [XIV.] GENERAL PROVISIONS 
THE POLICY 

The entire Policy consists of: 

(a) the forms shown in the Table of Contents as of the 
Effective Date; 

(b) the Policyholder's application, a copy of which is 
attached to the Policy; 

( c) any riders, endorsements or amendments to the 
Policy; and 

(d) the individual applications, if any, of all Covered 
Persons. 

STATEMENTS 
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No statement will void the insurance, or be used in 
defense of a claim under this Policy, unless it is contained in 
a writing signed by You, and We furnish a copy to You or 
Your beneficiary. 

All statements will be deemed representations and not 
warranties. 

INCONTESTABILITY OF THE POLICY 

There will be no contest of the validity of the Policy, 
except for not paying premiums, after it has been in force 
for two years. 

No statement in any application, except a fraudulent 
statement, made by You shall be used in contesting the 
validity of Your insurance or in denying a claim for a loss 
incurred after such insurance has been in force for two years 
during Your lifetime. 

AMENDMENT 

The Policy may be amended, at any time, without Your 
consent or of anyone else with a beneficial interest in it. 
The Policyholder may change the type of coverage under 
this Policy at any time by notifying Us in writing. 

We may make amendments to the Policy upon 30 days' 
notice to the Policyholder, and as provided in (b) and (c) 
below. An amendment will not affect benefits for a service 

_, or supply furnished before the date of change; and no 
change to the benefits under this Policy will be made 
without the approval of the Board. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of the Policy, to extend the time in 
which a Premium may be paid, to make or change a Policy, 
or to bind Us by a promise or representation or by informa-
tion given or received. 

No change in the Policy is valid unless the change is 
shown in one of the following ways: 

(a) it is shown in an endorsement on it signed by an 
officer of [Carrier]. 

(b) if a change has been automatically made to satisfy 
the requirements of any state or federal law that 
applies to the Policy, as provided in the section of 
this Policy called "Conformity With Law," it is 
shown in an amendment to it that is signed by an 
officer of [Carrier]. 

(c) if a change is required by [Carrier], it is accepted by 
the Policyholder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

( d) if a written request for a change is made by the 
Policyholder, it is shown in an amendment to it 
signed by the Policyholder and by an officer of 
[Carrier]. 
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CLERICAL ERROR-MISSTATEMENTS 

No clerical error by Us in keeping any records pertaining 
to Coverage under this Policy will reduce Your Coverage. 
Neither will delays in making those records reduce it. How-
ever, if We discover such an error or delay, a fair adjust-
ment of Premiums will be made. 

Premium adjustments that involve returning an unearned 
premium to You will be limited to the twelve-month period 
before We received satisfactory evidence that such adjust-
ment should be made. 

If You misstate Your age or any other relevant fact and 
the Premium is affected, a fair adjustment of Premiums will 
be made. If such misstatement affects the amount of 
coverage, the true facts will be used in Determining what 
coverage is in force under this Policy. 

TERMINATION OF THE POLICY-RENEWAL PRIVI-
LEGE 

During or at End of Grace Period-Failure to Pay Premi-
ums: If any Premium is not paid by the end of its grace 
period, the Policy will end when that period ends. Howev-
er, You may write to Us, in advance, to ask that the Policy 
be terminated at the end of any period for which Premiums 
have been paid. Then the Policy will end on the date 
requested. 

This Policy will be renewed automatically each year on 
the Anniversary Date, unless coverage is terminated on or 
before the Anniversary Date due to one of the following 
circumstances: 

(a) nonpayment of Premiums; 
(b) fraud or misrepresentation by You or Your Depen-

dents; · 
(c) termination of Your eligibility or, with respect to 

Your Dependent, Your Dependent's eligibility; 
( d) You become eligible either for Medicare, Medicaid or 

the date You first become eligible to participate in a 
Group Health Benefits Plan; 

( e) You become covered under another individual health 
benefits plan; 

(f) non-renewal as authorized by the Board. 

Immediate cancellation will occur if You commit fraudu-
lent acts or make misrepresentations with respect to cover-
age of You and Your Dependents. 

TERMINATION OF DEPENDENT COVERAGE 

If You fail to pay the cost of Dependent coverage, Your 
Dependent coverage will end. It will end on the last day of 
the period for which You made the required payments, 
unless coverage ends earlier for other reasons. 
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A Dependent's coverage ends when the Dependent is no 
longer eligible. This happens to a Dependent at 12:01 a.m. 
on the date the Dependent loses eligibility. 

Also, Dependent coverage ends when the Policyholder's 
coverage ends. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain benefits for a limited time. 

OFFSET 

We reserve the right, before paying benefits to You, to 
use the amount of payment due to offset any unpaid 
Premiums or a claims payment previously made in error. 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this Policy. 

OTHER RIGHTS 

This Policy is intended to pay benefits for Covered 
Charges in cash or in kind. It is not intended to provide 
services or supplies themselves, which may, or may not, be 
available. 

We are only required to provide benefits to the extent 
stated in this Policy, its riders and attachments. We have 
no other liability. 

Services and supplies are to be provided in the most cost-
effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropri-
ate employees or companies in administering this Policy. 

We reserve the right to modify or replace an erroneously 
issued Policy. 

We reserve the right to reasonably require that You be 
examined by a Practitioner of Our choice and at Our 
expe1,se while Your claim is pending. 

We reserve the right to obtain, at Our expense, an 
autopsy to determine the cause of Your death if that would 
affect Your claim for benefits. 

Information in Your application may not be used by Us to 
void this Policy or in any legal action unless the application 
or a duplicate of it is attached to this Policy or has been 
furnished to You for attachment to this Policy. 

ASSIGNMENT 

DEPT. OF INSURANCE 

No assignment or transfer by You of any of Your interest 
under this Policy is valid unless We consent thereto. How-
ever, We may, in Our Discretion, pay a Provider directly for 
services rendered to You. \J 
[IN-NETWORK AND OUT-OF-NETWORK PROVIDER 
REIMBURSEMENT 

Payment amounts, as specified in the "Schedule of Bene-
fits", apply to Covered Charges incurred for services ren-
dered or supplies provided by an eligible Provider. 

An In-Network Provider will generally accept Our Allow-
ance plus any Deductible, Coinsurance and Copayment You 
are required to make as payment in full for services ren-
dered or supplies provided. 

Our Allowance for Covered Charges for treatment ren-
dered by an Out-of-Network Provider may be different 
than our In-Network Provide Allowance; also, an Out-of-
Network Provider may bill You for the difference between 
Our Allowance and the Provider's actual charge. 

In no event will Our payment be more than the Provider's 
actual charge.] 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the Policy until 60 days after You file written proof of 
loss. No such action shall be brought more than three years 
after the end of the time within which proof of loss is 
required. 

NOTICES AND OTHER INFORMATION 

Any notices, documents, or other information under the 
Policy may be sent by United States Mail, postage prepaid, 
addressed as follows: 

If to Us: To Our last address on record. 

If to You: To the last address provided by the Covered 
Person on an enrollment or change of address form actually 
delivered to Us. 

RECORDS-INFORMATION TO BE FURNISHED 

We will keep a record of Your benefits. It will contain 
key facts about Your coverage. 

We will not have to perform any duty that depends on 
data before it is received from You in a form that satisfies 
Us. You may correct wrong data given to Us, if We have 
not been harmed by acting on it. 

You must notify Us immediately of any event, including a . 
change in eligibility, that may cause the termination of Your . 
Coverage. · V 
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RELEASE OF RECORDS 

By applying for benefits, You agree to allow all Providers 
to give Us needed information about the services and 
supplies they provide. We keep this information confiden-
tial. If a Provider requires special authorization for release 
of records, You agree to provide this authorization. Your 
failure to provide authorization or requested information 
will result in the declination of Your claim. 

As Determined by Us, We may use appropriate non-
employees, subsidiaries, or companies to conduct confiden-
tial medical record review for Our purposes. 

[POLICYHOLDER/PROVIDER RELATIONSHIP 

We are not Providers as defined in this Policy. We 
supply services in connection with conducting the business 
of insurance. This means We make Payment for Covered 
Charges incurred by persons eligible for benefits under this 
Policy. 

We are not liable for any act or omission of any Provider 
nor any injury caused by a Provider's negligence, misfea-
sance, malfeasance, nonfeasance or malpractice. 

We are not responsible for a Provider's failure or refusal 
to render services or provide supplies to persons eligible for 
benefits under this Policy.] 

·. :",' CONTINUATION OF COVERAGE 

/ 

If You die while this Policy is in force for You, Your 
Spouse and Dependents, Your Spouse and Dependents may 
continue coverage under this Policy for 180 days from Your 
date of death, provided that Your Spouse and Dependents 
elect to so continue within 31 days of Your date of death 
and subject to: (a) payment of the Premium when due; and 
(b) the Policy provisions for termination of Spouse and 
Dependents' coverage for reasons other than Your death. 

CONVERSION PRIVILEGE 

If Your Spouse loses coverage due to a divorce, Your 
Spouse may apply for Your Spouse's own individual health 
benefits plan. An application must be made within 31 days 
of the occurrence of the divorce. 

If Your Spouse applies for the new coverage within 31 
days of the divorce and meets Our Underwriting Require-
ments, the effective date of the new coverage shall be the 
day following the date the Spouse's coverage under this 
Policy ended. Any Pre-existing Condition limitation or 
other limitation not satisfied by the Spouse under this Policy 
will apply under the new coverage to the extent it remains 
unsatisfied. 

DETERMINATION OF SERVICES 
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If the nature or extent of a given service must be deter-
mined, this Determination is entirely up to Us. 

PAYMENT AND CONDITIONS OF PAYMENT 

For eligible services from an eligible Facility or Practition-
er, We will Determine to pay either You or the Facility or 
Practitioner. 

Payment for all other Covered Charges will be made 
directly to You unless, before submission of each claim, You 
request in writing that Payment be made directly to the 
Provider and We agree to do this. 

Except as provided above, in the event of Your death or 
total incapacity, any Payment or refund due will be made to 
Your heirs, beneficiaries, or trustees. 

If We make Payments to anyone who is not entitled to 
them under this Policy, We have the right to recover these 
Payments from that individual or entity or You. 

PRIMARY RESIDENCE REQUIREMENT 

In order to obtain and continue health care coverage with 
Us, Your Primary Residence must be in New Jersey. We 
reserve the right to require proof of Your Primary Resi-
dence. 

We will cancel this Policy if You move Your Primary 
Residence outside of the State. We will give You at least 
30 days' written notice of the cancellation. 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

When You are the named insured under a motor vehicle 
insurance Policy, You have two options under the terms of 
Your motor vehicle insurance Policy. The option You 
select will also determine coverage of any family member 
covered under that Policy who is not a separate named 
insured under another motor vehicle policy. 

(a) You may choose to have primary coverage for such 
services covered under Your motor vehicle insur-
ance Policy (the Personal Injury Protection or com-
pulsory Medical Payment provisions of a New Jer-
sey motor vehicle insurance Policy or under similar 
provisions of a motor vehicle Policy required by any 
other federal or state no-fault motor vehicle insur-
ance law). 

If You choose this option, We will provide second-
ary coverage in accordance with regulations issued by 
the Department of Insurance. 

(b) You may choose to have primary coverage for such 
services provided by this Policy. 

If You choose this option, We will provide benefits 
for any Covered Charges incurred for the diagnosis 
or treatment of an Accidental Injury or Illness result-
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ing from a motor vehicle accident. However, these 
benefits are subject to the terms, conditions, and 
limits set forth in this Policy. 

In addition, the motor vehicle insurance policy may pro-
vide for secondary benefits in accordance with regulations 
issued by the Department of Insurance. 

If there is a dispute as to primacy between the motor 
vehicle insurance policy and this Policy, this Policy will be 
primary. 

This order of benefit determination does not apply if You 
are enrolled in a government health benefit program which 
provides that it is always secondary, or otherwise will not be 
a primary provider of benefits for motor vehicle injuries. 

CONFORMITY WITH LAW 

If the provisions of the Policy do not conform to the 
requirements of any state or federal law that applies to the 
Policy, the Policy is automatically changed to conform with 
[Carrier's] interpretation of the requirements of that law, as 
approved by the Board. 

GOVERNING LAW 

This entire Policy is governed by the laws of the State of 
New Jersey. 

Amended by R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(b). 
Amended by R.1995 d.51, effective December 23, 1994 ( operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 

EXHIBIT D 
This Policy has been approved by the New Jersey Individual 
Health Coverage Program Board as the standard policy 
form for the individual health benefits Plan D. 

Notice of Right to Examine Policy. Within 30 days after 
delivery of this Policy to You, You may return it to Us for a 
full refund of any Premium paid, less benefits. paid. The 
Policy will be deemed void from the beginning. 

[CARRIER] 
INDIVIDUAL HEALTH BENEFITS PLAN D 
(New Jersey Individual Health Benefits Plan D) 

Policy Term. The Policy takes effect on [ ____ ], the 
Policy Effective Date. The term of this Policy starts on 
Your Effective Date, may be renewed each year on the 
Anniversary Date, and will end no later than the day before 
the date You first become eligible as set forth in Section II 
of this Policy. But, Your coverage ( and that of Your 
Dependents) may be ended earlier as stated in the Policy. 

DEPT. OF INSURANCE 

Renewal Provision: Subject to all Policy terms and provi-
sions, including those describing Termination of the Policy, 
You may renew and keep this Policy in force by paying the 
Premiums as they become due. We agree to pay benefits 
under the terms and provisions of this Policy. 

Premiums. We may only change the Premium schedule for 
this Policy if We change the Premium schedule for a reason 
permitted under the "Premium Rates and Provisions" sec-
tion, or for everyone whom we cover under this New Jersey 
Individual Health Benefits Plan D. 
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TY LIABILITY ..................... . 

XIII. [XIV.] GENERAL PROVISIONS ............. . 
The Policy .. · .......................... . 
Statements ............................ . 
Incontestability of the Policy ............ . 
Amendment .......................... . 
Clerical Error-Misstatements .......... . 
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lege ................................ . 
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Release of Records .................... . 
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Conversion Privilege ................... . 
Determination of Services .............. . 
Payment and Conditions of Payment ..... . 
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I. DEFINITIONS 
The words shown below have specific meanings when 

used in this Policy. Please read these definitions carefully. 
Throughout the Policy, these defined terms appear with 
their initial letters capitalized. They will help You to 
understand Your benefits under the Policy. Information 
about Your benefits begins on page [23]. 

ADMISSION. See the definition for "Period of Confine-
ment." 

ALCOHOLISM. Abuse of or addiction to alcohol. 

ACCIDENTAL INJURY (OR ACCIDENTALLY INJURED). 
A sudden or unforeseen result of an external agent or 
trauma, independent of illness, which causes injury, includ-
ing complications arising from that injury, to the body, and 
which is definite as to time and place. 

[ALWWANCE. What We agree to pay a Provider. For 
this Policy, We will generally pay based on the standard 
measure of such Reasonable and Customary Charges ap-
proved by the State of New Jersey Individual Health Cover-
age Program Board. 

However, a Provider may agree with Us to accept a lesser 
charge for such services and supplies than the Reasonable 

·,- and Customary Charge. If a Provider so agrees, then that 
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lesser charge will be the basis for determining Your benefit 
and Our Allowance under the Policy.] 

AMBULANCE. A certified vehicle for transporting Ill or 
Accidentally Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

ANNIVERSARY DATE. The date which is one year from 
the Effective Date of this Policy and each succeeding yearly 
date thereafter. 

BENEFIT MONTH. The one-month period starting on the 
day Your coverage starts and each one-month period after 
that date. 

BENEFIT PERIOD. The twelve-month period starting on 
January 1st and ending on December 31st. Your first and/or 
last Benefit Period may be less than a Calendar Year. 
Your first Benefit Period begins on Your Effective Date. 
Your last Benefit Period ends when You are no longer 
covered by this Policy. Eligible medical expenses must be 
incurred during this period in order to be Covered Charges. 

BIRTHING CENTER. A Facility which mainly provides 
care and treatment during uncomplicated pregnancy, rou~ 
tine full-term delivery, and the immediate post-partum peri-· 
od. It must: 

(a) provide full-time Skilled Nursing Care by or under 
the supervision of Nurses; 

(b) be staffed and equipped to give Medical Emergen-
cy care; and 

(c) have written back-up arrangements with a local 
Hospital for Medical Emergency care. 

We will recognize it if: 

(a) it carries out its stated purpose under all relevant 
state and local laws; 

(b) it is approved for its stated purpose by the Accredi-
tation Association for Ambulatory Care; or 

( c) it is approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center if it is part of a 
Hospital. 

BOARD. The New Jersey Individual Health Coverage Pro-
gram Board, appointed and elected under the laws of New 
Jersey. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. An entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of treatment.] 

CARE PREAPPROV AL. The authorization of coverage for 
benefits under this Policy which You obtain from Us prior 
to incurring medical services or supplies. 
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CASH DEDUCTIBLE (OR DEDUCTIBLE). The amount 
of Covered Charges that You must pay before this Policy 
pays any benefits for such charges. See the "Cash Deduct-
ible" provision of this Policy for details. 

CHILD. Your own issue or Your legally adopted child, and 
Your stepchild if the child depends on You for most of the 
child's support and maintenance. We treat a child as legally 
adopted from the time the child is placed in the home for 
purpose of adoption. We treat such a child this way 
whether or not a final adoption order is ever issued. Also, 
any child over whom You have legal custody or legal 
guardianship is considered a Child under this Policy. (We 
may require that You submit proof of legal custody or legal 
guardianship, in Our Discretion.) 

However, a foster child or grandchild of the Policyholder 
or his or her Spouse is not a Child for purposes of eligibility 
for benefits under this Policy. 

COINSURANCE. The percentage of a Covered Charge 
that must be paid by You. Coinsurance does not include 
Cash Deductibles, Copayments or Non-Covered Expenses. 

COPAYMENT. A specified dollar amount which You must 
pay for certain Covered Charges. Note: The Emergency 
Room Copayment, if applicable, must be paid in addition to 
the Cash Deductible, any other copayments and coinsur-
ance. 

COVERED CHARGE. Reasonable and Customary charges 
for the types .of services and supplies described in the 
"Covered Charges" and "Covered Charges with Special 
Limitations" sections of this Policy. The services and sup-
plies must be: 

(a) furnished or ordered by a recognized health care 
· Provider; 

(b) Medical,ly Necessary and Appropriate to diagnose 
or treat an Illness or Accidental Injury or provide 
Primary Care Services; 

( c) accepted by a professional medical society in the 
United States as beneficial for the control or cure 
of the Illness or Accidental Injury being treated; 
and 

( d) furnished within the framework of generally accept-
ed methods of medical management currently used 
in the United States. 

A Covered Charge is incurred by You while You are 
insured by this Policy. Read the entire Policy to find out 
what We limit or exclude. 

COVERED PERSON. An eligible person who is insured 
under this Policy. 

DEPT. OF INSURANCE 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.). 
The most recent edition of an annually revised listing pub-
lished by the American Medical Association which assigns 
numerical codes to procedures and categories of medical 0 
care. 

CUSTODIAL CARE. Any service or supply, including room 
and board, which: 

(a) is furnished mainly to help You meet Your routine 
daily needs; or 

(b) can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

(a) Your: 
(1) Spouse; 
(2) unmarried Child who is under age 19; 
(3) unmarried Child from age 19 until the Child's 

23rd birthday, who is enrolled as a full-time 
student at an accredited school (We can ask for 
periodic proof that the Child is so enrolled); and 

(4) unmarried Child for whom You are obligated by 
a court order to provide health benefit plan 
coverage. 

(b) Your unmarried Child who has a mental or physi-
cal handicap, or developmental disability, remains a 
Dependent beyond this Policy's age limit, if: 

(1) the Child remains unmarried and unable to be 
self-supportive; 

(2) the Child's condition started before the Child 
reached this Policy's age limit; 

(3) the Child became insured before the Child 
reached this Policy's age limit, and stayed contin-
uously insured until reaching such limit; and 

(4) the Child depends on You for most of the 
Child's support and maintenance. 

In order for the Child to remain a Dependent, You must 
send us written proof that the Child is handicapped and 
depends on You for most of his or her support and mainte-
nance. You have 31 days from the date the Child reaches 
this Policy's age limit to do this. We can ask for periodic 
proof that the Child's condition continues. After two years, 
We cannot ask for this proof more than once a year. 

A Dependent is not a person who is on active duty in any 
armed forces. 

A Dependent is not a person who resides in a foreign 
country. However, this does not apply to a person who is 
attending an accredited school in a foreign country who is 
enrolled as a student for up to one year at a time. 

DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a , ) 
specific condition or disease. Some examples are: 
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(a) radiology, ultrasound, and nuclear medicine; 
(b) laboratory and pathology; and 
(c) EKG's, EEG's, and other electronic diagnostic .tests. 

Except as allowed under the Primary Care Services provi-
sion of the CHARGES COVERED WITH SPECIAL LIM-
ITATIONS section, diagnostic services do not include pro-
cedures ordered as part of a routine or periodic physical 
examination or screening examination. 

DISCRETION/DETERMINATION BY US/DETERMINE. 
Our sole right to make a decision. Our decision will be 
applied in a reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

(a) designed and able to withstand repeated use; 
(b) used primarily for a medical purpose; 
(c) mainly and customarily used to serve a medical 

purpose; 
( d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited 
to, apnea monitors, breathing equipment, hospital-type beds, 
walkers, and wheelchairs. 

Durable Medical Equipment does not include: adjust-
ments made to vehicles, air conditioners, air purifiers, 
humidifiers, dehumidifiers, elevators, ramps, stair glides, 
Emergency Alert equipment, handrails, heat appliances, 
improvements made to Your home or place of business, 
waterbeds, whirlpool baths, exercise and massage equip-
ment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Policy for You or Your Dependents, as the 
context in which the term is used suggests. 

EXPERIMENTAL or INVESTIGATIONAL. 

Services or supplies, including treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices, which We Determine are: 

(a) not of proven benefit for the particular diagnosis or 
treatment of Your particular condition; or 

(b) not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of Your particular condition; or 

(c) provided or performed in special settings for re-
search purposes or under a controlled environment 
or clinical protocol. 

Unless otherwise required by law with respect to drugs 
which have been prescribed for the treatment of a type of 
cancer for which the drug has not been approved by the 
United States Food and Drug Administration (FDA), We 
will not cover any services or supplies, including treatment, 

11:20 App. 

procedures, drugs, biological products or medical devices or 
any hospitalization in connection with Experimental or In-
vestigational services or supplies. 

We will also not cover any technology or any hospitaliza-
tion in connection with such technology if such technology is 
obsolete or ineffective and is not used generally by the 
medical community for the particular diagnosis or treatment 
of Your particular condition. 

Governmental approval of a technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of Your 
particular condition as explained below. 

We will apply the following five criteria in Determining 
whether services or supplies are Experimental or Investiga-
tional: 

1. any medical device, drug, or biological product 
must have received final approval to market by the 
United States Food and Drug Administration 
(FDA) for the particular diagnosis or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an Investigational 
Device Exemption or an Investigational New Drug 
Exemption, is not sufficient. Once FDA approval 
has been granted for a particular diagnosis or con-
dition, use of the medical device, drug or biological 
product for another diagnosis or condition will 
require that one or more of the following estab-
lished reference compendia: 

-The American Medical Association Drug Evalua-
tions; 

-The American Hospital Formulary Service Drug 
Information; or 

-The United States Pharmacopeia Drug Informa-
tion. 

recognize the usage as appropriate medical treat-
ment. As an alternative to such recognition in one 
or more of the compendia, the usage of the drug will 
be recognized as appropriate if it is recommended by 
a clinical study and recommended by a review article 
in a major peer-reviewed professional journal. A 
medical device, drug, or biological product that meets 
the above tests will not be considered Experimental 
or Investigational. 

In any event, any drug which the Food and Drug 
Administration has determined to be contraindicated 
for the specific treatment for which the drug has 
been prescribed will be considered Experimental or 
Investigational. 

2. conclusive evidence from the published peer-re-
viewed medical literature must exist that the tech-
nology has a definite positive effect on health out-
comes; such evidence must include well-designed 
investigations that have been reproduced by nonaf-
filiated authoritative sources, with measurable re-
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suits, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

3. demonstrated evidence as reflected in the published 
peer-reviewed medical literature must exist that 
over time the technology leads to improvement in 
health outcomes, i.e., the beneficial effects out-
weigh any harmful effects; 

4. proof as reflected in the published peer-reviewed 
medical literature must exist that the technology is 
at least as effective in improving health outcomes 
as established technology, or is usable in appropric 
ate clinical contexts in which established technology 
is not employable; and 

5. proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes, as defined in paragraph 3, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

FACILITY. A place We are required by law to recognize 
which: 

(a) is properly licensed, certified, or accredited to pro-
vide health care under the laws of the state in 
which it operates; and 

(b) provides health care services which are within the 
scope of its license, certificate or accreditation and 
are covered by this Policy. 

GENERIC DRUG. An equivalent prescription drug con-
taining the same active ingredients as a brand name pre-
scription drug but costing less. The equivalent must be 
identical in strength and form as required by the FDA. 

GOVERNMENT HOSPITAL. A Hospital operated by a 
government or any of its subdivisions or agencies, including, 
but not limited to, a federal, military, state, county or city 
Hospital. 

GROUP HEALTH BENEFITS PLAN. A policy, program 
or plan that provides medical benefits to a group of two or 
more individuals. 

HOME HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Accidentally Injured people 
in their home under a home health care program designed 
to eliminate Hospital stays. We will recognize it if it is 
licensed by the state in which it operates, or it is certified to 
participate in Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and sup-
portive care for Terminally Ill or Accidentally Injured peo-
ple who are terminally injured. We will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is: 

(a) approved for its stated purpose by Medicare; 
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(b) accredited for its stated purpose by the Joint Com-
mission; or 

( c) licensed, certified, or accredited by the state in 
which it operates. 

HOSPITAL. A Facility which mainly provides Inpatient 
care for Ill or Accidentally Injured people. We will recog-
nize it if it carries out its stated purpose under all relevant 
state and local laws, and it is: 

(a) accredited as a hospital by the Joint Commission; 
(b) approved as a Hospital by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

Among other things, a Hospital is not a convalescent, rest 
or nursing home or Facility, or a Facility, or part of it, which 
mainly provides Custodial Care, educational care or rehabil-
itative care. 

A Facility for the aged or for Substance Abusers is not a 
Hospital. 

A specialty Facility is also not a Hospital. 

HOSPITAL ADMISSION REVIEW. The authorization of 
coverage for benefits under this Policy which You obtain 
from Us prior to an Inpatient Hospital admission. In the 
event of a Medical Emergency, You must notify Us within 
48 hours of Your admission to a [Non-Network] Provider 
due to that Medical Emergency, or Your benefits will be 
reduced. See the section of this Policy called "Utilization 
Review" for details. 

ILLNESS (OR ILL). A sickness or disease suffered by 
You. A Mental or Nervous Condition is not an Illness. 

[IN-NETWORK PROVIDER. A Provider which has an 
agreement with Us to accept Our Allowance plus amounts 
You are required to pay as payment in full for Covered 
Charges.] 

INPATIENT. You, if You are physically confined as a 
registered bed patient in a Hospital or other recognized 
health care Facility; or services and supplies provided in 
such a setting. 

JOINT COMMISSION. The Joint Commission on the 
Accreditation of Health Care Organizations. 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or Accidental Injury, of a medical condition 
that is expected to result in either a threat to life or to an 
organ, or a body part not returning to full function. Medi-
cal emergencies include but are not limited to: uncontrolled 
or excessive bleeding, acute pain or conditions requiring 
immediate attention such as suspected heart attack, severe 
shortness of breath or appendicitis, strokes, convulsions, 
serious burns, bone fractures, wounds requiring sutures, 
poisoning, and loss of consciousness. We may, in our 
Discretion, consider other severe medical conditions requir-
ing immediate attention to be Medical Emergencies. 
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MEDICALLY NECESSARY AND APPROPRIATE. Ser-
vices or supplies provided by a recognized health care 
Provider that We Determine to be: 

(a) necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness, disease or Accidental 
Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness, disease or Acci-
dental Injury; 

( c) in accordance with accepted medical standards in 
the community at the time; 

( d) not for Your convenience; and 
( e) the most appropriate level of medical care that You 

need. 

The fact that an attending Practitioner prescribes, orders, 
recommends or approves the care, the level of care, or the 
length of time care is to be received, does not make the 
services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy pro-
vided by Title XIX of the Social Security Act, as amended 
from time to time. 

MEDICARE. Parts A and B of the health care program for 
the aged and disabled provided by Title XVIII of the United 
States Social Security Act, as amended from time to time. 

MENTAL HEALTH CENTER. A Facility that provides 
treatment for people with mental health problems. We will 
recognize such a place if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental or Nervous Condition includes, but is not limited to, 
psychoses, neurotic and anxiety disorders, schizophrenic dis-
orders, affective disorders, personality disorders, and psy-
chological or behavioral abnormalities associated with tran-
sient or permanent dysfunction of the brain or related 
neurohormonal systems. 

In Determining whether or not a particular condition is a 
Mental or Nervous Condition, We may refer to the current 
edition of the Diagnostic and Statistical manual of Mental 
Conditions of the American Psychiatric Association. 

NICOTINE DEPENDENCE TREATMENT. "Behavioral 
Therapy", as defined below, and Prescription Drugs which 
.have been approved by the U.S. Food and Drug Administra-
tion for the management of nicotine dependence. 
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For the purpose of this definition, covered "Behavioral 
Therapy" means motivation and behavior change techniques 
which have been demonstrated to be effective in promoting 
nicotine abstinence and long term recovery from nicotine 
addiction. 

NON-COVERED EXPENSES. Charges which do not meet 
Our definition of Covered Charges, or which exceed any of 
the benefit limits shown in this Policy, or which are specifi-
cally identified as Non-Covered Expenses. Cash Deduct-
ibles, Copayments, Coinsurance, and Utilization Review 
Penalties are also Non-Covered Expenses. 

NURSE. A registered nurse or licensed practical nurse, 
including a nursing specialist such as a nurse mid-wife or 
nurse anesthetist, who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the Nurse 
practices; and 

(b) provides medical services which are within the 
scope of the Nurse's license or certificate and are 
covered by this Policy. 

[OUT-OF-NETWORK PROVIDER. A Provider which is 
not an In-Network Provider.] 

OUTPATIENT PROVIDER. You, if You are not an Inpa-
tient; or services and supplies provided in such a setting. 

PARTIAL HOSPITALIZATION. Day treatment services 
for Mental and Nervous Conditions consisting of intensive 
short-term non-residential psychiatric and/or substance 
abuse treatment rendered for any part of a day for a 
minimum of four consecutive hours per day (must be in lieu 
of an Inpatient stay). · 

PER LIFETIME. Your lifetime, regardless of whether You 
are covered under this Policy: 

(a) as a Dependent or Policyholder; and 
(b) with or without interruption of coverage. 

PERIOD OF CONFINEMENT. Consecutive days of Inpa-
tient services provided to an Inpatient, or successive Inpa-
tient confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. We Determine if the cause(s) of the 
confinements are the same or related. 

PHARMACY. A Facility which is registered as a Pharmacy 
with the appropriate state licensing agency and in which 
Prescription Drugs are regularly compounded and dispensed 
by a Pharmacist. 

POLICY. This agreement, [the Policy Schedule,] [Your 
I.D. card,] any riders, amendments or endorsements, and 
the application signed by You and the premium schedule. 
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POLICYHOLDER. The Covered Person who purchased 
this Policy. 

POLICY TERM. The one-year period starting on the 
Effective Date and ending on the day before the Anniversa-
ry Date and, for each year this Policy is renewed, each one-
year period thereafter. 

PRACTITIONER. A person [Carrier] is required by law to 
recognize who: 

(a) is properly licensed or certified to provide care 
under the laws of the state where he or she prac-
tices; and 

(b) provides services which are within the scope of his 
or her license or certificate and which are covered 
by this Policy. 

PREMIUM. The periodic charges due under this Policy 
which the Policyholder must pay to maintain this Policy in 
effect. 

PRE-ADMISSION TESTING. Consultations, x-ray and 
laboratory tests performed no more than seven days before 
a planned Hospital admission or Surgery. 

See the sections of this Policy called "Request for Care 
Preapproval" and "Obtain Hospital Admission Review" for 
details on other important aspects of Your benefits. 

PRE-EXISTING CONDITION. An Illness or Accidental 
Injury which manifests itself in the six months before Your 
coverage under this Policy starts, and for which: 

(a) You see a Practitioner, take prescribed drugs, re-
ceive other medical care or treatment or had medi-
cal care or treatment recommended by a Practition-
er in the six months before Your coverage starts; 
or 

(b) an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months 
before his or her coverage starts. 

A pregnancy which exists on the date Your coverage 
starts is also a Pre-Existing Condition. However, complica-
tions of such a pregnancy as defined by N.J.A.C. 11:1-4.3 
are not considered to be Pre-Existing Conditions and are 
not subject to Pre-Existing Condition Limitations. 

See the section of this Policy called "Pre-Existing Condi-
tion Limitations" for details on how this Policy limits the 
benefits for Pre-Existing Conditions. 

PREMIUM DUE DATE. The date on which a Premium is 
due under this Policy. 
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PRESCRIPTION DRUGS. Drugs, biologicals and com-
pound prescriptions which are sold only by prescription and 
which are required to show on the manufacturer's label the 
words: "Caution-Federal Law Prohibits Dispensing With- ~-) 
out a Prescription" or other drugs and devices as Deter-
mined by Us, such as insulin. 

PRIMARY RESIDENCE. The location where You reside 
for a majority of the Benefit Period with the intention of 
making Your home there and not for a temporary purpose. 
Temporary absences from New Jersey, with the intention to 
return, do not interrupt Your Primary Residence in New 
Jersey. 

PROVIDER. A recognized Facility or Practitioner of health 
care. 

REASONABLE AND CUSTOMARY. An amount that is 
not more than the [lesser of: 

(a) the] usual or customary charge for the service or 
supply as determined by Us based on a standard 
approved by the Board[; or 

(b) the negotiated fee.] 

The Board may decide a standard for what is Reasonable 
and Customary under this Policy: The chosen standard is 
an amount which is most often charged for a given service 
by a Provider within the same geographic area. 

REHABILITATION CENTER. A Facility which mainly 
provides therapeutic and restorative services to Ill or Acci-
dentally Injured people. We will recognize it if it carries 
out its stated purpose under all relevant state and local laws, 
and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

ROUTINE FOOT CARE. The cutting, debridement, trim-
ming, reduction, removal or other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot strain, dys-
trophic nails, excrescences, helomas, hyperkeratosis, hyper-
trophic nails, non-infected ingrown nails, dermatomas, kera-
tosis, onychauxis, onychocryptosis or tylomas. Routine Foot 
Care also includes orthopedic shoes, foot orthotics and 
supportive devices for the foot. 

ROUTINE NURSING CARE. The nursing care customarily 
furnished by a recognized Facility for the benefit of its 
Inpatients. 

SERVICE AREA. A geographic area We define by [ZIP 
codes] (county]. 
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SKILLED NURSING CARE. Services which are more 
intensive than Custodial Care, are provided by a Registered 
Nurse (R.N.) or Licensed Practical Nurse (L.P.N.), and 
require the technical skills and professional training of an 
R.N. or L.P.N. 

SKILLED NURSING CENTER. A Facility which mainly 
provides full-time Skilled Nursing Care for Ill or Accidently 
Injured people who do not need to be in a Hospital. We 
will recognize it if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or. accredited by the state in 

which it operates. 

SPECIAL CARE UNIT. A part of a Hospital set up for 
very Ill patients who must be observed constantly. The unit 
must have a specially trained staff. And it must have 
special equipment and supplies on hand at all times. Some 
types of special care units are: (a) intensive care units; (b) 
cardiac care units; ( c) neonatal care units; and ( d) burn 
units. 

SPOUSE. An individual legally married to the Policyholder 
under the laws of the State of New Jersey. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTERS. A Facility that mainly 
provides treatment for Substance AbusP-. We will recognize 
such a place if it carries out its stated purpose under all 
relevant state and local laws, and it i.,: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

SURGERY. 

(a) The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic procedures, specialized instrumentations, endo-
scopic examinations, and other invasive procedures; 

(b) The correction of fractures and dislocations; 
( c) Reasonable and Customary pre-operative and post-

operative care; or 
(d) Any of the procedures designated by C.P.T. codes 

as surgery. 

SURGICAL CENTER. A Facility mainly engaged in per-
forming Outpatient Surgery. It must: 

(a) be staffed by Practitioners and Nurses, under the 
supeivision of a Practitioner; 

(b) have permanent operating and recovery rooms; 
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(c) be staffed and equipped to give emergency care; 
and 

(d) have written, back-up arrangements with a local 
Hospital for Medical Emergency care. 

We will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

A Facility is not a Surgical Center if it is part of a 
Hospital. 

THERAPEUTIC MANIPULATION. Treatment of the ar-
ticulations of the spine and musculoskeletal structures for 
the purpose of relieving certain abnormal clinical conditions 
resulting from the impingement upon associated nerves 
causing discomfort. Some examples are manipulation or 
adjustment of the spine, hot or cold packs, electrical muscle 
stimulation, diathermy, skeletal adjustments, massage, ad-
junctive, ultrasound, doppler, whirlpool or hydrotherapy or 
other treatment of similar nature. 

THERAPY SERVICES. The following seivices or supplies, 
ordered by a Provider and used to treat or promote recovery 
from an Accidental Injury or Illness: 

Chelation Therapy-the administration of drugs or chemi-
cals to remove toxic concentrations of metals from the body. 

Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

Cognitive Rehabilitation Therapy-retraining the brain to 
perform intellectual skills which it was able to perform prior 
to disease, trauma, Surgery, congenital anomaly or previous 
therapeutic process. 

Dialysis Treatment-the treatment of an acute renal failure 
or chronic irreversible renal insufficiency by removing waste 
products from the body. This includes hemodialysis and 
peritoneal dialysis. 

Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Occupational Therapy-treatment to restore a physically 
disabled person's ability to perform the ordinary tasks of 
daily living. 

Physical Therapy-the treatment by physical means to re-
lieve pain, restore maximum function, and prevent disability 
following disease, injury, or loss of a limb. 
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Radiation Therapy-the treatment of disease by x-ray, radi-
um, cobalt, or high energy particle sources. Radiation 
Therapy includes rental or cost of radioactive materials. 
Diagnostic Services requiring the use of radioactive materi-
als are not Radiation Therapy. 

Respiration Therapy-the introduction of dry or moist gases 
into the lungs. 

Speech Therapy-treatment of the correction of a speech 
impairment resulting from Illness, Surgery, Accidental Inju-
ry, congenital anomaly, or previous therapeutic processes. 

UNDERWRITING REQUIREMENTS. The rules which 
We Determine to be appropriate for making, maintaining 
and administering this Policy. Our rules do not require 
You to prove You or Your Dependents are in good health. 

WE, US, OUR. [Carrier]. 

YOU, YOUR, AND YOURS. The Policyholder and any 
Dependents, as the context in which the term is used 
suggests. 

II. ELIGIBILITY 

TYPES OF COVERAGE 

A Policyholder who completes an application for coverage 
may elect one of the types of coverage listed below: 

(a) SINGLE COVERAGE-coverage under this Policy 
for the Policyholder only. 

(b) FAMILY COVERAGE-coverage under this Policy 
for You and Your Dependents. 

(c) PARENT AND CHILD(REN) COVERAGE-cover-
age under this Policy for You and all Your Child 
Dependents or coverage for multiple children resid-
ing within the same residence who share a common 
legal guardian, or for when there exists a valid 
support order requiring health benefit coverage 
whether or not there is an adult who will be 
provided coverage. 

( d) HUSBAND AND WIFE COVERAGE-coverage 
under this Policy for You and Your Spouse. 

WHO IS ELIGIBLE 

(a) THE POLICYHOLDER-You, if Your Primary Resi-
dence is in the State of New Jersey, You are not 
covered under another individual health benefits 
plan, and You are not eligible for Medicare, Medic-
aid or a Group Health Benefits Plan except as provid-
ed below. 

(b) SPOUSE-Your Spouse, who is not covered under 
another individual health benefits plan, and who is 
not eligible for Medicare, Medicaid or a Group 
Health Benefits Plan except as provided below. 
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( c) CHILD-Your Child, who is not covered under an-
other individual health benefits plan, who is not 
eligible for Medicare, Medicaid or a Group Health 
Benefits Plan except as provided below, and who 
qualifies as a Dependent, as those terms are defined 
in the "Definition" section of this Policy. 

ELIGIBILITY IF YOU HA VE OR ARE ELIGIBLE FOR 
OTHER COVERAGE 

(a) ELIGIBILITY IF YOU ARE COVERED UNDER AN-
OTHER INDMDUAL HEALTH BENEFITS PLAN-
You and/or Your Dependents are eligible for Cover-
age under this Policy if this Policy replaces another 
Individual Health Benefits Plan under which You 
and/or Your Dependents are covered. The other 
Plan must be terminated no later than 30 days after 
the effective date of this Policy. We may require 
proof that the other Coverage has been terminated. 

(b) ELIGIBILITY IF YOU ARE ELIGIBLE FOR COV-
ERAGE UNDER A GROUP HEALTH BENEFITS 
PLAN-You and/or Your Dependents may be eligible 
for Coverage under this Policy only during the open 
enrollment period which occurs each year during the 
month of October. Consult Us or Your agent for 
more information. 

ADDING DEPENDENTS TO THIS POLICY 

(a) SPOUSE-You may apply to add Your Spouse by 
notifying Us in writing at any time. You must 
submit an application to Us to change your type of 
coverage. If your application is made and submit-
ted to Us within 31 days of Your marriage to Your 
Spouse, Your Spouse will be covered from the date 
of his or her eligibility. 

If We do not receive Your written notice within 31 
days of Your Spouse becoming eligible, coverage for 
Your Spouse will not become effective immediately. 
Rather, such coverage will become effective on the 
first day of the Benefit Month after the date Your 
application is received. 

(b) NEWBORN DEPENDENT-A Child born to You 
or Your Spouse while this Policy is in force will be 
covered for 31 days from the moment of birth. 
This automatic coverage will be for Covered 
Charges incurred as a result of Accidental Injury or 
Illness, including Medically Necessary and Appro-
priate care and treatment of medically diagnosed 
congenital abnormalities. 

To continue coverage for such Child for more than 
31 days, if You have Single or Husband and Wife 
Coverage, You must apply and pay for Parent and 
Child(ren) or Family Coverage. If You already have 
Family or Parent and Child(ren) coverage, the cover-
age for such Child will be automatically continued. 
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(c) CHILD DEPENDENT-If You have Single or Hus-
band and Wife Coverage and want to add a Child 
Dependent, You must change to Family Coverage 
or Parent and Child(ren) Coverage. To change 
coverage, You must submit an application. If Your 
application is made and submitted to Us within 31 
days of the Child's becoming a Dependent, the 
Child will be covered from the date of his or her 
eligibility. 

Even if You have Family Coverage or Parent and 
Child(ren) Coverage, however, You must give Us 
written notice that You wish to add a Child. If Your 
written notice to add a Child is made and submitted 
to Us within 31 days of the Child's becoming a 
Dependent, the Child will be covered from the date 
of eligibility. 

If We do not receive Your written notice within 31 
days of Your Dependent's becoming eligible, cover-
age for that Dependent will not become effective 
immediately. Rather, such coverage will become 
effective on the first day of the Benefit Month after 
the date Your application is received. 

( d) YOUR CHILD DEPENDENT'S NEWBORN-A 
Child born to Your Child Dependent is not cov-
ered under this Policy. 

III. SCHEDULE OF BENEFITS 

BENEFITS FOR COVERED CHARGES UNDER 
THIS POLICY ARE SUBJECT TO ALL DEDUCTIBLES, 
COPA YMENTS AND COINSURANCE, AND ARE DE-
TERMINED PER BENEFIT PERIOD BASED ON OUR 
ALLOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO AN UNLIMITED PER 
LIFETIME MAXIMUM UNLESS OTHERWISE STAT-
ED. 

FACILITY BENEFIT-365 days Inpatient Hospital care. 
COINSURANCE: 

MENTAL OR NERVOUS CONDITIONS AND SUB-
STANCE ABUSE- 25%. 

OTHER COVERED CHARGES-20%. 

COINSURANCE CAP-After $2,000/Covered Person, 
$4,000/ family, We pay 100%. 

NOTE: The Coinsurance Caps cannot be met with: 

• Non-Covered Expenses 
• Cash Deductibles 
• Coinsurance for the treatment of Mental or Nervous 

Conditions and Substance Abuse 
• Copayments 

CASH DEDUCTIBLE-[$250] [$500] [$1,000]/Covered 
Person, [$500] [$1,000] [$2,000]/family. 
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EMERGENCY ROOM COPAYMENT-$50/visit/Covered 
Person credited toward Inpatient admission within 24 
hours. 

HOME HEALTH CARE-Unlimited days, if preap-
proved. 

HOSPICE CARE-Unlimited days, if preapproved. 
MENTAL OR NERVOUS CONDITIONS AND SUB-

STANCE ABUSE BENEFIT MAXIMUMS-Up to 
$5,000/Benefit Period combined Inpatient and Outpa-
tient. 
Per Lifetime Maximum of $25,000 combined Inpatient 

and Outpatient. 

PRESCRIPTION DRUGS-Subject to cash deductible and 
coinsurance. 

PRIMARY CARE SERVICES-$300/Covered Person ( ex-
cept newborns). Newborns: $500 for their first year of 
life. Not subject to Deductible and Coinsurance. 

SKILLED NURSING CARE-120 days of confine-
ment/Covered Person, if preapproved. 

THERAPEUTIC MANIPULATIONS-30 visits/Covered 
Person. 

THERAPY SERVICES-30 visits/Covered Person/Thera-
py Services except: Radiation Therapy, Chemotherapy, 
Chelation, Dialysis and Respiration Therapy (which are 
covered as any other Illness). 

NOTE: OUR PAYMENTS, AS NOTED ABOVE, 
WILL BE REDUCED FOR NONCOMPLIANCE 
WITH THE UTILIZATION REVIEW PROVISIONS 
CONTAINED IN THIS POLICY. READ THESE 
PROVISIONS CAREFULLY BEFORE OBTAINING 
MEDICAL CARE, SERVICES OR SUPPLIES. 

REFER TO SECTIONS OF THIS POLICY CALLED 
"COVERED CHARGES" AND "CHARGES COVERED 
WITH SPECIAL LIMITATIONS" TO SEE WHAT 
SERVICES AND SUPPLIES ARE ELIGIBLE FOR 
BENEFITS. 

REFER TO THE SECTION OF THIS POLICY 
CALLED "EXCLUSIONS" TO SEE WHAT SER-
VICES AND SUPPLIES ARE NOT ELIGIBLE FOR 
BENEFITS. 

IV. PREMIUM RATES AND PROVISIONS 
[The [monthly] premium rates, in U.S. dollars, for the 

insurance provided under this Policy are [ shown in the 
Policy's Schedule of Premium Rates]: 

For Single Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Parent and Child(ren) Coverage . . . . . . . . . . . . . . . . [$ 
For Family Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Husband and Wife Coverage . . . . . . . . . . . . . . . . . . . [$ 

We have the right to change any Premium rate set forth 
[above] [in the Policy's Schedule of Premium Rates] at the 
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times and in the manner established by the provision of this 
Policy entitled "Premium Rate Changes."] 

PREMIUM AMOUNTS 

The Premium due on each Premium Due Date is the sum 
of the Premium charges for the coverage You have. Those 
charges are determined from the Premium rates then in 
effect. 

The following will apply if one or more Premiums paid 
include Premium charges for a Covered Person whose cov-
erage has ended before the due date of that Premium. We 
will not have to refund more than the amount of (a) minus 
(b): 

(a) the amounts of the Premium charges for the Covered 
Person that was included in the Premiums paid for 
the two-month period immediately after the date the 
Covered Person's coverage has ended. 

(b) the amount of any claims paid to You or Your 
Provider for Your claims or to a Member of Your 
family after that person's coverage has ·ended. 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by You to Us. They are due on 
each Premium Due Date [ stated on the first page of the 
Policy]. You may pay each Premium other than the first 
within 31 days of the Premium Due Date. Those days are 
known as the grace period. You are liable to pay [Premi-
ums to Us from the first day the Policy is in force. If any 
Premium is not paid by the end of the grace period, the 
Policy will end when that period ends. Premiums accepted 
by Us after the end of the grace period are subject to a late 
payment interest charge determined as a percentage of the 
amount unpaid. That percentage will be Determined by Us 
from time to time, but will not be more than the maximum 
allowed by law.] 

PREMIUM RATE CHANGES 

The Premium rates in effect on the Effective Date are 
shown in the Policy['s Schedule of Premium Rates]. We 
have the right to change Premium rates as of any of these 
dates: 

(a) any Premium Due Date; 
(b) any date that the extent or nature of the risk under 

the Policy is changed: 
(1) by amendment of the Policy; or 
(2) by reason of any provision of law or any govern-

ment program or regulation; 
(c) at the discovery of a clerical error or misstatement 

as described in the "General Provisions" section of 
this Policy. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 
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V. BENEFIT DEDUCTIBLES AND COINSURANCE 
Cash Deductible: Each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
any benefits to You for those charges (subject to the Family 
Deductible Cap as described below). The Deductibles are 
shown in the "Schedule of Benefits" section of this Policy. 
The Deductibles cannot be met with Non-Covered Ex-
penses. Only Covered Charges incurred by You while 
insured can be used to meet the Deductible for those 
charges. 

Once a Deductible is met, We pay benefits for other 
Covered Charges above the Deductible amount incurred by 
You, less any applicable Coinsurance and Copayments, for 
the rest of that Benefit Period. But all charges must be 
incurred while You are insured by this Policy. And what 
We pay is based on all the terms of this Policy including 
benefit limitations and exclusion provisions. 

Family Deductible Cap: This Policy has a family deductible 
cap on care equal to two Deductibles for each Benefit 
Period. Once a family meets the equivalent of two individ-
ual Deductibles in a Benefit Period, We Pay benefits for 
other Covered Charges incurred by any member of the 
covered family for that type of care, less any applicable 
Copayment and Coinsurance, for the rest of that Benefit 
Period. The amount of Covered Charges applied toward 
the satisfaction of the family deductible cap by any one 
Covered Person may not exceed the amount of the Individu-
al Cash Deductible. What We pay is based on all the terms 
of this Policy, including benefit limitation and exclusion 
provisions. 

Coinsurance Cap: This Policy limits the Coinsurance 
amounts You must pay each Benefit Period. The Coinsur-
ance cap cannot be met with Non-Covered Expenses and 
Coinsurance for the treatment of Mental or Nervous Condi-
tions and Substance Abuse. 

There is a Coinsurance cap for each Covered Person. 
The Coinsurance cap is shown in the "Schedule of Bene-
fits." 

Each Covered Person's Coinsurance amounts are used to 
meet his or her own Coinsurance cap. And all amounts used 
to meet the cap must actually be paid by You. 

Once Your Coinsurance amounts in a Benefit Period 
exceed the individual cap, We waive Your Coinsurance for 
the rest of that Benefit Period. 

THERE WILL BE NO CARRYOVER OF DEDUCTIBLES 
OR COINSURANCE INTO THE NEXT BENEFIT PERI-
OD. 

Deductible Credit: For the first Benefit Period of this 
Policy, a Covered Person will receive credit for any Deduct-
ible amounts satisfied under previous coverage within the 
same calendar year that Your first Benefit Period starts 
under this Policy, provided that there has been no lapse in 
coverage between the previous coverage and this Policy. \.____j 
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This credit will be applied whether Your previous cover-
age was under a plan with Us or with another carrier. You 
will be required to provide Us with adequate documentation 
of the amounts satisfied. 

Payment Limits: We limit what We pay for certain types of 
charges. 

VI. COVERED CHARGES 
We will pay benefits if, due to an Accidental Injury or 

Illness, You incur Medically Necessary and Appropriate 
Covered Charges during a Benefit Period. Unless stated, 
all benefits are subject to Copayment, Deductibles, Coinsur-
ance, other limits and exclusions shown in the "Schedule of 
Benefits", along with other provisions in this Policy. 

OUR PAYMENT WILL BE REDUCED IF YOU DO NOT 
COMPLY WITH THE UTILIZATION REVIEW SECTION 
OF THIS POLICY. 

This section lists the types of charges We cover. But 
what We pay is subject to all the terms of this Policy. Read 
the entire Policy to find out what We limit or exclude. 

Alcoholism: We pay benefits for the treatment of alcohol 
abuse the same way We would for any other Illness, if such 
treatment is prescribed by a Practitioner. But We do not 
pay for Custodial Care, education, or training. 

Treatment may be furnished by a Hospital or Substance 
Abuse Center. But Outpatient treatment must be carried 
out under an approved alcohol abuse program. 

Ambulance: We will cover medical transportation to an 
eligible Facility, for a Medical Emergency. For non-Medi-
cal Emergency situations, medical transportation will be 
covered only with prior written approval. 

Anesthesia Services: We cover the charges incurred for the 
administration of anesthesia by a Practitioner other than the 
surgeon or assistant at Surgery. 

Benefits for a Covered Newborn Dependent: We cover the 
care and treatment of a covered newborn if the Child is Ill, 
Accidentally Injured, premature, or born with a congenital 
birth defect. 

And We cover charges for the Child's Routine Nursery 
Care while the Child is in the Hospital. This includes: (a) 
nursery charges; (b) charges for routine Practitioner's exam-
inations and tests; and ( c) charges for routine procedures, 
like circumcision. 

Birthing Center Charges: We cover Birthing Center 
charges made for prenatal care, delivery, and postpartum 
care in connection with Your pregnancy. We cover Rea-
sonable and Customary charges and Routine Nursing Care 
shown in the "Schedule of Benefits" when Inpatient care is 

,_ ~/, provided to You by a Birthing Center. 
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We cover all other services and supplies during the con-
finement. But, We do not cover routine nursery charges for 
the newborn Child unless the Child is a Dependent. 

Blood: We cover blood, blood products and blood transfu-
sions except as limited in the section of this Policy called 
"Exclusions." 

Daily Room and Board Limits 

During a Period of Hospital Confinement: 

For semi-private room and board accommodations, We 
cover charges up to the Hospital's actual daily room and 
board charge. 

For private room and board accommodations, We cover 
charges up to the Hospital's average daily semi-private room 
and board charge or, if the Hospital does not have semi-
private accommodations, 80% of its lowest daily room and 
board charge. 

For Special Care Units, We cover charges up to the 
Hospital's actual daily room and board charge. 

Dialysis Center Charges: We cover charges made by a 
dialysis center for covered Dialysis Therapy services for the 
Special Care Unit. 

Practitioner Charges for Nonsurgical Care and Treatment: 
We cover Practitioner charges for nonsurgical care and 
treatment of an Illness or Accidental Injury. See the 
"Schedule of Benefits" section of this Policy. 

Practitioner Charges for Surgery: We cover Practitioner 
charges for Surgery including Assistant Surgeon charges 
which are Medically Necessary and Appropriate. But, we 
do not cover cosmetic Surgery. 

Durable Medical Equipment: Subject to Our advance writ-
ten approval, We cover charges for the rental of Durable 
Medical Equipment needed for therapeutic use. In Our 
Discretion, and with Our advance written approval, We may 
cover the purchase of such items when it is less costly and 
more practical than renting. But We do not pay for: (a) 
any purchases without Our advance written approval; (b) 
replacements or repairs; or (c) the rental or purchase of 
items (such as air conditioners, exercise equipment, saunas 
and air humidifiers) which do not meet the definition of 
Durable Medical Equipment. 

Home Health Care Charges: Subject to Our advance writ-
ten approval, when home health care can take the place of 
Inpatient care, We cover such care furnished to You under 
a written home health care plan. We cover all services or 
supplies, such as: 

(a) Skilled Nursing Care [furnished by or under the 
supervision of a registered Nurse]; 

(b) Therapy Services; 
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(c) medical social work; 
( d) nutrition services; 
( e) home health aide services; 
(f) medical appliances and equipment, drugs and medi-

cations, laboratory services and special meals; and 
(g) any Diagnostic or therapeutic service, including sur-

gical services performed in a Hospital Outpatient 
department, a Practitioner's office or any other 
licensed health care Facility, provided such service 
would have been covered under the Policy if per-
formed as Inpatient Hospital services. But, pay-
ment is subject to all of the terms of the Policy and 
to the following conditions: 

1. Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

2. The services and supplies must be: 
• ordered by Your Practitioner; 
• included in the home health care plan; and 
• furnished by, or coordinated by, a Home Health 

Agency according to the written home health 
care plan. 

But payment is subject to all of the terms of this Policy 
and to the following conditions: 

(a) Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

(b) The services and supplies must be: (a) ordered by 
Your Practitioner; (b) included in the home health 
care plan; and (c) furnished by, or coordinated by, 
a Home Health Agency according to the written 
home health care plan. The services and supplies 
must be furnished by recognized health care profes-
sionals on a part-time or intermittent basis, except 
when full-time or 24-hour service is needed on a 
short-term basis. 

(c) The home health care plan must be set up in 
writing by Your Practitioner within 14 days after 
home health care starts. And it must be reviewed 
by Your Practitioner at least once every 60 days. 

( d) Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are authorized 
under the home health care plan can last up to four 
hours. 

We do not pay for: (a) services furnished to family 
members, other than the patient; or (b) services and sup-
plies not included in the home health care plan. 

Hospice Care Charges: Subject to Our advance written 
approval, We cover charges made by a Hospice for palliative 
and supportive care furnished to You if You are terminally 
Ill under a Hospice care program. Additionally, We Cover 
Charges for counseling provided to any family members who 
are also Covered Persons when that counseling is for the 
sole purpose of adjusting to the terminally Ill Covered 
Person's death. 
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"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure Your terminal Illness. "' _) 

"Terminally Ill" means that Your Practitioner has certi-
fied in writing that Your life expectancy is six months or 
less. 

Hospice care must be furnished according to a written 
hospice care program. A "hospice care program" is a 
coordinated program for meeting Your special needs If You 
are terminally Ill. It must be set up in writing and reviewed 
periodically by Your Practitioner. 

Under a Hospice care program, subject to all the terms of 
this Policy, We cover any services and supplies to the extent 
they are otherwise covered by this Policy. Services and 
supplies may be furnished on an Inpatient or Outpatient 
basis. 

The services and supplies must be: 

(a) needed for palliative and supportive care; 
(b) ordered by Your Practitioner; 
(c) included in the Hospice care program; and 
( d) furnished or coordinated by a Hospice. 

We do not pay for: 

(a) services and supplies provided by volunteers or 
others who do not regularly charge for their ser-
vices; 

(b) funeral services and arrangements; 
( c) legal or financial counseling or services; 
( d) treatment not included in the Hospice care plan; 

or 
( e) services supplied to family members who are not 

Covered Persons. 

Hospital Charges: We cover charges for Hospital semi-
private room and board and Routine Nursing Care when it 
is provided to You by a Hospital on an Inpatient basis. But 
We limit what We pay as shown in the "Schedule of 
Benefits". And We cover other Hospital services and sup-
plies provided to You during the Inpatient confinement, 
including Surgery. 

If You incur charges as an Inpatient in a Special Care 
Unit, We cover the charges the same way We cover charges 
for any Illness. 

We also cover Outpatient Hospital services, including 
services provided by a Hospital Outpatient clinic. And We 
cover emergency room treatment, subject to this Policy's 
Emergency Room Copayment Requirement. This Erner- i 
gency Room Copayment must be paid in addition to the "---··~ 
Cash Deductible, any other copayments, and coinsurance. 
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Any charges in excess of the Hospital semi-private daily 
room and board limit are Non-Covered Expenses. This 
Policy contains penalties for noncompliance that will reduce 
what We pay for Hospital charges. See the section of this 
Policy called "Utilization Review" for details. 

We also cover charges for a mother who is insured under 
this Policy and a newborn dependent for a minimum of 48 
hours of in-patient care in a Hospital following a vaginal 
delivery or a minimum of 96 hours of in-patient Hospital 
care following a cesarean section delivery. These covered 
charges are not subject to the Medically Necessary and 
Appropriate requirements of this Policy. However, these 
charges are subject to either the attending Practitioner 
determining that in-patient care is medically necessary or 
the mother requesting the in-patient care. 

Nutritional Counseling: Subject to Our advance written 
approval, We cover charges for nutritional counseling for 
management of disease entities which have a specific diag-
nostic criteria that can be verified. The nutritional counsel-
ing must be prescribed by a Practitioner, and provided by a 
Practitioner. Charges for Nutritional Counseling which are 
not Pre-approved by Us are Non-Covered Charges. 

Outpatient Hospital Services: We cover Outpatient Hospi-
tal services and supplies provided in connection with cov-
ered Hospital Admission Review and Preadmission Testing, 
Surgery, Therapy Services and Accidental Injury (but only if 
the treatment is given within 72 hours of an Accident). All 
services are covered only if You comply with the "Utiliza-
tion Review" section of this Policy. 

Outpatient Surgical Center Charges: We cover charges 
made by an Outpatient Surgical Center in connection with 
covered Surgery. 

Pre-Admission Testing Charges: We cover Pre-Admission 
Testing needed for a planned Hospital admission or Sur-
gery. We cover these tests if: (a) the tests are done within 
seven days of the planned admission or Surgery; and (b) the 
tests are accepted by the Hospital in place of the same post-
admission tests. 

We do not cover tests that are repeated after admission 
or before Surgery, unless the admission or Surgery is de-
ferred solely due to a change in Your health. 

Pregnancy: This Policy pays benefits for services in connec-
tion with pregnancies, including but not limited to: vaginal 
and cesarean delivery, and pre-natal and post-natal care. 
The charges We cover for a newborn Child are explained 
above. 

Prescription Drugs: We cover charges for Prescription 
Drugs, including contraceptives which require a Practition-
er's prescription. 
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Rehabilitation Center: Subject to Our advance written ap-
proval, when rehabilitation care can take the place of Inpa-
tient Hospital care, We cover such care furnished to You in 
a Rehabilitation Center. And We cover other Rehabilita-
tion Center services and supplies provided to You during 
the Inpatient confinement. 

Second Opinion Charges: We cover Practitioner charges for 
a second opinion and charges for related x-rays and tests 
when You are advised to have Surgery or enter a Hospital. 
If the second opinion differs from the first, We cover 
charges for a third opinion. If You fail to obtain a second 
opinion when We require one, Your benefits will be re-
duced. See the section of this Policy called "Utilization 
Review" for details. 

Skilled Nursing Care: Subject to Our advance written 
approval, We cover charges made by a Skilled Nursing 
Center up to 120 days per Benefit Period, including any 
diagnostic or therapeutic service, including surgical services 
performed in a Hospital Outpatient department, an office or 
any other licensed health care Facility, provided such service 
is administered in a Skilled Nursing Center. 

Treatment of Wilm's Tumor: We pay covered charges 
incurred for the treatment of Wilm's tumor. We treat such 
charges the same way We treat covered charges for any 
other Illness. Treatment can include, but is not limited to, 
autologous bone marrow transplants when standard chemo-
therapy treatment is unsuccessful. We cover this treatment 
even if it is deemed Experimental or Investigational. Bene-
fit amounts are based on all of the terms of this Policy. 

X-Rays and Laboratory Tests: We cover x-rays and labora-
tory tests to treat an Illness or Accidental Injury. But, 
except as covered under the "Primary Care Services" section 
of this Policy, We do not pay for x-rays and tests done as 
part of routine physical checkups. 

VII. CHARGES COVERED WITH 
SPECIAL LIMITATIONS 

Dental Care and Treatment 

We cover: 

(a) the diagnosis and treatment of oral tumors and 
cysts; and 

(b) the surgical removal of bony impacted teeth. 

We also cover treatment of an Accidental Injury to 
natural teeth or the jaw, but only if: 

(a) the Injury occurs while You are insured under any 
health benefit plan; 

(b) the Injury was not caused, directly or indirectly by 
biting or chewing; and 

(c) all treatment is finished within 6 months of the date 
of the Injury. 
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Treatment includes replacing natural teeth lost due to 
such Accidental Injury. But in no event do We cover 
orthodontic treatment. 

Mental or Nervous Conditions and Substance Abuse: We 
limit what We pay for the treatment of Mental or Nervous 
Conditions and Substance Abuse. We include an Illness 
under this section if it manifests symptoms which are pri-
marily mental or nervous, regardless of any underlying 
physical cause. 

You may receive treatment as an Inpatient in a Hospital 
or a Substance Abuse Center. However, this Policy con-
tains penalties for noncompliance with Our preapproval 
requirements. See the section of this Policy called "Utiliza-
tion Review" for details. You may also receive treatment 
as an Outpatient from a Hospital, Substance Abuse Center, 
or properly licensed or certified Practitioner. 

You must pay Coinsurance of 25% for Covered Charges 
for Inpatient and Outpatient treatment. We limit what We 
pay to $5,000 for combined Inpatient and Outpatient treat-
ment per Covered Person per Benefit Period. We will pay 
a Per Lifetime maximum of $25,000 combined Inpatient and 
Outpatient benefit. 

Routine Practitioner's office visits that involve monitoring 
a Covered Person's care when the Covered Person is in-
volved in an ongoing maintenance treatment program for a 
Mental or Nervous Condition and any associated Prescrip-
tion Drugs are covered the same as Covered Charges for 
any other Accidental Injury or Illness. These Covered 
Charges are not subject to and do not count towards the 
limitations defined above. 

We do not pay for Custodial Care, education, or training. 

Pre-Existing Condition Limitations: We do not cover ser-
vices for Pre-Existing Conditions until You have been cov-
ered by this Policy for twelve months. See the "Defini-
tions" section of this Policy for the definition of a Pre-
Existing Condition. 

We waive this limitation for Your Pre-Existing Condition 
if, under a prior group or individual health benefits plan 
delivered or issued for delivery in the United States, with no 
more than 30 days lapse in coverage, You have been treated 
or diagnosed by a Practitioner for a condition under that 
plan or satisfied a 12 month Preexisting Condition limitation 
for a condition covered by that plan. Similarly, we will 
credit the time You were previously covered under a group 
or individual health benefits plan delivered or issued for 
delivery in the United States for a condition covered by that 
Plan, if the previous coverage was continuous to a date not 
more than 30 days prior to the effective date of this Policy. 

DEPT. OF INSURANCE 

This limitation does not affect benefits for other unrelat-
ed conditions, birth defects in a covered Dependent Child 
or complications of pregnancy as defined in N.J.A.C. 
11:1-4.3 .• Additionally this limitation does not apply to any 
new benefits mandated by statute or regulation once you 
have satisfied one Pre-Existing Condition Limitation 
through elapsed time, waiver and/or credit. 

Primary Care Services: We will cover up to $300 per 
Covered Person. For Newborns, We pay $500 in Covered 
Charges for the first year of life. The following are includ-
ed: routine physical examinations, diagnostic Services, vacci-
nations, inoculations, x-ray, mammography, pap smear, 
screening tests related to Primary Care Services and Nico-
tine Dependence Treatment. However, no benefits are 
available beyond the maximums stated above. 

These charges are. not subject to the Cash Deductible or 
Coinsurance. 

Private Duty Nursing Care: We only cover charges by a 
Nurse for Medically Necessary and Appropriate private duty 
nursing care, if such care is authorized as part of a home 
health care plan, coordinated by a Home Health Agency, 
and covered under the "Home Health Care Charges" sec-
tion. Any other charges for private duty nursing care are 
Non-Covered Expenses. 

Prosthetic Devices: We limit what We pay for prosthetic 0 
devices. Subject to prior written approval, We cover only 
the initial fitting and purchase of artificial limbs and eyes, 
and other prosthetic devices. And they must take the place 
of a natural part of Your body, or be needed due to a 
functional birth defect in a covered Dependent Child. We 
do not pay for replacements, unless they are Medically 
Necessary and Appropriate, We do not pay for repairs, wigs, 
or dental prosthetics or devices. 

Therapy Services: We cover the Therapy Services listed in 
the "Definitions" section of this Policy. However, We only 
cover 30 visits per Benefit Period for Therapy Services other 
than Radiation Therapy, Chemotherapy, Chelation, Dialysis 
and Respiration Therapy. 

We cover Radiation Therapy, Chemotherapy, Chelation, 
Dialysis and Respiration Therapy as We would any other 
Illness, without the visit limitation. 

We cover Infusion Therapy subject to Our prior written 
approval. 

Treatment for Temporomandibular Joint Disorder (TMJ) 

We cover surgical and non-surgical treatment of TMJ in a 
Covered Person. However, We do not cover any charges 
for orthodontia, crowns or bridgework. 
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Treatment for Therapeutic Manipulation: We limit what 
We cover for Therapeutic Manipulation to 30 visits per 
Benefit Period. Charges for such treatment above these 
limits are Non-Covered Expenses. 

Transplants: We cover Medically Necessary and Appropri-
ate services and supplies for the following types of trans-
plants: 

(a) Cornea 
(b) Kidney 
(c) Lung 
(ct) Liver 
(e) Heart 
(f) Heart-Lung 
(g) Heart Valves 
(h) Pancreas 
(i) Allogenic Bone Marrow 

**[(j) Autologous Bone Marrow and Dose-Intensive Che-
motherapy only for treatment of: 

• Leukemia 
• Lymphoma 
• Neuroblastoma 
• Subject to Our prior written approval, breast can-

cer, if the Covered Person is participating in a 
National Cancer Institute sponsored clinical trial. 
Charges in connection with such treatment of 
breast cancer which are not Pre-Approved by Us 
in writing are Non-Covered Expenses.] 

**[(j) Autologous Bone Marrow Transplant and associated 
dose-intensive chemotherapy but only if performed 
by institutions approved by the National Cancer 
Institute or pursuant to protocols consistent with 
the guidelines of the American Society of Clinical 
Oncologists. 

(k) Peripheral blood stem cell transplants but only if 
performed by institutions approved by the National 
Cancer Institute or pursuant to protocols consistent 
with the guidelines of the American Society of 
Clinical Oncologists.] 

* *NOTE TO CARRIERS: P.L. 1995 c.100 requires that 
Autologous Bone Marrow Transplants, associated dose-inten-
sive chemotherapy and peripheral blood stem cell transplants 
coverage as set forth in the option which includes (j) and (k) 
be offered to New Jersey residents. You may offer the coverage 
by including this option in all of Your New Jersey Individual 
Health Coverage Plans (in which case you must use the above 
language) or you may offer the coverage as an optional rider 
utilizing Exhibit R to N.J.A.C. (in which case you must use the 
above option which includes (j) only). 

Transplant services must be authorized by Us. Please see 
the section called "Utilization Review" for details on how to 
confirm that Your transplant will be a Covered Charge. 

VIII. UTILIZATION REVIEW 

THE DECISIONS MADE BY OUR REPRESENTA-
TIVE(S) IN THIS UTILIZATION REVIEW PROGRAM 
ARE INTENDED ONLY TO DETERMINE THE EXTENT 
OF REIMBURSEMENT FOR A SERVICE. 
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OUR PAYMENT WILL BE REDUCED FOR NONCOM-
PLIANCE WITH THE PROVISIONS SET FORTH IN 
THIS SECTION. 

A. IF YOU OR YOUR PRACTITIONER DO NOT RE-
QUEST OUR AUTHORIZATION, OR IF, WE ASK 
YOU TO OBTAIN A SECOND AND/OR THIRD 
OPINION FOR PERFORMANCE OF A SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION, AND 
YOU EITHER DO NOT OBTAIN SUCH OPINION(S), 
OR YOU DO NOT OBTAIN ONE CONFIRMING 
OPINION FROM EITHER THE SECOND OR THIRD 
OPINION, WE WILL REDUCE ANY PAYMENT WE 
MAKE BY 50% PROVIDED WE DETERMINE THE 
HOSPITAL ADMISSION, PROCEDURE, SERVICE 
OR SUPPLIES WERE MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT 
PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NEC-
ESSARY AND APPROPRIATE, WE WILL NOT 
MAKE ANY PAYMENT. 

B. IF YOU OBTAIN A SECOND AND THIRD OPIN-
ION FOR PERFORMANCE OF A SURGICAL PRO-
CEDURE OR HOSPITAL ADMISSION, AND NEI-
THER OF THE OPINIONS CONFIRM THE NEED 
FOR THE PROCEDURE OR HOSPITALIZATION 
AND YOU PROCEED WITH THE PROCEDURE 
OR HOSPITALIZATION, WE WILL NOT PAY FOR 
THE PROCEDURE OR HOSPITALIZATION NOR 
ANY ASSOCIATED PRACTITIONER (INCLUDING 
FACILITY) CHARGES. 

C. NO REDUCTION IN BENEFITS OR PAYMENT 
WILL BE APPLIED PURSUANT TO THIS SEC-
TION IF, FOLLOWING AN INITIAL DETERMINA-
TION BY US THAT WE WILL NOT AUTHORIZE A 
HOSPITAL ADMISSION OR PROCEDURE, SER-
VICES OR SUPPLIES, YOU REQUEST RECON-
SIDERATION OF OUR DECISION AND WE SUB-
SEQUENTLY DETERMINE THAT THE HOSPITAL 
ADMISSION OR PROCEDURE, SERVICES OR 
SUPPLIES WERE MEDICALLY NECESSARY AND 
APPROPRIATE IN SUCH AN EVENT, WE WILL 
MAKE PAYMENT AS OTHERWISE PROVIDED IN 
THIS POLICY. 

YOU WILL BE RESPONSIBLE FOR PAYING TO THE 
PROVIDER THE AMOUNT OF ANY REDUCTION OF 
BENEFITS (IN ADDITION TO ANY OTHER PAYMENTS 
YOU ARE REQUIRED TO MAKE UNDER THIS POLI-
CY.) 

The maximum reduction of benefits under this provision 
for failure to comply with any of the requirements set forth 
will be 50% unless we determine that the hospital admis-
sion, procedure, service or supply were not Medically Neces-
sary and Appropriate. 
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Any reduction of benefits under this provision is subject 
to Your rights under the "Claims Appeal" section of the 
"Claims Procedure" provision of this Policy. 

STEP I-Request For Care Preapproval 

If Your Practitioner recommends that You (a) be admit-
ted, for any reason, as an Inpatient; or (b) undergo any of 
the Surgical procedures or receive other services or supplies 
listed below, You must first obtain Our authorization to 
Determine whether We agree that the hospitalization, pro-
cedures or other services and supplies are Medically Neces-
sary and Appropriate. 

Failure to notify Us of the procedures, services or sup-
plies as provided in Step 2 below, will not affect Our 
payment if We Determine that notice was given to Us as 
soon as was reasonably possible. 

In some instances, before We authorize a hospitalization 
or the performance of a surgical procedure listed, We may 
require a second and/or third opinion. See "Step 3" and 
"Step 4" below. 

Our authorization is valid for 30 days. If the hospitaliza-
tion, procedure, service or use of the supply does not occur 
as planned, You or Your Practitioner must contact Us to 
renew the authorization. If the authorization is_ not re-
newed, We will consider the hospitalization, procedure, 
service or supply as not authorized. 

If You or Your Practitioner obtain Our authorization for 
one of the listed procedures, We, in consultation with Your 
Practitioner, will authorize the appropriate setting (Inpatient 
or Outpatient) for the proposed procedure. If We approve 
an Inpatient admission, You or Your Practitioner may 
proceed with the admission and Our Payment will not be 
affected. IF WE DO NOT AUTHORIZE AN INPATIENT 
ADMISSION AND YOU PROCEED WITH THAT ADMIS-
SION, ANY PAYMENT FOR FACILITY CHARGES WILL 
BE REDUCED BY 50%. However, no reduction will apply 
if, following an initial Determination by Us that We will not 
authorize an in-patient admission, You request reconsidera-
tion of Our Determination and We Subsequently Determine 
the in-patient admission to have been Medically Necessary 
and Appropriate, We will make payment as otherwise pro-
vided in this policy. 

PROCEDURES, SERVICES AND SUPPLIES 
REQUIRING PREAPPROVAL 

SURGICAL PROCEDURES 

Adenoidectomy 

Arthroscopy 

Bunionectomy 

Carpal Tunnel Surgery 

Cesarean Section 

Cholecystectomy 

Coronary Artery Angioplasty 

Coronary Artery Bypass Graft 

Esophagoscopy 

Excision of lntervertebral Disk 

Gastroduodenoscopy 

Hip Replacement 

Hysterectomy 

Knee Replacement 

Lower Back Surgery 

Mastectomy 

Meniscectomy 

Myringotomy 

Pacemaker Implantation 

Prostatectomy 

Rhinoplasty 

Septectomy with Rhinoplasty 

Tonsillectomy 

DEPT. OF INSURANCE 

Tubal Transection and/or Ligation 

Tympanoplasty 

Tympanotomy Tube 

MEDICAL PROCEDURES 

Lower Back Medical Care 

DIAGNOSTIC PROCEDURES 

Cardiac Catheterization 

CATSCAN 

Cystoscopy 

Magnetic Resonance Imaging 

OTHER SERVICES AND SUPPLIES 

Home Health Care 
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Skilled Nursing Care 

Maternity Care (See STEP 2(a)) 

Hospice Care 

Infusion Therapy 

STEP 2-Notice Requirements 

If We are notified within the required time and We 
Determine that the procedures, services or supplies are 
Medically Necessary and Appropriate, Our Payment will not 
be affected. IF WE ARE NOT NOTIFIED WITHIN THE 
TIME SPECIFIED, WE WILL REDUCE ANY PAYMENT 
BYS0%. 

(a) For Non-Medical Emergency hospitalizations, proce-
dures, services or supplies listed above, You or Your 
Practitioner must contact Us at least 3 days prior to 
admission, treatment or purchase to obtain Our au-
thorization. We will provide You or Your Practition-
er with Our Determination within those 3 days. 
However, for maternity care, You or Your Practition-
er must contact Us within the first 12 weeks of 
medical confirmation of a pregnancy. We will send 
You or Your Practitioner Our acknowledgement of 
the pregnancy within 7 days. 

(b) For Medical Emergency hospitalizations, procedures, 
services or supplies You or Your Practitioner must 
contact Us within 48 hours or on the next business 
day (whichever is later), from the commencement of 
hospitalization, treatment, or use of supplies, which-
ever is later, to obtain Our authorization. We will 
provide You or Your Practitioner with Our Determi-
nation within 48 hours. 

(c) For Continued Confinement as an Inpatient beyond 
the time authorized, You or Your Provider must 
contact us at least 1 full day, i.e. 24 hours, prior to 
the preapproved discharge date, for additional autho-
rization. We will provide You or Your Practitioner 
with Our Determination within those 24 hours. 

In the event We are not able to provide You or Your 
Practitioner with a Determination within the time frames 
stated, We will tell You and Your Practitioner before the 
mid-point of the time stated, or the next business day, 
whichever is later, as well as put in writing to You, what 
specific information is needed to make that Determination. 
In the event We do not respond to You or Your Practitioner 
within these time frames, We will not apply the 50% reduc-
tion of benefits as allowed by this Utilization Review section 
to Covered Charges incurred between the time You or Your 
Practitioner notify Us and We respond to You. 

In the event We do not authorize the hospitalization, 
procedure, service or supplies, We will send You a written 
statement within 7 days, explaining the specific reasons for 
denial of the authorization. Any such denial of Our autho-
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rization is subject to Your rights under the "Claims Appeal" 
section of the "Claims Procedure" provision of this Policy. 

Failure to notify Us of the procedures, services or sup-
plies listed above will not affect Our payment if We Deter-
mine that notice was given to Us as soon as was reasonably 
possible. 

No reduction in benefits or payment will be applied 
pursuant to this section if, following an initial Determination 
by Us that We will not authorize a hospital admission or 
procedure, services or supplies, You request reconsideration 
of Our Determination and We subsequently Determine that 
the hospital admission or procedure, services or supplies are 
Medically Necessary and Appropriate. In such an event, 
We will make payment as otherwise provided in this policy. 

STEP 3-Obtaining a Second Opinion 

You may always obtain a second opinion when You are 
advised to have Surgery or be hospitalized. We may require 
that You obtain a second opinion if We Determine that it is 
necessary in order for Us to authorize a surgical procedure 
or hospital admission. If We Determine that a second 
opinion is necessary, We may arrange for the second opin-
ion consultation. Regardless of whether the second opinion 
is at Our request or Yours, We will pay for the consultation 
and for any Diagnostic Services and Pre-Admission Testing 
necessary for the second opinion, subject to all Policy 
limitations and exclusions. 

If the second opinion confirms the need for a surgical 
procedure, We, in consultation with Your Practitioner, will 
authorize the appropriate setting (Inpatient or Outpatient) 
for the proposed procedure. If We approve an Inpatient 
admission, You or Your Practitioner may proceed with the 
admission and Our payment will not be affected. 

IF YOU DO NOT OBTAIN A SECOND OPINION 
WHICH WE ASK YOU TO OBTAIN, FOR AN INPATIENT 
ADMISSION OR PERFORMANCE OF THE PROCE-
DURE AND IF YOU PROCEED WITH THAT ADMIS-
SION AND/OR PERFORMANCE OF THE PROCEDURE, 
ANY PAYMENT FOR FACILITY CHARGES AND/OR 
PERFORMANCE OF THE PROCEDURE WILL BE RE-
DUCED BY 50% PROVIDED WE DETERMINE THE 
HOSPITALIZATION OR PERFORMANCE OF THE SUR-
GICAL PROCEDURE WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE SURGICAL PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NECES-
SARY AND APPROPRIATE, WE WILL NOT MAKE ANY 
PAYMENT. 

A confirming second opinion is valid for 90 days. If You 
do not undergo the surgical procedure or become hospital-
ized within that time, You or Your Practitioner must notify 
Us and renew the confirming opinion prior to the hospital 
admission or the procedure being performed. If the con-
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firming opinion is not renewed, We may consider the con-
firming opinion not authorized. 

If the second opinion does not confirm the need for the 
surgical procedure or hospital admission, You may obtain or 
We may require You obtain a third opinion. 

STEP 4-0btaining a Third Opinion 

If you obtained a second opinion and it did not confirm 
the need for the surgical procedure or hospital admission, 
You may obtain or We may require You to obtain a third 
opinion. Regardless of whether the third opinion is at Our 
request or Yours, We will pay for the consultation and for 
any Diagnostic Services and Pre-Admission Testing neces-
sary for the third opinion, subject to all Policy limitations 
and exclusions. 

IF NEITHER THE SECOND NOR THIRD OPINIONS 
DO NOT CONFIRM THE NEED FOR THE SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION AND YOU 
PROCEED WITH THE PROCEDURE OR HOSPITALIZA-
TION, WE WILL NOT PAY FOR THE PROCEDURE OR 
HOSPITALIZATION NOR ANY ASSOCIATED PRACTI-
TIONER (INCLUDING FACILITY) CHARGES. 

IF YOU DO NOT OBTAIN A THIRD OPINION WHICH 
WE HAVE ASKED YOU TO OBTAIN, OUR PAYMENT 
FOR THE PROCEDURE OR HOSPITALIZATION WILL 
BE REDUCED BY 50% PROVIDED WE DETERMINE 
THE PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE PROCEDURE OR THE HOSPI-
TALIZATION WAS NOT MEDICALLY NECESSARY AND 
APPROPRIATE, WE WILL NOT MAKE ANY PAYMENT. 

A confirming third opinion is valid for 90 days. If you do 
not undergo the procedure or become hospitalized within 
that time, You or Your Practitioner must notify Us and 
renew the confirming opinion prior to the procedure being 
performed or the hospitalization. If the confirming opinion 
is not renewed, We may consider the confirming opinion not 
authorized. 

IX. ALTERNATE TREATMENT 

Important Notice: No Covered Person is· required, in any 
way, to accept an Alternate Treatment Plan recommended 
by Us. 

Definitions 

"ALTERNATE TREATMENT" means those services and 
supplies which meet both of the following tests: 

DEPT. OF INSURANCE 

a. They are determined, in advance, by Us to be Medi-
cally Necessary and Appropriate and cost effective in 
meeting the long term or intensive care needs of a 
Covered Person in connection with a Catastrophic 
Illness or Injury or in completing a course of care 
outside of the acute hospital setting, for example 
completing a course of IV antibiotics at home. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under the 
Policy. 

"CATASTROPHIC ILLNESS OR INJURY" means one of 
the following: 

a. head injury requiring an Inpatient stay 
b. spinal cord Injury 
c. severe burn over 20% or more of the body 
d. multiple injuries due to an accident 
e. premature birth 
f. CV A or stroke 
g. congenital defect which severely impairs a bodily 

function 
h. brain damage due to either an accident or cardiac 

arrest or resulting from a surgical procedure 
i. terminal Illness, with a prognosis of death within 6 

months 
j. Acquired Immune Deficiency Syndrome (AIDS) 
k. chemical dependency 
I. mental, nervous and psychoneurotic disorders 
m. any other Illness or Injury determined by Us to be 

catastrophic. 

Alternate Treatment Plan 

We will identify cases of Catastrophic Illness or Injury. 
The appropriateness of the level of patient care given to a 
Covered Person as well as the setting in which it is received 
will be evaluated. In order to maintain or enhance the 
quality of patient care for the Covered Person, We will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by Us through discussion and agreement 
with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. Us. 

The Alternate Treatment Plan includes: 

a. treatment plan objectives; 
b. course of treatment to accomplish the stated objec-

tives; 
c. the responsibility of each of the following parties in 'J 

implementing the plan: 
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• Us 
• attending Practitioner 
• Covered Person 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If We, the attending Practitioner, and the Covered Person 
agree [in writing,] on an Alternate Treatment Plan, the 
services and supplies required in connection with such Al-
ternate Treatment Plan will be considered as Covered 
Charges under the terms of the Policy. 

The agreed upon Alternate Treatment must be ordered 
by the Covered Person's Practitioner. 

Benefits payable under the Alternate Treatment Plan will 
be considered in the accumulation of any Calendar Year 
and Per Lifetime maximums. 

Exclusions 

Alternate Treatment does not include services and sup-
plies that We Determine to be Experimental or Investiga-
tional. 

[X. CENTERS OF EXCELLENCE 
Important Notice: No Covered Person is required, in any 

way, to receive medical care and treatment at a Center of 
Excellence. 

Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with Us to provide health benefit services 
for specific procedures. [The Centers of Excellence are 
identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review 
of past and present medical records and current x-ray and 
laboratory results by the Center of Excellence to determine 
whether the Covered Person is an appropriate candidate for 
the Procedure. 

"Procedure" means one or more surgical procedures or 
medical therapy performed in a Center of Excellence. 

Covered Charges 

In order for charges to be Covered Charges, the Center of 
Excellence must: 

a. perform a Pre-Treatment Screening Evaluation; 
and 

b. determine that the Procedure is Medically Neces-
sary and Appropriate for the treatment of the 
Covered Person. 

Benefits for services and supplies at a Center of Excel-
lence will be [subject to the terms and conditions of the 
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Policy. However, the requirements of the "Utilization Re-
view" section will not apply.]] 

X. [XI.] EXCLUSIONS 
THE FOLLOWING ARE NOT COVERED CHARGES 

UNDER THIS POLICY. WE WILL NOT PAY FOR ANY 
CHARGES INCURRED FOR, OR IN CONNECTION 
WITH: 

Acupuncture, except for use as an anesthesia when the usual 
method of anesthesia is not Medically Necessary and Appro-
priate. 

Ambulance, in the case of a non-Medical Emergency, unless 
You have followed the section of this Policy called "Request 
For Care Preapproval." 

Any charge to the extent it exceeds Our Allowance. 

Any therapy not included in Our definition of Therapy 
Services. 

Artificial drugs and surgical procedures designed to enhance 
fertility, including, but not limited to, in-vitro fertilization, 
in-vivo fertilization or gamete-intra-fallopian-transfer 
(GIFT), and surrogate motherhood. 

Blood or blood plasma which is replaced by You. 

Broken appointments. 

Christian Science. 

Completion of claim forms. 

Conditions related to behavior problems or learning disabili-
ties. 

Cosmetic Surgery, unless it is required as a result of an 
Accidental Injury sustained while covered under this Policy 
or to correct a functional defect resulting from a congenital 
abnormality or developmental anomaly; complications of 
cosmetic Surgery; drugs prescribed for cosmetic purposes. 

Custodial Care or domiciliary care. 

Dental care or treatment (including appliances) except as 
otherwise specifically Covered. 

Dose-Intensive Chemotherapy, except as otherwise stated in 
this Policy. 

Education or training while You are confined in an institu-
tion that is primarily an institution for learning or training. 

Experimental or Investigational treatments, procedures, hos-
pitalizations, drugs, biological products or medical devices 
except as otherwise stated in this Policy. 

Extraction of teeth except as otherwise specifically covered. 
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Eye examinations to determine the need for ( or changes of) 
eyeglasses or lenses of any type; eyeglasses, contact lenses, 
and all fittings, except as otherwise specified in this Policy; 
surgical treatment for the correction of a refractive error 
including, but not limited to, radial keratotomy. 

Facility charges (e.g., operating room, recovery room, use of 
equipment) when billed for by a Provider that is not an 
eligible Facility. 

Hearing aids, and hearing exams to determine the need for 
hearing aids or the need to adjust them. 

Herbal medicine. 

Hypnotism. 

Illness or Accidental Injury which is covered or could have 
been covered for benefits provided under workers' compen-
sation, employer's liability, occupational disease or similar 
law. 

Local anesthesia charges billed separately by a Practitioner 
for Surgery he or she performed on an Outpatient basis. 

Marriage, career or financial counseling, sex therapy or 
family therapy. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Methadone maintenance. 

Nicotine Dependence Treatment except as provided for 
under Primary Care Services. 

Non-Prescription Drugs or supplies, except: 

a. insulin needles and syringes and glucose test strips 
and lancets; and 

b. colostomy bags, belts, and irrigators. 

Nutritional counseling and related services, except as other-
wise stated in this Policy. 

Pre-Existing Conditions, for the first 365 days of coverage in 
effect for You and Your Dependertts. 

Private-Duty Nursing, unless You have followed the section 
of this Policy called "Request For Care Preapproval." 

Rest or convalescent cures. 

Room and board charges for any period of time during 
which You were not physically present in the room. 

Routine examinations or preventive care, including related 
x-rays and laboratory tests, except as otherwise stated in this 
Policy; pre-marital or similar examinations or tests not 
required to diagnose or treat Illness or Accidental Injury. 
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Routine Foot Care, except: 

a. an open cutting operation to treat weak, strained, flat, 
unstable or unbalanced feet, metatarsalgia or bunions; \"_y;/ 

b. the removal of nail roots; and 
c. treatment or removal of corns, calluses or toenails in 

conjunction with the treatment of metabolic or pe-
ripheral vascular disease. 

Self-administered services such as: biofeedback, patient-
controlled analgesia, related diagnostic testing, self-care and 
self-help training. 

Services or supplies: 
-eligible for payment under either federal or state programs 

( except Medicaid). This provision applies whether or not 
You assert Your rights to obtain this coverage or payment 
for services; 

-for which a charge is not usually made, such as a Practi-
tioner treating a professional or business associate, or 
services at a public health fair; 

-for which You would not have been charged if You did not 
have health care coverage; 

-for Your personal convenience or comfort, including, but 
not limited to, such items as TVs, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas 
and hot tubs; 

-for which the Provider has not received a certificate of 
need or such other approvals as are required by law; 

-furnished by one of the following members of Your family: 
spouse, child, parent, in-law, brother or sister; 

-in an amount greater than a Reasonable and Customary 
charge; 

-needed because You engaged, or tried to engage, in an 
illegal occupation or committed, or tried to commit, a 
felony; 

-provided by or in a government hospital unless the services 
are for treatment: (a) of a non-service medical emergency; 
or (b) by a Veterans' Administration hospital of a non-
service related Illness or Accidental Injury; or the hospital 
is located outside of the United States and Puerto Rico; or 
unless otherwise required by law; 

-provided by or in any locale outside the United States 
other than in the case of a Medical Emergency, unless 
received by a Dependent who is attending an accredited 
school in a foreign country, under the terms stated in the 
definition of Dependent; 

-provided by a licensed pastoral counselor in the course of 
the counselor's normal duties as a pastor or minister; 

-received as a result of: war, declared or undeclared; police 
actions; service in the armed forces or units auxiliary 
thereto; or riots or insurrection; 

-rendered prior to Your Effective Date of coverage or after 
Your termination date of coverage under this Policy; 

-which are specifically limited or excluded elsewhere in this 
Policy; 

-which are not Medically Necessary and Appropriate except 
as otherwise stated in this Policy; or 

-which You are not legally obligated to pay. 

Special medical reports not directly related to treatment of 
the covered person ( e.g., employment physicals, reports 
prepared in connection with litigation). 

Stand-by services required by a Provider. 
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Sterilization reversal. 

Substance Abuse. 

Surgery, sex hormones, and related medical and psychiatric 
services to change Your sex; services and supplies arising 
from complications of sex transformation and treatment for 
gender identity disorders. 

Telephone consultations, except as We may request. 

Transplants, except as described in the section of this Policy 
called "Covered Charges" under "Transplants." 

Transportation; travel. 

Vitamins and dietary supplements. 

Weight reduction or control, unless there is a diagnosis of 
morbid obesity; special foods, food supplements, liquid 
diets, diet plans or any related products. 

Wigs, toupees, hair transplants, hair weaving or any drug 
used to eliminate baldness. 

XI. [XII.] CLAIMS PROCEDURES 
Your right to make a claim for any benefits provided by 

this Policy is governed as follows: 

You or Your Provider must send Us written notice of a 
claim. This notice should include Your name and Policy 
number. If the claim is being made for one of Your 
covered Dependents, the Dependent's name should also be 
noted. A separate claim form is needed for each claim 
submitted. 

Proof of Loss: We will furnish you with forms for filing a 
proof of loss within 15 days of receipt of notice of claim. 
But if We do not furnish the forms on time, We will accept 
a written description and adequate documentation of the 
Accidental Injury or Illness that is the basis of the claim as 
proof, including an itemized bill with patient identification, 
diagnosis, Provider name and license number, type of ser-
vice and amount of charge for service. You or Your 
Provider must detail the nature and extent of the claim 
being made. You or Your Provider must send Us written 
proof of loss within 90 days of the Covered Charge being 
incurred. 

Late Notice of Proof: We will not void or reduce a claim if 
You cannot send Us notice and proof of loss immediately. 
But You or Your Provider must send Us notice and proof 
as soon as reasonably possible, but in no event later than 
one year following the date the proof of loss was otherwise 
required. 

Payment of Benefits: We will pay all benefits to which You 
and Your Dependents are entitled as soon as We receive 
written proof of loss. 

11:20 App. 

We pay all benefits to Your Provider or You, if You are 
living. If You are not living, We have the right to pay 
benefits to one or more of the following: (a) Your benefi-
ciary; (b) Your estate; (c) Your spouse; (d) Your Parents; 
(e) Your Children; (f) Your brothers and sisters; and (g) 
any unpaid Provider of health care services. 

When You file a proof of loss, We may[, subject to Your 
written instructions to the contrary,-optional for health 
service corporations] pay health care benefits to the recog-
nized Provider who provided the service for which benefits 
became payable. But We cannot tell You which Provider 
You must use. 

Claims Appeal: If We decline Your claim in whole or in 
part, We will send You an explanation of benefits in writing. 
Within 60 days after receiving Our written notice of declina-
tion, You may request that We reconsider any portion of 
the claim for which You believe benefits were wrongly 
declined. Your request for reconsideration must be in 
writing, and include: 

(a) name(s) and address(es) of patient and Policyhold-
er; 

(b) Policyholder's [identification] number; 

( c) date of service; 

( d) claim number; 

( e) Provider's name; and 

why the claim should be reconsidered. 

You may, within 45 days of Our receipt of Your request 
for reconsideration, review pertinent documents at Our 
office during regular business hours. We may require writ-
ten releases if We Determine the information to be sensitive 
or confidential. 

You may also, within 45 days of Our receipt of Your 
request for reconsideration, submit to Us issues and com-
ments and any additional pertinent medical information. 

We will give You a written decision within 60 days after 
We receive Your request for review. That written decision 
will indicate the reasons for the decision and refer to the 
Policy provision( s) on which it was based. 

In special circumstances, We may Determine that addi-
tional time is necessary to make a decision. We will let 
You know if this happens but it will never be more than 120 
days from the date after We receive Your request for 
review. 

Limitations of Actions: You cannot bring a legal action 
against this Policy until 60 days from the date You file proof 
of loss. And You cannot bring legal action against this 
Policy after three years from the date You file proof of loss. 
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XII. [XIII.] RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

"Reasonable pro-rata Expenses" are those costs such as 
lawyers fees and court costs, incurred to effect a third party 
payment, expressed as a percentage of such payment. 

"Third Party" means anyone other than Us or a Covered 
Person. 

If a Covered Person makes a claim to Us for benefits 
under this Policy prior to receiving payment from a third 
party or its insurer, the Covered Person must agree, in 
writing, to repay Us from any amount of money they receive 
from the third party, or its insurer for an Illness or Acciden-
tal Injury. 

We will only require such payment when the amounts 
received through such settlement, judgment or otherwise, 
are specifically identified as amounts paid for health bene-
fits for which We paid benefits and those amounts were not 
otherwise deducted from an award, judgment or settlement 
in a civil action, brought in a court in this State, pursuant to 
N.J.S.A. 2A:15-97. 

The repayment will be equal to the amount of benefits 
paid by Us. However, the Covered Person may deduct the 
reasonable pro-rata expenses, incurred in effecting the third 
party payment from the repayment to Us. 

We shall require the return of health benefits paid for an 
Illness or Accidental Injury, up to the amount a Covered 
Person receives for that Illness or Injury through: 

a. a third party settlement; 
b. a satisfied judgment; or 
c. other means. 

The repayment agreement shall be binding upon the 
Covered Person whether: 

a. the payment received from the third party, or its 
insurer, is the result of a legal judgment, an arbitra-
tion award, a compromise settlement, or any other 
arrangement, or 

b. the third party, or its insurer, has admitted liability 
for the payment. 

We will not pay any benefits under this Policy to or on 
behalf of a Covered Person, who has received payment from 
a third party, or its insurer for past or future charges for an 
Illness or Accidental Injury, resulting from the negligence, 
intentional act, or no-fault tort liability of a Third Party. 

This provision shall not be construed or applied so as to 
require the return of any benefits properly paid by an 
insurer or entity other than Us where the payment of those 
benefits was made pursuant to some other applicable state 
or federal law and that other law precludes such repay-
ment.] 
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XIII. [XIV.] GENERAL PROVISIONS 
THE POLICY 

The entire Policy consists of: 

(a) the forms shown in the Table of Contents as of the 
Effective Date; 

(b) the Policyholder's application, a copy of which is 
attached to the Policy; 

(c) any riders, endorsements or amendments to the 
Policy; and 

(d) the individual applications, if any, of all Covered 
Persons. 

STATEMENTS 

No statement will void the insurance, or be used in 
defense of a claim under this Policy, unless it is contained in 
a writing signed by You, and We furnish a copy to You or 
Your beneficiary. 

All statements will be deemed representations and not 
warranties. 

INCONTESTABILITY OF THE POLICY 

There will be no contest of the validity of the Policy, 
except for not paying premiums, after it has been in force 
for two years. 

No statement in any application, except a fraudulent 
statement, made by You shall be used in contesting the 
validity of Your insurance or in denying a claim for a loss 
incurred after such insurance has been in force for two years 
during Your lifetime. 

AMENDMENT 

The Policy may be amended, at any time, without Your 
consent or of anyone else with a beneficial interest in it. 
The Policyholder may change the type of coverage under 
this Policy at any time by notifying Us in writing. 

We may make amendments to the Policy upon 30 days' 
notice to the Policyholder, and as provided in (b) and (c) 
below. An amendment will not affect benefits for a service 
or supply furnished before the date of change; and no 
change to the benefits under this Policy will be made 
without the approval of the Board. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of the Policy, to extend the time in 
which a Premium may be paid, to make or change a Policy, 
or to bind Us by a promise or representation or by informa-
tion given or received. 

No change in the Policy is valid unless the change is 
shown in one of the following ways: 
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(a) it is shown in an endorsement on it signed by an 
officer of [Carrier]. 

(b) if a change has been automatically made to satisfy 
the requirements of any state or federal law that 
applies to the Policy, as provided in the section of 
this Policy called "Conformity With Law," it is 
shown in an amendment to it that is signed by an 
officer of [Carrier]. 

(c) if a change is required by [Carrier], it is accepted by 
the Policyholder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

( d) if a written request for a change is made by the 
Policyholder, it is shown in an amendment to it 
signed by the Policyholder and by an officer of 
[Carrier]. 

CLERICAL ERROR-MISSTATEMENTS 

No clerical error by Us in keeping any records pertaining 
to coverage under this Policy will reduce Your coverage. 
Neither will delays in making those records reduce it. How-
ever, if We discover such an error or delay, a fair adjust-
ment of Premiums will be made. 

Premium adjustments that involve returning an unearned 
premium to You will be limited to the twelve-month period 
before We received satisfactory evidence that such adjust-
ment should be made. 

If You misstate Your age or any other relevant fact and 
the Premium is affected, a fair adjustment of Premiums will 
be made. If such misstatement affects the amount of 
coverage, the true facts will be used in Determining what 
coverage is in force under this Policy. 

TERMINATION OF THE POLICY-RENEWAL PRIVI· 
LEGE 

During or at End of Grace Period-Failure to Pay Premi-
ums: If any Premium is not paid by the end of its grace 
period, the Policy will end when that period ends. Howev-
er, You may write to Us, in advance, to ask that the Policy 
be terminated at the end of any period for which Premiums 
have been paid. Then the Policy will end on the date 
requested. 

This Policy will be renewed automatically each year on 
the Anniversary Date, unless coverage is terminated on or 
before the Anniversary Date due to one of the following 
circumstances: 

(a) nonpayment of Premiums; 
(b) fraud or misrepresentation by You or Your Depen-

dents; 
( c) termination of Your eligibility or, with respect to 

Your Dependent, Your Dependent's eligibility; 
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(d) You become eligible either for Medicare, Medicaid or 
the date You first become eligible to participate in a 
Group Health Benefits Plan; 

(e) You become covered under another individual health 
benefits plan; 

(f) non-renewal as authorized by the Board. 

Immediate cancellation will occur if You commit fraudu-
lent acts or make misrepresentations with respect to cover-
age of You and Your Dependents. 

TERMINATION OF DEPENDENT COVERAGE 

If You fail to pay the cost of Dependent coverage, Your 
Dependent coverage will end. It will end on the last day of 
the period for which You made the required payments, 
unless coverage ends earlier for other reasons. 

A Dependent's coverage ends when the Dependent is no 
longer eligible. This happens to a Dependent at 12:01 a.m. 
on the date the Dependent loses eligibility. 

Also, Dependent coverage ends when the Policyholder's 
coverage ends. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain benefits for a limited time. 

OFFSET 

We reserve the right, before paying benefits to You, to 
use the amount of payment due to offset any unpaid 
Premiums or a claims payment previously made in error. 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this Policy. 

OTHER RIGHTS 

This Policy is intended to pay benefits for Covered 
Charges in cash or in kind. It is not intended to provide 
services or supplies themselves, which may, or may not, be 
available. 

We are only required to provide benefits to the extent 
stated in this Policy, its riders and attachments. We have 
no other liability. 

Services and supplies are to be provided in the most cost-
effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropri-
ate employees or companies in administering this Policy. 

We reserve the right to modify or replace an erroneously 
issued Policy. 
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We reserve the right to reasonably require that You be 
examined by a Practitioner of Our choice and at Our 
expense while Your claim is pending. 

We reserve the right to obtain, at Our expense, an 
autopsy to determine the cause of Your death if that would 
affect Your claim for benefits. 

Information in Your application may not be used by Us to 
void this Policy or in any legal action unless the application 
or a duplicate of it is attached to this Policy or has been 
furnished to You for attachment to this Policy. 

ASSIGNMENT 

No assignment or transfer by You of any of Your interest 
under this Policy is valid unless We consent thereto. How-
ever, We may, in Our Discretion, pay a Provider directly for 
services rendered to You. 

[IN-NETWORK AND OUT-OF-NETWORK PROVIDER 
REIMBURSEMENT 

Payment amounts, as specified in the "Schedule of Bene-
fits", apply to Covered Charges incurred for services ren-
dered or supplies provided by an eligible Provider. 

An In-Network Provider will generally accept Our Allow-
ance plus any Deductible, Coinsurance and Copayment You 
are required to make as payment in full for services ren-
dered or supplies provided. 

Our Allowance for Covered Charges for treatment ren-
der.ed by an Out-of-Network Provider may be different 
than our In-Network Provider Allowance; also, an Out-of-
Network Provider may bill You for the difference between 
Our Allowance and the Provider's actual charge. 

In no event will Our payment be more than the Provider's 
actual charge.] 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the policy until 60 days after You file written proof of 
loss. No such action shall be brought more than three years 
after the end of the time within which proof of loss is 
required. 

NOTICES AND OTHER INFORMATION 

Any notices, documents, or other information under the 
Policy may be sent by United States Mail, postage prepaid, 
addressed as follows: 

If to Us: To Our last address on record. 

If to You: To the last address provided by the Covered 
Person on an enrollment or change of address form actually 
delivered to Us. 
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RECORDS-INFORMATION TO BE FURNISHED 

We will keep a record of Your benefits. It will contain 
key facts about Your coverage. 

We will not have to perform any duty that depends on 
data before it is received from You in a form that satisfies 
Us. You may correct wrong data given to Us, if We have 
not been harmed by acting on it. 

You must notify Us immediately of any event, including a 
change in eligibility, that may cause the termination of Your 
Coverage. 

RELEASE OF RECORDS 

By applying f9r benefits, You agree to allow all Providers 
to give Us needed information about the services and 
supplies they provide. We keep this information confiden-
tial. If a Provider requires special authorization for release 
of records, You agree to provide this authorization. Your 
failure to provide authorization or requested information 
will result in the declination of Your claim. 

As Determined by Us, We may use appropriate non-
employees, subsidiaries, or companies to conduct confiden-
tial medical record review for Our purposes. 

[POLICYHOLDER/PROVIDER RELATIONSHIP 

We are not Providers as defined in this Policy. We 
supply services in connection with conducting the business 
of insurance. This means We make Payment for Covered 
Charges incurred by persons eligible for benefits under this 
Policy. 

We are not liable for any act or omission of any Provider 
nor any injury caused by a Provider's negligence, misfea-
sance, malfeasance, nonfeasance or malpractice. 

We are not responsible for a Provider's failure or refusal 
to render services or provide supplies to persons eligible for 
benefits under this Policy.] 

CONTINUATION OF COVERAGE 

If You die while this Policy is in force for You, Your 
Spouse and Dependents, Your Spouse and Dependents may 
continue coverage under this Policy for 180 days from Your 
date of death, provided that Your Spouse and Dependents 
elect to so continue within 31 days of Your date of death 
and subject to: (a) payment of the Premium when due; and 
(b) the Policy provisions for termination of Spouse and 
Dependents' coverage for reasons other than Your death. 

CONVERSION PRMLEGE 
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If Your Spouse loses coverage due to a divorce, Your 
Spouse may apply for Your Spouse's own individual health 
benefits plan. An application must be made within 31 days 
of the occurrence of the divorce. 

If Your Spouse applies for the new coverage within 31 
days of the divorce and meets Our Underwriting Require-
ments, the effective date of the new coverage shall be the 
day following the date the Spouse's coverage under this 
Policy ended. Any Pre-existing Condition limitation or 
other limitation not satisfied by the Spouse under this Policy 
will apply under the new coverage to the extent it remains 
unsatisfied. 

DETERMINATION OF SERVICES 

If the nature or extent of a given service must be deter-
mined, this Determination is entirely up to Us. 

PAYMENT AND CONDITIONS OF PAYMENT 

For eligible services from an eligible Facility or Practition-
er, We will Determine to pay either You or the Facility or 
Practitioner. 

Payment for all other Covered Charges will be made 
directly to You unless, before submission of each claim, You 
request in writing that Payment be made directly to the 
Provider and We agree to do this. 

Except as provided above, in the event of Your death or 
total incapacity, any Payment or refund due will be made to 
Your heirs, beneficiaries, or trustees. 

If We make Payments to anyone who is not entitled to 
them under this Policy, We have the right to recover these 
Payments from that individual or entity or You. 

PRIMARY RESIDENCE REQUIREMENT 

In order to obtain and continue health care coverage with 
Us, Your Primary Residence must be in New Jersey. We 
reserve the right to require proof of Your Primary Resi-
dence. 

We will cancel this Policy if You move Your Primary 
Residence outside of the State. We will give You at least 
30 days' written notice of the cancellation. 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

When You are the named insured under a motor vehicle 
insurance Policy, You have two options under the terms of 
Your motor vehicle insurance Policy. The option You 
select will also determine coverage of any family member 
covered under that Policy who is not a separate named 
insured under another motor vehicle policy. 

(a) You may choose to have primary coverage for such 
services covered under Your motor vehicle insur-
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ance Policy (the Personal Injury Protection or com-
pulsory Medical Payment provisions of a New Jer-
sey motor vehicle insurance Policy or under similar 
provisions of a motor vehicle Policy required by any 
other federal or state no-fault motor vehicle insur-
ance law). 

If You choose this option, We will provide second-
ary coverage in accordance with regulations issued by 
the Department of Insurance. 

(b) You may choose to have primary coverage for such 
services provided by this Policy. 

If You choose this option, We will provide benefits 
for any Covered Charges incurred for the diagnosis 
or treatment of an Accidental Injury or Illness result-
ing from a motor vehicle accident. However, these 
benefits are subject to the terms, conditions, and 
limits set forth in this Policy. 

In addition, the motor vehicle insurance policy may pro-
vide for secondary benefits in accordance with regulations 
issued by the Department of Insurance. 

If there is a dispute as to primacy between the motor 
vehicle insurance policy and this Policy, this Policy will be 
primary. 

This order of benefit determination does not apply if You 
are enrolled in a government health benefit program which 
provides that it is always secondary, or otherwise will not be 
a primary provider of benefits for motor vehicle injuries. 

CONFORMITY WITH LAW 

If the provisions of the Policy do not conform to the 
requirements of any state or federal law that applies to the 
Policy, the Policy is automatically changed to conform with 
[Carrier's] interpretation of the requirements of that law, as 
approved by the Board. 

GOVERNING LAW 

This entire Policy is governed by the laws of the State of 
New Jersey. 

Amended by R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 
Petition for Rulemaking, 

See: 26 N.J.R. 5120(b). 
Amended by R.1995 d.51, effective December 23, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 
Petition for Rulemaking; Exhibit D. 
See: 28 N.J.R. 1315(a). 
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EXHIBIT E 
This Policy has been approved by the New Jersey Individ-

ual Health Coverage Program Board as the standard policy 
form for the individual health benefits Plan E. 

Notice of Right to Examine Policy. Within 30 days after 
delivery of this Policy to You, You may return it to Us for a 
full refund of any Premium paid, less benefits paid. The 
Policy will be deemed void from the beginning. 

[CARRIER] 
INDIVIDUAL HEALTH BENEFITS PLANE 
(New Jersey Individual Health Benefits Plan E) 

Policy Term. The Policy takes effect on [----], the 
Policy Effective Date. The term of this Policy starts on 
your Effective Date, may be renewed each year on the 
Anniversary Date, and will end no later than the day before 
the date You first become eligible as set forth in Section II 
of this Policy. But, Your coverage (and that of Your 
Dependents) may be ended earlier as stated in the Policy. 

Renewal Provision. Subject to all Policy terms and provi-
sions, including those describing Termination of the Policy, 
You may renew and keep this Policy in force by paying the 
Premiums as they become due. We agree to pay benefits 
under the terms and provisions of this Policy. 

Premiums. We may only change the Premium schedule for 
this Policy if We change the Premium schedule for a reason 
permitted under the "Premium Rates and Provisions" sec-
tion, or for everyone whom we cover under this New Jersey 
Individual Health Benefits Plan E. 
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Private Duty Nursing .................. . 
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Therapy Services ...................... . 
Treatment for Temporomandibular Joint 
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Request for Care Preapproval ........... . 
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Payment of Benefits ................... . 
Claims Appeal ........................ . 
Limitations of Actions ................. . 
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TY LIABILITY ..................... . 
GENERAL PROVISIONS ............. . 
The Policy ............................ . 
Statements ............................ . 
Incontestability of the Policy ............ . 
Amendment .......................... . 
Clerical Error-Misstatements .......... . 
Termination of the Policy-Renewal Privi-

lege ................................ . 
Termination of Dependent Coverage ..... . 
Offset ................................ . 
Continuing Rights ..................... . 
Other Rights .......................... . 
Assignment ........................... . 
In-Network and Out-of-Network Provider 

Reimbursement ..................... . 
Limitation of Actions .................. . 
Notices and Other Information .......... . 
Records-Information to Be Furnished .. . 
Release of Records .................... . 
Policyholder/Provider Relationship ....... . 
Continuation of Coverage .............. . 
Conversion Privilege ................... . 
Determination of Services .............. . 
Payment and Conditions of Payment ..... . 
Primary Residence Requirement ........ . 
Services for Automobile Related Injuries .. 
Conformity With Law .................. . 
Governing Law ........................ . 

I. DEFINITIONS 
The words shown below have specific meanings when 

used in this Policy. Please read these definitions carefully. 
Throughout the Policy, these. defined terms appear with 
their initial letters capitalized. They will help You to 
understand Your benefits under the Policy. Information 
about Your benefits begins on page [20]. 
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ADMISSION. See the definition for "Period of Confine-
ment." 

ALCOHOLISM. Abuse of or addiction to alcohol. 

ACCIDENTAL INJURY (OR ACCIDENTALLY INJURED). 
A sudden or unforeseen result of an external agent or 
trauma, independent of Illness, which causes injury, includ-
ing complications arising from that injury, to the body, and 
which is definite as to time and place. 

[ALLOWANCE. What We agree to pay a Provider. For 
this Policy, We will generally pay based on the standard 
measure of such Reasonable and Customary charges ap-
proved by the State of New Jersey Individual Health Cover-
age Program Board. 

However, a Provider may agree with Us to accept a lesser 
charge for such services and supplies than the Reasonable 
and Customary Charges. If a Provider so agrees, then that 
lesser charge will be the basis for determining Your benefit 
and Our Allowance under the Policy.] 

AMBULANCE. A certified vehicle for transporting Ill or 
Accidentally Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

ANNIVERSARY DATE. The date which is one year from 
the Effective Date of this Policy and each succeeding yearly 
date thereafter. 

BENEFIT MONTH. The one-month period starting on the 
day Your coverage starts and each one-month period after 
that date. 

BENEFIT PERIOD. The twelve-month period starting on 
January 1st and ending on December 31st. Your first and/or 
last Benefit Period may be less than a Calendar Year. 
Your first Benefit Period begins on Your Effective Date. 
Your last Benefit Period ends when You are no longer 
covered by this Policy. Eligible medical expenses must be 
incurred during this period in order to be Covered Charges. 

BIRTHING CENTER. A Facility which mainly provides 
care and treatment during uncomplicated pregnancy, rou-
tine full-term delivery, and the immediate post-partum peri-
od. It must: 

(a) provide full-time Skilled Nursing Care by or under 
the supervision of Nurses; 

(b) be staffed and equipped to give Medical Emergen-
cy care; and 

(c) have written back-up arrangements with a local 
Hospital for Medical Emergency care. 

We will recognize it if: 

(a) it carries out its stated purpose under all relevant 
state and local laws; 

11:20 App. 

(b) it is approved for its stated purpose by the Accredi-
tation Association for Ambulatory Care; or 

(c) it is approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center if it is part of a 
Hospital. 

BOARD. The New Jersey Individual Health Coverage Pro-
gram Board, appointed and elected under the laws of New 
Jersey. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. An entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of treatment.] 

CARE PREAPPROVAL. The authorization of coverage for 
benefits under this Policy which You obtain from· Us prior 
to incurring medical services or supplies. 

CASH DEDUCTIBLE (OR DEDUCTIBLE). The amount 
of Covered Charges that You must pay before this Policy 
pays any benefits for such charges. See the "Cash Deduct-
ible" provision of this Policy for details. 

CHILD. Your own issue or Your legally adopted child, and 
Your stepchild if the child depends on You for most of the 
child's support and maintenance. We treat a child as legally 
adopted from the time the child is placed in the home for 
purpose of adoption. We treat such a child this way 
whether or not a final adoption order is ever issued. Also, 
any child over whom You have legal custody or legal 
guardianship is considered a Child under this Policy. (We 
may require that You submit proof of legal custody or legal 
guardianship, in Our Discretion.) 

However, a foster child or grandchild of the Policyholder 
or his or her Spouse is not a Child for purposes of eligibility 
for benefits under this Policy. 

COINSURANCE. The percentage of a Covered Charge 
that must be paid by You. Coinsurance does not include 
Cash Deductibles, Copayments or Non-Covered Expenses. 

COPAYMENT. A specified dollar amount which You must 
pay for certain Covered Charges. Note: The Emergency 
Room Copayment, if applicable, must be paid in addition to 
the Cash Deductible, any other copayments and coinsur-
ance. 

COVERED CHARGE. Reasonable and Customary charges 
for the types of services and supplies described in the 
"Covered Charges" and "Covered Charges with Special 
Limitations" sections of this Policy. The services and sup-
plies must be: 

(a) furnished or ordered by a recognized health care 
Provider; 
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(b) Medically Necessary and Appropriate to diagnose 
or treat an Illness or Accidental Injury or provide 
Primary Care Services; 

(c) accepted by a professional medical society in the 
United States as beneficial for the control or cure 
of the Illness or Accidental Injury being treated; 
and 

( d) furnished within the framework of generally accept-
ed methods of medical management currently used 
in the United States. 

A Covered Charge is incurred by You while You are 
insured by this Policy. Read the entire Policy to find out 
what We limit or exclude. 

COVERED PERSON. An eligible person who is insured 
under this Policy. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.). · 
The most recent edition of an annually revised listing pub-
lished by the American Medical Association which assigns 
numerical codes to procedures and categories of medical 
care. 

CUSTODIAL CARE. Any service or supply, including room 
and board, which: 

(a) is furnished mainly to help You meet Your routine 
daily needs; or 

(b) can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

(a) Your: 
(1) Spouse; 
(2) unmarried Child who is under age 19; 
(3) unmarried Child from age 19 until the Child's 

23rd birthday, who is enrolled as a full-time 
student at an accredited school (We can ask.for 
periodic proof that the Child is so enrolled); and 

(4) unmarried Child for whom You are obligated by 
a court order to provide health benefit . plan 
coverage. 

(b) Your unmarried Child who has a mental or physi-
cal handicap, or developmental disability, remains a 
Dependent beyond this Policy's age limit, if: 

(1) the Child remains unmarried and unable to be 
self-supportive; 

(2) the Child's condition started before the Child 
reached this Policy's age limit; 

(3) the Child became insured before the Child 
reached this Policy's age limit, and stayed contin-
uously insured until reaching such limit; and 

(4) the Child depends on You for most of the 
Child's support and maintenance. 

DEPT. OF INSURANCE 

In order for the Child to remain a Dependent, You must 
send us written proof that the Child is handicapped and 
depends on You for most of his or her support and mainte- . . ; 
nance. You have 31 days from the date the Child reaches "--./ 
this Policy's age limit to do this. We can ask for periodic 
proof that the Child's condition continues. After two years, 
We cannot ask for this proof more than once a year. 

A Dependent is not a person who is on active duty in any 
armed forces. · 

A Dependent is not a person who resides in a foreign 
country. However, this does not apply to a person who is 
attending an accredited school in a foreign country who is 
enrolled as a student for up to one year at a time. 

DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples are: 

(a) radiology, ultrasound, and nuclear medicine; 
(b) laboratory and pathology; and 
(c) EKG's, EEG's, and other electronic diagnostic tests. 

Except as allowed under the Primary Care Services provi-
sion of the CHARGES COVERED WITH SPECIAL LIM-
ITATIONS section, diagnostic services do not include pro-
cedures ordered as part of a routine or periodic physical 
examination or screening examination. 

DISCRETION/DETERMINATION BY US/DETERMINE. 
Our sole right to make a decision. Our decision will be 
applied in a reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

(a) designed and able to withstand repeated use; 
(b) used primarily for a medical purpose; 
(c) mainly and customarily used to serve a medical 

purpose; 
( d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited 
to, apnea monitors, breathing equipment, hospital-type beds, 
walkers, and wheelchairs. 

Durable Medical Equipment does not include: adjust-
ments made to vehicles, air conditioners, air purifiers, 
humidifiers, dehumidifiers, elevators, ramps, stair glides, 
Emergency Alert equipment, handrails, heat appliances, 
improvements made to Your home or place of business, 
waterbeds, whirlpool baths, exercise and massage equip-
ment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Policy for You or Your Dependents, as the 
context in which the term is used suggests. 

EXPERIMENTAL or INVESTIGATIONAL. 
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Services or supplies, including treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices, which We Determine are: 

(a) not of proven benefit for the particular diagnosis or 
treatment of Your particular condition; or 

(b) not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of Your particular condition; or 

( c) provided or performed in special settings for re-
search purposes or under a controlled environment 
or clinical protocol. · 

Unless otherwise required by law with respect to drugs 
which have been prescribed for the treatment of a type of 
cancer for which the drug has not been approved by the 
United States Food and Drug Administration (FDA), We 
will not cover any services or supplies, including treatment, 
procedures, drugs, biological products or medical devices or 
any hospitalizations in connection with Experimental or 
Investigational services or supplies. 

We will also not cover any technology or any hospitaliza-
tion in connection with such technology if such technology is 
obsolete or ineffective and is not used generally by the 
medical community for the particular diagnosis or treatment 
of Your particular condition. 

Governmental approval of a technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of Your 
particular condition as explained below. 

We will apply the following five criteria in Determining 
whether services or supplies are Experimental or Investiga-
tional: 

1. any medical device, drug, or biological product 
must have received final approval to market by the 
United States Food and Drug Administration 
(FDA) for the particular diagnosis or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an Investigational 
Device Exemption or an Investigational New Drug 
Exemption, is not sufficient. Once FDA approval 
has been granted for a particular diagnosis or con-
dition, use of the medical device, drug or biological 
product for another diagnosis or condition will 
require that one or more of the following estab-
lished reference compendia: 

-The American Medical Association Drug Evalua-
tions; 

-The American Hospital Formulary Service Drug 
Information; or 

-The United States Pharmacopeia Drug Informa-
tion. 

recognize the usage as appropriate medical treat-
/ ment. As an alternative to such recognition in one 

or more of the compendia, the usage of the drug will 
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be recognized as appropriate if it is recommended by 
a clinical study and recommended by a review article 
in a major peer-reviewed professional journal. A 
medical device, drug, or biological product that meets 
the above tests will not be considered Experimental 
or Investigational. 

In any event, any drug which the Food and Drug 
Administration has determined to be contraindicated 
for the specific treatment for which the drug has 
been prescribed will be considered Experimental or 
Investigational. 

2. conclusive evidence from the published peer-re-
viewed medical literature must exist that the tech-
nology has a definite positive effect on health out-
comes; such evidence must include well-designed 
investigations that have been reproduced by nonaf-
filiated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

3. demonstrated evidence as reflected in the published 
peer-reviewed medical literature must exist that 
over time the technology leads to improvement in 
health outcomes, i.e., the beneficial effects out-
weigh any harmful effects; 

4. proof as reflected in the published peer-reviewed 
medical literature must exist that the technology is 
at least as effective in improving health outcomes 
as established technology, or is usable in appropri-
ate clinical contexts in which established technology 
is not employable; and 

5. proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes, as defined in paragraph 3, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

FACILITY. A place We are required by law to recognize 
which: 

(a) is properly licensed, certified, or accredited to pro-
vide health care under the laws of the state in 
which it operates; and 

(b) provides health care services which are within the 
scope of its license, certificate or accreditation and 
are covered by this Policy. 

GENERIC DRUG. An equivalent prescription drug con-
taining the same active ingredients as a brand name pre-
scription drug but costing less. The equipment must be 
identical in strength and form as required by the FDA. 

GOVERNMENT HOSPITAL. A Hospital operated by a 
government or any of its subdivisions or agencies, including, 
but not limited to, a federal, military, state, county or city 
Hospital. 
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GROUP HEALTH BENEFITS PLAN. A policy, program 
or plan that provides medical benefits to a group of two or 
more individuals. 

HOME° HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Accidentally Injured people 
in their home under a home health care program designed 
to eliminate Hospital stays. We will recognize it if it is 
licensed by the state in which it operates, or it is certified to 
participate in Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and sup-
portive care for Terminally Ill or Accidentally Injured peo-
ple who are terminally injured. We will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is: 

(a) approved for its stated purpose by Medicare, 
(b) accredited for its stated purpose by the Joint Com-

mission, or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

HOSPITAL. A Facility which mainly provides Inpatient 
care for Ill or Accidentally Injured people. We will recog-
nize it if it carries out its stated purpose under all relevant 
state and local laws, and it is: 

(a) accredited as a hospital by the Joint Commission, 
(b) approved as a Hospital by Medicare, or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

Among other things, a Hospital is not a convalescent, rest 
or nursing home or Facility, or a Facility, or part of it, which 
mainly provides Custodial Care, educational care or rehabil-
itative care. 

A Facility for the aged or for Substance Abusers is not a 
Hospital. 

A specialty Facility is also not a Hospital. 

HOSPITAL ADMISSION REVIEW. The authorization of 
coverage for benefits under this Policy which You obtain 
from Us prior to an Inpatient Hospital admission. In the 
event of a Medical Emergency, You must notify Us within 
48 hours of Your admission to a [Non-Network] Provider 
due to that Medical Emergency, or Your benefits will be 
reduced. See the section of this Policy called "Utilization 
Review" for details. 

[IN-NETWORK PROVIDER. A Provider which has an 
agreement with Us to accept our Allowance plus amounts 
You are required to pay as payment in full for Covered 
Charges.] 

ILLNESS (OR ILL). A sickness or disease suffered by 
You. A Mental or Nervous Condition is not an Illness. 

DEPT. OF INSURANCE 

INPATIENT. You, if You are physically confined as a 
registered bed patient in a Hospital or other recognized 
health care Facility; or services and supplies provided in 
such a setting. ",~) 

JOINT COMMISSION. The Joint Commission on the 
Accreditation of Health Care Organizations. 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or Accidental Injury, of a medical condition 
that is expected to result in either a threat to life or to an 
organ, or a body part not returning to full function. Medi-
cal emergencies include but are not limited to: uncontrolled 
or excessive bleeding, acute pain or conditions requiring 
immediate attention such as suspected heart attack, severe 
shortness of breath or appendicitis, strokes, convulsions, 
serious bums, bone fractures, wounds requiring sutures, 
poisoning, and loss of consciousness. We may, in our 
Discretion, consider other severe medical conditions requir-
ing immediate attention to be Medical Emergencies. 

MEDICALLY NECESSARY AND APPROPRIATE. Ser-
vices or supplies provided by a recognized health care 
Provider that We Determine to be: 

(a) necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness, disease or Accidental 
Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness, disease or Acci-
dental Injury; 

(c) in accordance with accepted medical standards in 
the community at the time; 

( d) not for Your convenience; and 
(e) the most appropriate level of medical care that You 

need. 

The fact that an attending Practitioner prescribes, orders, 
recommends or approves the care, the level of care, or the 
length of time care is to be received, does not make the 
services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy pro-
vided by Title XIX of the Social Security Act, as amended 
from time to time. 

MEDICARE. Parts A and B of the health care program for 
the aged and disabled provided by Title XVIII of the United 
States Social Security Act, as amended from time to time. 

MENTAL HEALTH CENTER. A Facility that provides 
treatment for people with mental health problems. We will 
recognize such a place if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
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( c) licensed, certified, or accredited by the state in 
which it operates. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any 'underlying physical cause. A 
Mental or Nervous Condition includes, but is not limited to, 
psychoses, neurotic and anxiety disorders, schizophrenic dis-
orders, affective disorders, personality disorders, and psy-
chological or behavioral abnormalities associated with tran-
sient or permanent dysfunction of the brain or related 
neurohormonal systems. 

In Determining whether or not a particular condition is a 
Mental or Nervous Condition, We may refer to the current 
addition of the Diagnostic and Statistical manual of Mental 
Conditions of the American Psychiatric Association. 

NICOTINE DEPENDENCE TREATMENT. "Behavioral 
Therapy", as defined below, and Prescription Drugs which 
have been approved by the U.S. Food and Drug Administra-
tion for the management of nicotine dependence. 

For the purpose of this definition, covered "Behavioral 
Therapy" means motivation and behavior change techniques 
which have been demonstrated to be effective in promoting 
nicotine abstinence and long term recovery from nicotine 
addiction. 

NON-COVERED EXPENSES. Charges which do not meet 
Our definition of Covered Charges, or which exceed any of 
the benefit limits shown in this Policy, or which are specifi-
cally identified as Non-Covered Expenses. Cash Deduct-
ibles, Copayments, Coinsurance, and Utilization Review 
Penalties are also Non-Covered Expenses. 

NURSE. A registered nurse or licensed practical nurse, 
including a nursing specialist such as a nurse mid-wife or 
nurse anesthetist, who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the Nurse 
practices; and 

(b) provides medical services which are within the 
scope of the Nurse's license or certificate and are 
covered by this Policy. 

[OUT-OF-NETWORK PROVIDER. A Provider which is 
not an In-Network Provider.] 

OUTPATIENT. You, if You are not an Inpatient; or 
services and supplies provided in such a setting. 

PARTIAL HOSPITALIZATION. Day treatment services 
for Mental and Nervous Conditions consisting of intensive 
short-term non-residential psychiatric and/or substance 
abuse treatment rendered for any part of a day for a 
minimum of four consecutive hours per day (must be in lieu 

-· of an Inpatient stay). 
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PER LIFETIME. Your lifetime, regardless of whether You 
are covered under this Policy: 

(a) as a Dependent or Policyholder; and 
(b) with or without interruption of coverage. 

PERIOD OF CONFINEMENT. Consecutive days of Inpa-
tient services provided to an Inpatient, or successive Inpa-
tient confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. We Determine if the cause(s) of the 
confinements are the same or related. 

PHARMACY. A Facility which is registered as a Pharmacy 
with the appropriate state licensing agency and in which 
Prescription Drugs are regularly compounded and dispensed 
by a Pharmacist. 

POLICY. This agreement, [the Policy Schedule,] [Your 
I.D. card,] any riders, amendments or endorsements, and 
the application signed by You and the premium schedule. 

POLICYHOLDER. The Covered Person who purchased 
this Policy. 

POLICY TERM. The one-year period starting on the 
Effective Date and ending on the day before the Anniversa-
ry Date and, for each year this Policy is renewed, each one-
year period thereafter. 

PRACTITIONER. A person [Carrier] is required by law to 
recognize who: 

(a) is properly licensed or certified to provide care 
under the laws of the state where he or she prac-
tices; and 

(b) provides services which are within the scope of his 
or her license or certificate and which are covered 
by this Policy. 

PREMIUM. The periodic charges due under this Policy 
which the Policyholder must pay to maintain this Policy in 
effect. 

PRE-ADMISSION TESTING. Consultations, X-ray and 
laboratory tests performed no more than seven days before 
a planned Hospital admission or Surgery. 

See the sections of this Policy called "Request for Care 
Preapproval" and "Obtain Hospital Admission Review" for 
details on other important aspects of Your benefits. 

PRE-EXISTING CONDITION. An Illness or Accidental 
Injury which manifests itself in the six months before Your 
coverage under this Policy starts, and for which: 

(a) You see a Practitioner, take prescribed drugs, re-
ceive other medical care or treatment or had medi-
cal care or treatment recommended by a Practition-
er in the six months before Your coverage starts; 
or 
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(b) an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months 
before his or her coverage starts. 

A pregnancy which exists on the date Your coverage 
starts is also a Pre-Existing Condition. However, complica-
tions of such a pregnancy as defined by N.J.A.C. 11:1-4.3 
are not considered to be Pre-Existing Conditions and are 
not subject to Pre-Existing Condition Limitations. 

See the section of this Policy called "Pre-Existing Condi-
tion Limitations" for details on how this Policy limits the 
benefits for Pre-Existing Conditions. 

PREMIUM DUE DATE. The date on which a Premium is 
due under this Policy. 

PRESCRIPTION DRUGS. Drugs, biologicals and com-
pound prescriptions which are sold only by prescription and 
which are required to show on the manufacturer's label the 
words: "Caution-Federal Law Prohibits Dispensing With-
out a Prescription" or other drugs and devices as Deter-
mined by Us, such as insulin. 

PRIMARY RESIDENCE. The location where You reside 
for the majority of a Benefit Period with the intention of 
making Your home there and not for a temporary purpose. 
Temporary absences from New Jersey, with the intention to 
return, do not interrupt Your Primary Residence in New 
Jersey. 

PROVIDER. A recognized Facility or Practitioner of health 
care. 

REASONABLE AND CUSTOMARY. An amount that is 
not more than the [lesser of: 

(a) the] usual or customary charge for the service or 
supply as determined by Us based on a standard 
approved by the Board[; or 

(b) the negotiated fee.] 

The Board may decide a standard for what is Reasonable 
and Customary under this Policy. The chosen standard is 
an amount which is most often charged for a given service 
by a Provider within the same geographic area. 

REHABIUTATION CENTER. A Facility which mainly 
provides therapeutic and restorative services to Ill or Acci-
dentally Injured people. We will recognize it if it carries 
out its stated purpose under all relevant state and local laws, 
and itis: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities, 

(b) approved for its stated purpose by Medicare, or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

DEPT. OF INSURANCE 

ROUTINE FOOT CARE. The cutting, debridement, trim-
ming, reduction, removal or other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot strain, dys-
trophic nails, excrescences, helomas, hyperkeratosis, hyper-
trophic nails, non-infected ingrown nails, dermatomas, kera-
tosis, onychauxis, onychocryptosis or tylomas. Routine Foot 
Care also includes orthopedic shoes, foot orthotics and 
supportive devices for the foot. 

ROUTINE NURSING CARE. The nursing care customarily 
furnished by a recognized Facility for the benefit of its 
Inpatients. 

SERVICE AREA. A geographic area We define by [ZIP 
codes] [county]. 

SKILLED NURSING CARE. Services which are more 
intensive than Custodial Care, are provided by a Registered 
Nurse (R.N.) or Licensed Practical Nurse (L.P.N.), and 
require the technical skills and professional training of an 
R.N. or L.P.N. 

SKILLED NURSING CENTER. A Facility which mainly 
provides full-time Skilled Nursing Care for Ill or Accidently 
Injured people who do not need to be in a Hospital. We 
will recognize it if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

SPECIAL CARE UNIT. A part of a Hospital set up for 
very Ill patients who must be observed constantly. The unit 
must have a specially trained staff. And it must have 
special equipment and supplies on hand at all times. Some 
types of special care units are: (a) intensive care units; (b) 
cardiac care units; (c) neonatal care units; and (d) burn 
units. 

SPOUSE. An individual legally married to the Policyholder 
under the laws of the State of New Jersey. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTERS. A Facility that mainly 
provides treatment for Substance Abuse. We will recognize 
such a place if it carries out its stated purpose under all 
relevant state and local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

SURGERY. 
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(a) The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic procedures, specialized instrumentations, endo-
scopic examinations, and other invasive procedures; 

(b) The correction of fractures and dislocations; 
( c) Reasonable and Customary pre-operative and post-

operative care; or 
(d) Any of the procedures designated by C.P.T. codes 

as surgery. 

SURGICAL CENTER. A Facility mainly engaged in per-
forming Outpatient Surgery. It must: 

(a) be staffed by Practitioners and Nurses, under the 
supervision of a Practitioner; 

(b) have permanent operating and recovery rooms; 
( c) be staffed and equipped to give emergency care; 

and 
( d) have written, back-up arrangements with a local 

Hospital for Medical Emergency care. 

We will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care, 

(b) approved for its stated purpose by Medicare or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

A Facility is not a Surgical Center if it is part of a 
Hospital. 

THERAPEUTIC MANIPULATION. Treatment of the ar-
ticulations of the spine and musculoskeletal structures for 
the purpose of relieving certain abnormal clinical conditions 
resulting from the impingement upon associated nerves 
causing discomfort. Some examples are manipulation or 
adjustment of the spine, hot or cold packs, electrical muscle 
stimulation, diathermy, skeletal adjustments, massage, ad-
junctive, ultrasound, doppler, whirlpool or hydrotherapy or 
other treatment of similar nature. 

THERAPY SERVICES. The following services or supplies, 
ordered by a Provider and used to treat or promote recovery 
from an Accidental Injury or Illness: 

Chelation Therapy-the administration of drugs or chemi-
cals to remove toxic concentrations of metals from the body. 

Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

Cognitive Rehabilitation Therapy-retraining the brain to 
perform intellectual skills which it was able to prior to 
disease, trauma, Surgery, congenital anomaly or previous 

""; therapeutic process. 
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Dialysis Treatment-the treatment of an acute renal failure 
or chronic irreversible renal insufficiency by removing waste 
products from the body. This includes hemodialysis and 
peritoneal dialysis. 

Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Occupational Therapy-treatment to restore a physically 
disabled person's ability to perform the ordinary tasks of 
daily living. 

Physical Therapy-the treatment by physical means to re-
lieve pain, restore maximum function, and prevent disability 
following disease, injury, or loss of a limb. 

Radiation Therapy-the treatment of disease by x-ray, radi-
um, cobalt, or high energy particle sources. Radiation 
Therapy includes rental or cost of radioactive materials. 
Diagnostic Services requiring the use of radioactive materi-
als are not Radiation Therapy. 

Respiration Therapy-the introduction of dry or moist gases 
into the lungs. 

Speech Therapy-treatment of the correction of a speech 
impairment resulting from Illness, Surgery, Accidental Inju-
ry, congenital anomaly, or previous therapeutic processes. 

UNDERWRITING REQUIREMENTS. The rules which 
We Determine to be appropriate for making, maintaining 
and administering this Policy. Our rules do not require 
You to prove You or Your Dependents are in good health. 

WE, US, OUR. [Carrier]. 

YOU, YOUR, AND YOURS. The Policyholder and any 
Dependents, as the context in which the term is used 
suggests. 

II. ELIGIBILITY 

TYPES OF COVERAGE 

A Policyholder who completes an application for coverage 
may elect one of the types of coverage listed below: 

(a) SINGLE COVERAGE-coverage under this Policy 
for the Policyholder only. 

(b) FAMILY COVERAGE-coverage under this Policy 
for You and Your Dependents. 

(c) PARENT AND CHILD(REN) COVERAGE-cover-
age under this Policy for You and all Your Child 
Dependents or coverage for multiple children resid-
ing within the same residence who share a common 
legal guardian, or for when there exists a valid 
support order requiring health benefit coverage 
whether or not there is an adult who will be 
provided coverage. 
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( d) HUSBAND AND WIFE COVERAGE-coverage 
under this Policy for You and Your Spouse. 

WHO IS ELIGIBLE 

(a) THE POLICYHOLDER- You, if Your Primary Res-
idence is in the State of New Jersey, You are not 
covered under another individual health benefits 
plan, and You are not eligible for Medicare, Medic-
aid or a Group Health Benefits Plan except as provid-
ed below. 

(b) SPOUSE-Your Spouse, who is not covered under 
another individual health benefits plan, and who is 
not eligible for Medicare, Medicaid or a Group 
Health Benefits Plan except as provided below. 

( c) CHILD-Your Child, who is not covered under an-
other individual health benefits plan, who is not 
eligible for Medicare, Medicaid or a Group Health 
Benefits Plan except as provided below, and who 
qualifies as a Dependent, as those terms are defined 
in the "Definition" section of this Policy. 

ELIGIBILITY IF YOU HA VE OR ARE ELIGIBLE FOR 
OTHER COVERAGE 

(a) ELIGIBILITY IF YOU ARE COVERED UNDER AN-
OTHER INDMDUAL HEALTH BENEFITS 
PLAN-You and/or Your Dependents are eligible for 
coverage under this Policy if this Policy replaces 
another Individual Health Benefits Plan under which 
You and/or Your Dependents are covered. The 
other Plan must be terminated no later than 30 days 
after the effective date of this Policy. We may 
require proof that the other coverage has been termi-
nated. 

(b) ELIGIBILITY IF YOU ARE ELIGIBLE. FOR COV-
ERAGE UNDER A GROUP HEALTH BENEFITS 
PLAN-You and/or Your Dependents may be eligible 
for coverage under this Policy only during the open 
enrollment period which occurs each year during the 
month of October. Consult Us or Your agent for 
more information. 

ADDING DEPENDENTS TO THIS POLICY 

(a) SPOUSE-You may apply to add Your Spouse by 
notifying Us in writing at any time. You must 
submit an application to Us to change Your type of 
coverage. If Your application is made and submit-
ted to Us within 31 days of Your marriage to Your 
Spouse, Your Spouse will be covered from the date 
of his or her eligibility. 

If We do not receive Your written notice within 31 
days of Your Spouse becoming eligible, coverage for 
Your Spouse will not become effective immediately. 
Rather, such coverage will become effective on the 
first day of the Benefit Month after the date Your 
application is received. 

DEPT. OF INSURANCE 

(b) NEWBORN DEPENDENT-A Child born to You 
or Your Spouse while this Policy is in force will be 
covered for 31 days from the moment of birth. 
This automatic coverage will be for Covered 
Charges incurred as a result of Accidental Injury or 
Illness, including Medically Necessary and Appro-
priate care and treatment of medically diagnosed 
congenital abnormalities. 

To continue coverage for such Child for more than 
31 days, if You have Single or Husband and Wife 
Coverage, You must apply and pay for Parent and 
Child(ren) or Family Coverage. If You already have 
Family or Parent and Child(ren) coverage, the cover-
age for such Child will be automatically continued. 

(c) CHILD DEPENDENT-If You have Single or Hus-
band and Wife Coverage and want to add a Child 
Dependent, You must change to Family Coverage 
or Parent and Child(ren) Coverage. To change 
coverage, You must submit an application. If Your 
application is made and submitted to Us within 31 
days of the Child's becoming a Dependent, the 
Child will be covered from the date of his or her 
eligibility. 

Even if You have Family Coverage or Parent and 
Child(ren) Coverage, however, You must give Us 
written notice that You wish to add a Child. If Your 
written notice to add a Child is made and submitted 
to Us within 31 days of the Child's becoming a 
Dependent, the Child will be covered from the date 
of eligibility. 

If We do not receive Your written notice within 31 
days of Your Dependent's becoming eligible, cover-
age for that Dependent will not become effective 
immediately. Rather, such coverage will become 
effective on the first day of the Benefit Month after 
the date Your application is received. 

( d) YOUR CHILD DEPENDENT'S NEWBORN-A 
Child born to Your Child Dependent is not cov-
ered under this Policy. 

III. SCHEDULE OF BENEFITS 
BENEFITS FOR COVERED CHARGES UNDER THIS 

POLICY ARE SUBJECT TO ALL DEDUCTIBLES, CO-
PAYMENTS AND COINSURANCE, AND ARE DETER-
MINED PER BENEFIT PERIOD BASED ON OUR AL-
LOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO AN UNLIMITED PER 
LIFETIME MAXIMUM. 

FACILITY BENEFIT-365 days Inpatient Hospital care. 
COINSURANCE: 

MENTAL OR NERVOUS CONDITIONS AND SUB-
STANCE ABUSE-25%. 

OTHER COVERED CHARGES-10%. \.__j 
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COINSURANCE CAP-After $1,500/Covered Person, 
$3,000/family, We pay 100%. 
NOTE: The Coinsurance Caps cannot be met with: 

• Non-Covered Expenses 
e Cash Deductibles 
• Coinsurance for the treatment of Mental or Ner-

vous Conditions and Substance Abuse 
• Copayments 

CASH DEDUCTIBLE-[$150] [$500] [$1,000]/Covered 
Person, [$300] [$1,000] [$2,000]/family. 

EMERGENCY ROOM COPAYMENT-$50/visit/Covered 
Person credited toward Inpatient admission within 24 
hours. 

HOME HEALTH CARE-Unlimited days, if preap-
proved. 

HOSPICE CARE-Unlimited days, if preapproved. 
MENTAL OR NERVOUS CONDITIONS AND SUB-

STANCE ABUSE BENEFIT MAXIMUMS-Up to 
$5,000/Benefit Period combined Inpatient and Outpa-
tient. 
Per Lifetime Maximum of $25,000 combined Inpatient 

and Outpatient. 
PRESCRIPTION DRUGS-Subject to cash deductible 

and coinsurance. 
PRIMARY CARE SERVICES-$300/Covered Person ( ex-

cept newborns). Newborns: $500 for their first year of 
life. Not subject to Deductible and Coinsurance. 

SKILLED NURSING CARE-120 days of confine-
ment/Covered Person, if preapproved. 

THERAPEUTIC MANIPULATIONS-30 visits/Covered 
Person. 

THERAPY SERVICES-30 visits/Covered Person/Thera-
py Services except: Radiation Therapy, Chemotherapy, 
Chelation, Dialysis and Respiration Therapy (which are 
covered as any other Illness). 

NOTE: OUR PAYMENTS, AS NOTED ABOVE, 
WILL BE REDUCED FOR NONCOMPLIANCE WITH 
THE UTILIZATION REVIEW PROVISIONS CON-
TAINED IN THIS POLICY. READ THESE PROVI-
SIONS CAREFULLY BEFORE OBTAINING MEDICAL 
CARE, SERVICES OR SUPPLIES. 

REFER TO SECTIONS OF THIS POLICY CALLED 
"COVERED CHARGES" AND "CHARGES COVERED 
WITH SPECIAL LIMITATIONS" TO SEE WHAT SER-
VICES AND SUPPLIES ARE ELIGIBLE FOR BENEFITS. 

REFER TO THE SECTION OF THIS POLICY 
CALLED "EXCLUSIONS" TO SEE WHAT SERVICES 
AND SUPPLIES ARE NOT ELIGIBLE FOR BENEFITS. 
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IV. PREMIUM RATES AND PROVISIONS 

[The [monthly] premium rates, in U.S. dollars, f9r the 
insurance provided under this Policy are [ shown in the 
Policy's Schedule of Premium Rates]: 

For Single Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Parent and Child(ren) Coverage . . . . . . . . . . . . . . . . [$ 
For Family Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Husband and Wife Coverage . . . . . . . . . . . . . . . . . . . [$ 

We have the right to change any Premium rate set forth 
[above] [in the Policy's Schedule of Premium Rates] at the 
times and in the manner established by the provision of this 
Policy entitled "Premium Rate Changes."] 

PREMIUM AMOUNTS 

The Premium due on each Premium Due Date is the sum 
of the Premium charges for the coverage You have. Those 
charges are determined from the Premium rates then in 
effect. 

The following will apply if one or more Premiums paid 
include Premium charges for a Covered Person whose cov-
erage has ended before the due date of that Premium. We 
will not have to refund more than the amount of (a) minus 
(b): 

(a) the amounts of the Premium charges for the Covered 
Person that was included in the Premiums paid for 
the two-month period immediately after the date the 
Covered Person's coverage has ended. 

(b) the amount of any claims paid to You or Your 
Provider for Your claims or to a Member of Your 
family after that person's coverage has ended. 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by You to Us. They are due on 
each Premium Due Date [ stated on the first page of the 
Policy]. You may pay each Premium other than the first 
within 31 days of the Premium Due Date. Those days are 
known as the grace period. You are liable to pay Premiums 
to Us from the first day the Policy is in force. If any 
Premium is not paid by the end of the grace period, the 
Policy will end when that period ends. [Premiums accepted 
by Us after the end of the grace period are subject to a late 
payment interest charge determined as a percentage of the 
amount unpaid. That percentage will be Determined by Us 
from time to time, but will not be more than the maximum 
allowed by law.] 

PREMIUM RATE CHANGES 

The Premium rates in effect on the Effective Date are 
shown in the Policy's [Schedule of Premium Rates]. We 
have the right to change Premium rates as of any of these 
dates: 

(a) any Premium Due Date; 
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(b) any date that the extent or nature of the risk under 
the Policy is changed: 

(1) by amendment of the Policy; or 
(2) by reason of any provision of law or any govern-

ment program or regulation; 
( c) at the discovery of a clerical error or misstatement 

as described in the "General Provisions" section of 
this Policy. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 

V. BENEFIT DEDUCTIBLES AND COINSURANCE 
Cash Deductible: Each Benefit Period, You must have 
Covered Charges that exceed the Deductible before We pay 
any benefits to You for those charges (subject to the Family 
Deductible Cap as described below). The Deductibles are 
shown in the Schedule of Benefits section of this Policy. 
The Deductibles cannot be met with Non-Covered Ex-
penses. Only Covered Charges incurred by You while 
insured can be used to meet the Deductible for those 
charges. 

Once a Deductible is met, We pay benefits for other 
Covered Charges above the Deductible amount incurred by 
You, less any applicable Coinsurance and Copayments, for 
the rest of that Benefit Period. But all charges must be 
incurred while You are insured by this Policy. And what 
We pay is based on all the terms of this Policy including 
benefit limitations and exclusion provisions. 

Family Deductible Cap: This Policy has a family deductible 
cap on care equal to two Deductibles for each Benefit 
Period. Once a family meets the equivalent of two individ-
ual Deductibles in a Benefit Period, We pay benefits for 
other Covered Charges incurred by any member of the 
covered family for that type of care, less any applicable 
Copayment and Coinsurance, for the rest of that Benefit 
Period. The amount of Covered Charges applied toward 
the satisfaction of the family deductible cap by any one 
Covered Person may not exceed the amount of the individu-
al Cash Deductible. What We pay is based on all the terms 
of this Policy, including benefit limitation and exclusion 
provisions. 

Coinsurance Cap: This Policy limits the Coinsurance 
amounts You must pay each Benefit Period. The Coinsur-
ance cap cannot be met with Non-Covered Expenses and 
Coinsurance for the treatment of Mental or Nervous Condi-
tions and Substance Abuse. 

There is a Coinsurance cap for each Covered Person. 
The Coinsurance cap is shown in the "Schedule of Bene-
fits." 

Each Covered Person's Coinsurance amounts are used to 
meet his or her own Coinsurance cap. And all amounts used 
to meet the cap must actually be paid by You. 
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Once Your Coinsurance amounts in a Benefit Period 
exceed the individual cap, We waive Your Coinsurance for 
the rest of that Benefit Period. 

THERE WILL BE NO CARRYOVER OF DEDUCTIBLES 
OR COINSURANCE INTO THE NEXT BENEFIT PERI-
OD. 

Deductible Credit: For the first Benefit Period of this 
Policy, a Covered Person will receive credit for any Deduct-
ible amounts satisfied under previous coverage within the 
same calendar year that Your first Benefit Period starts 
under this Policy, provided that there has been no lapse in 
coverage between the previous coverage and this Policy. 

This credit will be applied whether Your previous cover-
age was under a plan with Us or with another carrier. You 
will be required to provide Us with adequate documentation 
of the amounts satisfied. 

Payment Limits: We limit what We pay for certain types of 
charges. 

VI. COVERED CHARGES 

We will pay benefits if, due to an Accidental Injury or 
Illness, You incur Medically Necessary. and Appropriate 
Covered Charges during a Benefit Period. Unless stated, 
all benefits are subject to Copayment, Deductibles, Coinsur-
ance, other limits and exclusions shown in the "Schedule of 
Benefits", along with other provisions in this Policy. 

OUR PAYMENT WILL BE REDUCED IF YOU DO NOT 
COMPLY WITH THE "UTILIZATION REVIEW" SEC-
TION OF THIS POLICY. 

This section lists the types of charges We cover. But 
what We pay is subject to all the terms of this Policy. Read 
the entire Policy to find out what We limit or exclude. 

Alcoholism: We pay benefits for the treatment of alcohol 
abuse the same way We would for any other Illness, if such 
treatment is prescribed by a Practitioner. But We do not 
pay for Custodial Care, education, or training. 

Treatment may be furnished by a Hospital or Substance 
Abuse Center. But Outpatient treatment must be carried 
out under an approved alcohol abuse program. 

Ambulance: We will cover medical transportation to an 
eligible Facility, for a Medical Emergency. For non-Medi-
cal Emergency situations, medical transportation will be 
covered only with prior written approval. 

Anesthesia Services: We cover the charges incurred for the 
administration of anesthesia by a Practitioner other than the 
surgeon or assistant at Surgery. \,~ 
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Benefits for a Covered Newborn Dependent: We cover the 
care and treatment of a covered newborn if the Child is Ill, 
Accidentally Injured, premature, or born with a congenital 
birth defect. 

And We cover charges for the Child's Routine Nursery 
Care while the Child is in the Hospital. This includes: (a) 
nursery charges; (b) charges for routine Practitioner's exam-
inations and tests; and (c) charges for routine procedures, 
like circumcision. 

Birthing Center Charges: We cover Birthing Center 
charges made for prenatal care, delivery, and postpartum 
care in connection with Your pregnancy. We cover Rea-
sonable and Customary charges and Routine Nursing Care 
shown in the "Schedule of Benefits" when Inpatient care is 
provided to You by a Birthing Center. 

We cover all other services and supplies during the con-
finement. But, We do not cover routine nursery charges for 
the newborn Child unless the Child is a Dependent. 

Blood: We cover blood, blood products and blood transfu-
sions, except as limited in the section of this Policy called 
"Exclusions." 

Daily Room and Board Limits 

During a Period of Hospital Confinement: 

For semi-private room and board accommodations, We 
cover charges up to the Hospital's actual daily room and 
board charge. 

For private room and board accommodations, We cover 
charges up to the Hospital's average daily semi-private room 
and board charge or, if the Hospital does not have semi-
private accommodations, 80% of its lowest daily room and 
board charge. 

For Special Care Units, We cover charges up to the 
Hospital's actual daily room and board charge for the 
Special Care Unit. 

Dialysis Center Charges: We cover charges made by a 
dialysis center for covered Dialysis Therapy services. 

Practitioner Charges for Nonsurgical Care and Treatment: 
We cover Practitioner charges for nonsurgical care and 
treatment of an Illness or Accidental Injury. See the 
"Schedule of Benefits" section of this Policy. 

Practitioner Charges for Surgery: We cover Practitioner 
charges for Surgery including Assistant Charges which are 
Medically Necessary and Appropriate. But, We do not 
cover cosmetic Surgery. 

Durable Medical Equipment: Subject to Our advance writ-
ten approval, We cover charges for the rental of Durable 
Medical Equipment needed. for therapeutic use. In Our 
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Discretion, and with Our advance written approval, We may 
cover the purchase of such items when it is less costly and 
more practical than renting. But We do not pay for: (a) 
any purchases without Our advance written approval; (b) 
replacements or repairs; or (c) the rental or purchase of 
items (such as air conditioners, exercise equipment, saunas 
and air humidifiers) which do not meet the definition of 
Durable Medical Equipment. 

Home Health Care Charges: Subject to Our advance writ-
ten approval, when home health care can take the place of 
Inpatient care, We cover such care furnished to You under 
a written home health care plan. We cover all services or 
supplies, such as: 

(a) Skilled Nursing Care [furnished by or under the 
supervision of a registered Nurse]; 

(b) Therapy Services; 
(c) medical social work; 
( d) nutrition services; 
( e) home health aide services; 
(f) medical appliances and equipment, drugs and medi-

cations, laboratory services and special meals; and 
(g) any Diagnostic or therapeutic service, including sur-

gical services performed in a Hospital Outpatient 
department, a Practitioner's office or any other 
licensed health care Facility, provided such service 
would have been covered under the Policy if per-
formed as Inpatient Hospital services. But, pay-
ment is subject to all of the terms of the Policy and 
to the following conditions: 

1. Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

2. The services and supplies must be: 
-ordered by Your Practitioner; -
-included in the home health care plan; and 
-furnished by, or coordinated by, a Home Health 

Agency according to the written home health 
care plan. 

But payment is subject to all of the terms of this Policy 
and to the following conditions: 

(a) Your Practitioner must certify that home health 
care is needed in place of Inpatient care in a 
recognized Facility. 

(b) The services and supplies must be: (a) ordered by 
Your Practitioner; (b) included in the home health 
care plan; and (c) furnished by, or coordinated by, 
a Home Health Agency according to the written 
home health care plan. The services and supplies 
must be furnished by recognized health care profes-
sionals on a part-time or intermittent basis, except 
when full-time or 24-hour service is needed on a 
short-term basis. 
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( c) The home health care plan must be set up in 
writing by Your Practitioner within 14 days after 
home health care starts. And it must be reviewed 
by Your Practitioner at least once every 60 days. 

( d) Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are authorized 
under the home health care plan can last up to four 
hours. 

We do not pay for: (a) services furnished to family 
members, other than the patient; or (b) services and sup-
plies not included in the home health care plan. 

Hospice Care Charges: Subject to Our advance written 
approval, We cover charges made by a Hospice for palliative 
and supportive care furnished to You if You are terminally 
Ill under a Hospice care program. Additionally, We cover 
charges for counseling provided to any family members who 
are also Covered Persons when that counseling is for the 
sole purpose of adjusting to the terminally Ill Covered 
Person's death. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure Your terminal Illness. 

"Terminally Ill" means that Your Practitioner has certi-
fied in writing that Your life expectancy is six months or 
less. 

Hospice care must be furnished according to a written 
hospice care program. A "hospice care program" is a 
coordinated program for meeting Your special needs If You 
are terminally Ill. It must be set up in writing and reviewed 
periodically by Your Practitioner. 

Under a Hospice care program, subject to all the terms of 
this Policy, We cover any services and supplies to the extent 
they are otherwise covered by this Policy. Services and 
supplies may be furnished on an Inpatient or Outpatient 
basis. 

The services and supplies must be: 

(a) needed for palliative and supportive care; 
(b) ordered by Your Practitioner; 
(c) included in the Hospice care program; and 
( d) furnished or coordinated by a Hospice. 

We do not pay for: 

(a) services and supplies provided by volunteers or 
others who do not regularly charge for their ser-
vices; 

(b) funeral services and arrangements; 
( c) legal or financial counseling or services; 
( d) treatment not included in the Hospice care plan; 

or 
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( e) services supplied to family members who are not 
Covered Persons. 

Hospital Charges: We cover charges for Hospital semi-
private room and board and Routine Nursing Care when it 
is provided to You by a Hospital on an Inpatient basis. But 
We limit what We pay as shown in the "Schedule of 
Benefits". And We cover other Hospital services and sup-
plies provided to You during the Inpatient confinement, 
including Surgery. 

If you incur charges as an Inpatient in a Special Care 
Unit, We cover the charges the same way We cover charges 
for any Illness. 

We also cover Outpatient Hospital services, including 
services provided by a Hospital Outpatient clinic. And We 
cover emergency room treatment, subject to this Policy's 
Emergency Room Copayment Requirement. This Emer-
gency Room Copayment must be paid in addition to the 
Cash Deductible, any other copayments, and coinsurance. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are Non-Covered Expenses. This 
Policy contains penalties for noncompliance that will reduce 
what We pay for Hospital charges. See the section of this 
Policy called "Utilization Review" for details. 

We also cover charges for a mother who is insured under 
this Policy and a newborn dependent for a minimum of 48 
hours of in-patient care in a Hospital following a vaginal 
delivery or a minimum of 96 hours of in-patient Hospital 
Care following cesarean section delivery. These covered 
charges are not subject to the Medically Necessary and 
Appropriate requirements of this Policy. However these 
charges are subject to either the attending Practitioner 
determining that in-patient care is medically necessary or 
the mother requesting the in-patient care. 

Nutritional Counseling: Subject to Our advance written 
approval, We cover charges for nutritional counseling for 
management of disease entities which have a specific diag-
nostic criteria that can be verified. The nutritional counsel-
ing must be prescribed by a Practitioner, and provided by a 
Practitioner. Charges for Nutritional Counseling which are 
not Pre-Approved by Us are Non-Covered Charges. 

Outpatient Hospital Services: We cover Outpatient Hospi-
tal services and supplies provided in connection with cov-
ered Admission Review and Preadmission Testing, Surgery, 
Therapy and Accidental Injury (but only if the treatment is 
given within 72 hours of an Accident). All services are 
covered only if You comply with the "Utilization Review" 
section of this Policy. 

Outpatient Surgical Center Charges: We cover charges 
made by an Outpatient Surgical Center in connection with 
covered Surgery. 0 
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Pre-Admission Testing Charges: We cover Pre-admission 
Testing needed for a planned Hospital admission or Sur-
gery. We cover these tests if: (a) the tests are done within 
seven days of the planned admission or Surgery; and (b) the 
tests are accepted by the Hospital in place of the same post-
admission tests. 

We do not cover tests that are repeated after admission 
or before Surgery, unless the admission or Surgery is de-
ferred solely due to a change in Your health. 

Pregnancy: This Policy pays benefits for services in connec-
tion with pregnancies, including but not limited to: vaginal 
and cesarean delivery, and pre-natal and post-natal care. 
The charges We cover for a newborn Child are explained 
above. 

Prescription Drugs: We cover charges for Prescription 
Drugs including contraceptives which require a Practition-
er's prescription. 

Rehabilitation Center: Subject to Our advance written ap-
proval, when rehabilitation care can take the place of Inpa-
tient Hospital care, We cover such care furnished to You in 
a Rehabilitation Center. And We cover other Rehabilita-
tion Center services and supplies provided to You during 
the Inpatient confinement. 

Second Opinion Charges: We cover Practitioner charges for 
a second opinion and charges for related x-rays and tests 
when You are advised to have Surgery or enter a Hospital. 
If the second opinion differs from the first, We cover 
charges for a third opinion. If You fail to obtain a second 
opinion when We require one, Your benefits will be re-
duced. See the section of this Policy called "Utilization 
Review" for details. 

Skilled Nursing Care: Subject to Our advance written 
approval, We cover charges made by a Skilled Nursing 
Center up to 120 days per Benefit Period, including any 
diagnostic or therapeutic service, including surgical services 
performed in a Hospital Outpatient department, a office or 
any other licensed health care Facility, provided such service 
is administered in a Skilled Nursing Center. 

Treatment of Wilm's Tumor: We pay Covered Charges 
incurred for the treatment of Wilm's tumor. We treat such 
charges the same way We treat Covered Charges for any 
other Illness. Treatment can include, but is not limited to, 
autologous bone marrow transplants when standard chemo-
therapy treatment is unsuccessful. We cover this treatment 
even if it is deemed Experimental or Investigatit;mal. Bene-
fit amounts are based on all of the terms of this Policy. 

X-Rays and Laboratory Tests: We cover x-rays and labora-
tory tests to treat an Illness or Accidental Injury. But, 
except as covered under the "Primary Care Services" section 
of this Policy, We do not pay for x-rays and tests done as 
part of routine physical checkups. 
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VII. CHARGES COVERED WITH 
SPECIAL LIMITATIONS 

Pre-Existing Condition Limitations: We do not cover.ser-
vices for Pre-Existing Conditions until You have been cov-
ered by this Policy for twelve months. See the "Defini-
tions" section of this Policy for the definition of a Pre-
Existing Condition. 

We waive this limitation for Your Pre-Existing Condition 
if, under a prior group or individual health benefits plan 
delivered or issued for delivery in the United States, with no 
more than 30 days lapse in coverage, You have been treated 
or diagnosed by a Practitioner for a condition under that 
plan or satisfied a 12 month Pre-Existing Condition limita-
tion for a condition covered by that plan. Similarly, we will 
credit the time You were previously covered under a group 
or individual health benefits plan delivered or issued for 
delivery in the United States for a condition covered by that 
Plan, if the previous coverage was continuous to a date not 
more than 30 days prior to the effective date of this Policy. 

This limitation does not affect benefits for other unrelat-
ed conditions, birth defects in a covered Dependent child or 
complications of pregnancy as defined in N.J.A.C. 11:1-4.3. 
Additionally this limitation does not apply to any new 
benefits mandated by statute or regulation once you have 
satisfied one Pre-Existing Condition Limitation through 
elapsed time waiver and/or credit. 

Primary Care Services: We will cover up to $300 per 
Covered Person. For Newborns, We pay $500 in Covered 
Charges for the first year of life. The following are includ-
ed: routine physical examinations, diagnostic Services, vacci-
nations, inoculations, x-ray, mammography, pap smear, 
screening tests related to Primary Care Services and Nico-
tine Dependence Treatment. However, no benefits are 
available beyond the maximums stated above. 

These charges are not subject to the Cash Deductible or 
Coinsurance. 

Private Duty Nursing Care: We only cover charges by a 
Nurse for Medically Necessary and Appropriate private duty 
nursing care, if such care is authorized as part of a home 
health care plan, coordinated by a Home Health Agency, 
and covered under the "Home Health Care Charges" sec-
tion. Any other charges for private duty nursing care are 
Non-Covered Expense. 

Prosthetic Devices: We limit what We pay for prosthetic 
devices. Subject to prior written approval, We cover only 
the initial fitting and purchase of artificial limbs and eyes, 
and other prosthetic devices. And they must take the place 
of a natural part of Your body, or be needed due to a 
functional birth defect in a covered Dependent Child. We 
do not pay for replacements, unless they are Medically 
Necessary and Appropriate, We do not pay for repairs, wigs, 
or dental prosthetics or devices. 

Therapy Services: We cover the Therapy Services listed in 
the "Definitions" section of this Policy. However, We only 
cover 30 visits per Benefit Period for Therapy Services other 
than Radiation Therapy, Chemotherapy, Chelation, Dialysis 
and Respiration Therapy. 
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We cover Radiation Therapy, Chemotherapy Chelation, 
Dialysis and Respiration Therapy as We would any other 
Illness, without the visit limitation. 

We cover Infusion Therapy subject to Our prior written 
approval. 

Treatment for Temporomandibular Joint Disorder (TMJ): 
We cover surgical and non-surgical treatment of TMJ in a 
Covered Person. However, We do not cover any charges 
for orthodontia, crowns or bridgework. 

Treatment for Therapeutic Manipulation: We limit what 
We cover for Therapeutic Manipulation to 30 visits per 
Benefit Period. Charges for such treatment above these 
limits are Non-Covered Expenses. 

Transplants: We cover Medically Necessary and Appropri-
ate services and supplies for the following types of trans-
plants: 

(a) Cornea 
(b) Kidney 
(c) Lung 
(d) Liver 
(e) Heart 
(f) Heart-Lung 
(g) Heart Valves 
(h) Pancreas 
(i) Allogenic Bone Marrow 

**[(j) Autologous Bone Marrow and Dose-Intensive Che-
motherapy only for treatment of: 

• Leukemia 
• Lymphoma 
• Neuroblastoma 
• Subject to Our prior written approval, breast can-

cer, if the Covered Person is participating in a 
National Cancer Institute sponsored clinical trial. 
Charges in connection with such treatment of 
breast cancer which are not Pre-Approved by Us 
in writing are Non-Covered Expenses.] 

**[(j) Autologous Bone Marrow Transplant and associated 
dose-intensive chemotherapy but only if performed 
by institutions approved by the National Cancer 
Institute or pursuant to protocols consistent with 
the guidelines of the American Society of Clinical 
Oncologists. 

(k) Peripheral blood stem cell transplants but only if 
performed by institutions approved by the National 
Cancer Institute or pursuant to protocols consistent 
with the guidelines of the American Society of 
Clinical Oncologists.] 

**NOTE TO CARRIERS: P.L. 1995 c.100 requires that 
Autologous Bone Marrow Transplants, associated dose-inten-
sive chemotherapy and peripheral blood stem cell transplants 
coverage as set forth in the option which includes (j) and (k) 
be offered to New Jersey residents. You may offer the coverage 
by including this option in all of Your New Jersey Individual 
Health Coverage Plans (in which case you must use the above 
language) or you may offer the coverage as an optional rider 
utilizing Exhibit R to N.J.A.C. (in which case you must use the 
above option which includes (j) only). 

DEPT. OF INSURANCE 

Transplant services must be authorized by Us. Please see 
the section called "Utilization Review" for details on how to 
confirm that Your transplant will be a Covered Charge. 

VIII. UTILIZATION REVIEW 

THE DECISIONS MADE BY OUR REPRESENTA-
TIVE(S) IN THIS UTILIZATION REVIEW PROGRAM 
ARE INTENDED ONLY TO DETERMINE THE EXTENT 
OF REIMBURSEMENT FOR A SERVICE. 

OUR PAYMENT WILL BE REDUCED FOR NONCOM-
PLIANCE WITH THE PROVISIONS SET FORTH IN 
THIS SECTION. 

A. IF YOU OR YOUR PRACTITIONER DO NOT RE-
QUEST OUR AUTHORIZATION, OR IF WE ASK 
YOU TO OBTAIN A SECOND AND/OR THIRD 
OPINION FOR PERFORMANCE OF A SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION, AND 
YOU EITHER DO NOT OBTAIN SUCH OPINION(S), 
OR YOU DO NOT OBTAIN ONE CONFIRMING . 
OPINION FROM EITHER THE SECOND OR THIRD 
OPINION, WE WILL REDUCE ANY PAYMENT WE 
MAKE BY 50% PROVIDED WE DETERMINE THE 
HOSPITAL ADMISSION, PROCEDURE, SERVICE 
OR SUPPLIES WERE MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT 
PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NEC-
ESSARY AND APPROPRIATE, WE WILL NOT 
MAKE ANY PAYMENT. 

B. IF YOU OBTAIN A SECOND AND THIRD OPIN-
ION FOR PERFORMANCE OF A SURGICAL PRO-
CEDURE OR HOSPITAL ADMISSION, AND NEI-
THER OF THE OPINIONS CONFIRM THE NEED 
FOR THE PROCEDURE OR HOSPITALIZATION 
AND YOU PROCEED WITH THE PROCEDURE 
OR HOSPITALIZATION, WE WILL NOT PAY FOR 
THE PROCEDURE OR HOSPITALIZATION NOR 
ANY ASSOCIATED PRACTITIONER (INCLUDING 
FACILITY) CHARGES. 

C. NO REDUCTION IN BENEFITS OR PAYMENT 
WILL BE APPLIED PURSUANT TO THIS SEC-
TION IF, FOLLOWING AN INITIAL DETERMINA-
TION BY US THAT WE WILL NOT AUTHORIZE A 
HOSPITAL ADMISSION OR PROCEDURE, SER-
VICES OR SUPPLIES, YOU REQUEST RECON-
SIDERATION OF OUR DECISION AND WE SUB-
SEQUENTLY DETERMINE THAT THE HOSPITAL 
ADMISSION OR PROCEDURE, SERVICES OR 
SUPPLIES WERE MEDICALLY NECESSARY AND 
APPROPRIATE IN SUCH AN EVENT, WE WILL 
MAKE PAYMENT AS OTHERWISE PROVIDED IN 
THIS POLICY. \__ __ ) 
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YOU WILL BE RESPONSIBLE FOR PAYING TO THE 
PROVIDER THE AMOUNT OF ANY REDUCTION OF 
BENEFITS (IN ADDITION TO ANY OTHER PAYMENTS 
YOU ARE REQUIRED TO MAKE UNDER THIS POLI-
CY.) 

The maximum reduction of benefits under this provision 
for failure to comply with any of the requirements set forth 
will be 50% unless We determine that the hospital admis-
sion, procedure, service or supply were not Medically Neces-
sary and Appropriate. 

Any reduction of benefits under this provision is subject 
to Your rights under the "Claims Appeal" section of the 
"Claims Procedure" provision of this Policy. 

STEP 1-Request For Care Preapproval 

If Your Practitioner recommends that You (a) be admit-
ted, for any reason, as an Inpatient; or (b) undergo any of 
the Surgical procedures or receive other services or supplies 
listed below, You must first obtain Our authorization to 
Determine whether We agree that the hospitalization, pro-
cedures or other services and supplies are Medically Neces-
sary and Appropriate. 

Failure to notify Us of the procedures, services or sup-
plies as provided in Step 2 below, will not affect Our 
payment if We Determine that notice was given to Us as 
soon as was reasonably possible. 

,_ In some instances, before We authorize a hospitalization 
or the performance of a surgical procedure listed, We may 
require a second and/or third opinion. See "Step 3" and 
"Step 4" below. 

Our authorization is valid for 30 days. If the hospitaliza-
tion, procedure, service or use of the supply does not occur 
as planned, You or Your Practitioner must contact Us to 
renew the authorization. If the authorization is not re-
newed, We will consider the hospitalization, procedure, 
service or supply as not authorized. 

If You or Your Practitioner obtain Our authorization for 
one of the listed procedures, We, in consultation with Your 
Practitioner, will authorize the appropriate setting (Inpatient 
or Outpatient) for the proposed procedure. If We approve 
an Inpatient admission, You or Your Practitioner may 
proceed with the admission and Our Payment will not be 
affected. IF WE DO NOT AUTHORIZE AN INPATIENT 
ADMISSION AND YOU PROCEED WITH THAT ADMIS-
SION, ANY PAYMENT FOR FACILITY CHARGES WILL 
BE REDUCED BY 50%. However, no reduction will apply 
if, following an initial Determination by Us that We will not 
authorize an in-patient admission, You request reconsidera-
tion of Our Determination and We Subsequently Determine 
the in-patient admission to have been Medically Necessary 
and Appropriate, We will make payment as otherwise pro-
vided in this Policy. 

11:20 App. 

PROCEDURES, SERVICES AND SUPPLIES 
REQUIRING PREAPPROVAL 

SURGICAL PROCEDURES 

Adenoidectomy 

Arthroscopy 

Bunionectomy 

Carpal Tunnel Surgery 

Cesarean Section 

Cholecystectomy 

Coronary Artery Angioplasty 

Coronary Artery Bypass Graft 

Esophagoscopy 

Excision of Intervertebral Disk 

Gastroduodenoscopy 

Hip Replacement 

Hysterectomy 

Knee Replacement 

Lower Back Surgery 

Mastectomy 

Meniscectomy 

Myringotomy 

Pacemaker Implantation 

Prostatectomy 

Rhinoplasty 

Septectomy with Rhinoplasty 

Tonsillectomy 

Tubal Transection and/or Ligation 

Tympanoplasty 

Tympanotomy Tube 

MEDICAL PROCEDURES 

Lower Back Medical Care 

DIAGNOSTIC PROCEDURES 

Cardiac Catheterization 

CATSCAN 
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Cystoscopy 

Magnetic Resonance Imaging 

OTHER SERVICES AND SUPPLIES 

Home Health Care 

Skilled Nursing Care 

Maternity Care (See STEP 2(a)) 

Hospice Care 

Infusion Therapy 

STEP 2-Notice Requirements 

If We are notified within the required time and We 
Determine that the procedures, services or supplies are 
Medically Necessary and Appropriate, Our Payment will not 
be affected. IF WE ARE NOT NOTIFIED WITHIN THE 
TIME SPECIFIED, WE WILL REDUCE ANY PAYMENT 
BY 50%. 

(a) For Non-Medical Emergency hospitalizations, proce-
dures, services or supplies listed above, You or Your 
Practitioner must contact Us at least 3 days prior to 
admission, treatment or purchase to obtain Our au-
thorization. We will provide You or Your Practition-
er with Our Determination within those 3 days. 
However, for maternity care, You or Your Practition-
er must contact Us within the first 12 weeks of 
medical confirmation of a pregnancy. We will send 
You or Your Practitioner Our acknowledgement of 
the pregnancy within 7 days. 

(b) For Medical Emergency hospitalizations, procedures, 
services or supplies You or Your Practitioner must 
contact Us within 48 hours or on the next business 
day (whichever is later), from the commencement of 
hospitalization, treatment, or use of supplies, which-
ever is later, to obtain Our authorization. We will 
provide You or Your Practitioner with Our Determi-
nation within 48 hours. 

(c) For Continued Confinement as an Inpatient beyond 
the time authorized, You or Your Provider must 
contact us at least 1 full day, i.e. 24 hours, prior to 
the preapproved discharge date, for additional autho-
rization. We will provide You or Your Practitioner 
with Our Determination within those 24 hours. 

In the event We are not able to provide You or Your 
Practitioner with a Determination within the time frames 
stated, We will tell You and Your Practitioner before the 
mid-point of the time stated, or the next business day, 
whichever is later, as well as put in writing to You, what 
specific information is needed to make that Determination. 
In the event We do not respond to You or Your Practitioner 
within these time frames, We will not apply the 50% reduc-
tion of benefits as allowed by this Utilization Review section 
to Covered Charges incurred between the time You or Your 
Practitioner notify Us and We respond to You. 

DEPT. OF INSURANCE 

In the event We do not authorize the hospitalization, 
procedure, service or supplies, We will send You a written 
statement within 7 days, explaining the specific reasons for 
denial of the authorization. Any such denial of Our autho-
rization is subject to Your rights under the "Claims Appeal" 
section of the "Claims Procedure" provision of this Policy. 

Failure to notify Us of the procedures, services or sup-
plies listed above will not affect Our payment if We Deter-
mine that notice was given to Us as soon as was reasonably 
possible. 

No reduction in benefits or payment will be applied 
pursuant to this section if, following an initial Determination 
by Us that We will not authorize a hospital admission or 
procedure, services or supplies, You request reconsideration 
of Our Determination and We subsequently Determine that 
the hospital admission or procedure, services or supplies are 
Medically Necessary and Appropriate. In such an event, 
We will make payment as otherwise provided in this Policy. 

STEP 3-Obtaining a Second Opinion 

You may always obtain a second opinion when You are 
advised to have Surgery or be hospitalized. We may require 
that You obtain a second opinion if We Determine that it is 
necessary in order for Us to authorize a surgical procedure 
or hospital admission. If We Determine that a second 
opinion is necessary, We may arrange for the second opin-
ion consultation. Regardless of whether the second opinion 
is at Our request or Yours, We will pay for the consultation 
and for any Diagnostic Services and Pre-Admission Testing 
necessary for the second opinion, subject to all Policy 
limitations and exclusions. 

If the second opinion confirms the need for a surgical 
procedure, We, in consultation with Your Practitioner, will 
authorize the appropriate setting (Inpatient or Outpatient) 
for the proposed procedure. If We approve an Inpatient 
admission, You or Your Practitioner may proceed with the 
admission and Our payment will not be affected. 

IF YOU DO NOT OBTAIN A SECOND OPINION 
WHICH WE ASK YOU TO OBTAIN FOR AN INPATIENT 
ADMISSION OR PERFORMANCE OF THE PROCE-
DURE AND IF YOU PROCEED WITH THAT ADMIS-
SION AND/OR PERFORMANCE OF THE PROCEDURE, 
ANY PAYMENT FOR FACILITY CHARGES AND/OR 
PERFORMANCE OF THE PROCEDURE WILL BE RE-
DUCED BY 50% PROVIDED WE DETERMINE THE 
HOSPITALIZATION OR PERFORMANCE OF THE SUR-
GICAL PROCEDURE WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE SURGICAL PROCEDURE OR THE 
HOSPITALIZATION WAS NOT MEDICALLY NECES-
SARY AND APPROPRIATE, WE WILL NOT MAKE ANY 
PAYMENT. 
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A confirming second opinion is valid for 90 days. If You 
do not undergo the surgical procedure or become hospital-
ized within that time, You or Your Practitioner must notify 
Us and renew the confirming opinion prior to the hospital 
admission or the procedure being performed. If the con-
firming opinion is not renewed, We may consider the con-
firming opinion not authorized. 

If the second opinion does not confirm the need for the 
surgical procedure or hospital admission, You may obtain or 
We may require You obtain a third opinion. 

STEP 4-Obtaining a Third Opinion 

If you obtained a second opinion and it did not confirm 
the need for the surgical procedure or hospital admission, 
You may obtain or We may require You to obtain a third 
opinion. Regardless of whether the third opinion is at Our 
request or Yours, We will pay for the consultation and for 
any Diagnostic Services and Pre-Admission Testing neces-
sary for the third opinion, subject to all Policy limitations 
and exclusions. 

IF NEITHER THE SECOND NOR THIRD OPINIONS 
DO NOT CONFIRM THE NEED FOR THE SURGICAL 
PROCEDURE OR HOSPITAL ADMISSION AND YOU 
PROCEED WITH THE PROCEDURE OR HOSPITALIZA-
TION, WE WILL NOT PAY FOR THE PROCEDURE OR 
HOSPITALIZATION NOR ANY ASSOCIATED PRACTI-
TIONER (INCLUDING FACILITY) CHARGES. 

IF YOU DO NOT OBTAIN A THIRD OPINION WHICH 
WE HAVE ASKED YOU TO OBTAIN, OUR PAYMENT 
FOR THE PROCEDURE OR HOSPITALIZATION WILL 
BE REDUCED BY 50% PROVIDED WE DETERMINE 
THE PERFORMANCE OF THE PROCEDURE OR THE 
HOSPITALIZATION WAS MEDICALLY NECESSARY 
AND APPROPRIATE. IF WE DETERMINE THAT PER-
FORMANCE OF THE PROCEDURE OR THE HOSPI-
TALIZATION WAS NOT MEDICALLY NECESSARY AND 
APPROPRIATE, WE WILL NOT MAKE ANY PAYMENT. 

A confirming third opinion is valid for 90 days. If you do 
not undergo the procedure or become hospitalized within 
that time, You or Your Practitioner must notify Us and 
renew the confirming opinion prior to the procedure being 
performed or the hospitalization. If the confirming opinion 
is not renewed, We may consider the confirming opinion not 
authorized. 

IX. ALTERNATE TREATMENT 
Important Notice: No Covered Person is required, in any 

way, to accept an Alternate Treatment Plan recommended 
by Us. 

Definitions 

"ALTERNATE TREATMENT" means those services and 
supplies which meet both of the following tests: 

11:20 App. 

a. They are determined, in advance, by Us to be Medi-
cally Necessary and Appropriate and cost effective in 
meeting the long term or intensive care needs of a 
Covered Person in connection with a Catastrophic 
Illness or Injury or in completing a course of care 
outside of the acute hospital setting, for example 
completing a course of IV antibiotics at home. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under the 
Policy. 

"CATASTROPHIC ILLNESS OR INJURY" means one of 
the following: 

a. head injury requiring an Inpatient stay 
b. spinal cord Injury 
c. severe bum over 20% or more of the body 
d. multiple injuries due to an accident 
e. premature birth 
f. CV A or stroke 
g. congenital defect which severely impairs a bodily 

function 
h. brain damage due to either an accident or cardiac 

arrest or resulting from a surgical procedure 
i. terminal Illness, with a prognosis of death within 6 

months 
j. Acquired Immune Deficiency Syndrome (AIDS) 
k. chemical dependency 
1. mental, nervous and psychoneurotic disorders 
m. any other Illness or Injury determined by Us to be 

catastrophic. 

Alternate Treatment Plan 

We will identify cases of Catastrophic Illness or Injury. 
The appropriateness of the level of patient care given to a 
Covered Person as well as the setting in which it is received 
will be evaluated. In order to maintain or enhance the 
quality of patient care for the Covered Person, We will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by Us through discussion and agreement 
with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. Us. 

The Alternate Treatment Plan includes: 

a. treatment plan objectives; 
b. course of treatment to accomplish the stated objec-

tives; 
c. the responsibility of each of the following parties in 

implementing the plan: 
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•Us 
• attending Practitioner 
• Covered Person 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If We, the attending Practitioner, and the Covered Person 
agree [in writing,] on an Alternate Treatment Plan, the 
services and supplies required in connection with such Al-
ternate Treatment Plan will be considered as Covered 
Charges under the terms of the Policy. 

The agreed upon Alternate Treatment must be ordered 
by the Covered Person's Practitioner. 

Benefits payable under the Alternate Treatment Plan will 
be considered in the accumulation of any Calendar Year 
and Per Lifetime maximums. 

Exclusions 

Alternate Treatment does not include services and sup-
plies that We Determine to be Experimental or Investiga-
tional. 

[X. CENTERS OF EXCELLENCE 

Important Notice: No Covered Person is required, in any 
way, to receive medical care and treatment at a Center of 
Excellence. 

Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with Us to provide health benefit services 
for specific procedures. [The Centers of Excellence are 
identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review 
of past and present medical records and current x-ray and 
laboratory results by the Center of Excellence to determine 
whether the Covered Person is an appropriate candidate for 
the Procedure. 

"Procedure" means one or more surgical procedures or 
medical therapy performed in a Center of Excellence. 

Covered Charges 

In order for charges to be Covered Charges, the Center of 
Excellence must: 

a. perform a Pre-Treatment Screening Evaluation; 
and 

b. determine that the Procedure is Medically Neces-
sary and Appropriate for the treatment of the 
Covered Person. 

DEPT. OF INSURANCE 

Benefits for services and supplies at a Center of Excel-
lence will be [subject to the terms and conditions of the 
Policy. However, the requirements of the "Utilization Re- ~_) 
view" section will not apply.]] 

X. [XI.] EXCLUSIONS 
THE FOLLOWING ARE NOT COVERED CHARGES 

UNDER THIS POLICY. WE WILL NOT PAY FOR ANY 
CHARGES INCURRED FOR, OR IN CONNECTION 
WITH: 

Acupuncture, except for use as an anesthesia when the usual 
method of anesthesia is not Medically Necessary and Appro-
priate. 

Ambulance, in the case of a non-Medical Emergency, unless 
You have followed the section of this Policy called "Request 
for Care Preapproval." 

Any charge to the extent it exceeds Our Allowance. 

Any therapy not included in Our definition of Therapy 
Services. 

Artificial drugs and surgical procedures designed to enhance 
fertility, including, but not limited to, in-vitro fertilization, 
in-vivo fertilization or gamete-intra-fallopian-transfer 
(GIFT), and surrogate motherhood. 

Blood or blood plasma which is replaced by You. 

Broken appointments. 

Christian Science. 

Completion of claim forms. 

Conditions related to behavior problems or learning disabili-
ties. 

Cosmetic Surgery, unless it is required as a result of an 
Accidental Injury sustained while covered under this Policy 
or to correct a functional defect resulting from a congenital 
abnormality or developmental anomaly; complications of 
cosmetic Surgery; drugs prescribed for cosmetic purposes. 

Custodial Care or domiciliary care. 

Dental care or treatment (including appliances) except as 
otheiwise specifically covered. 

Dose-Intensive Chemotherapy, except as otheiwise stated in 
this Policy. 

Education or training while You are confined in an institu-
tion that is primarily an institution for learning or training. 

Experimental or Investigational treatments, procedures, hos-
pitalizations, drugs, biological products or medical devices 
except as otheiwise stated in this Policy. 
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Extraction of teeth except as otherwise specifically covered. 

Eye examinations to determine the need for ( or changes of) 
eyeglasses or lenses of any type; eyeglasses, contact lenses, 
and all fittings, except as otherwise specified in this Policy; 
surgical treatment for the correction of a refractive error 
including, but not limited to, radial keratotomy. 

I 
Facility charges ( e.g., operating room, recovery room, use of 
equipment) when billed for by a Provider that is not an 
eligible Facility. 

Hearing aids, and hearing exams to determine the need for 
hearing aids or the need to adjust them. 

Herbal medicine. 

Hypnotism. 

Illness or Accidental Injury which is covered or could have 
been covered for benefits provided under workers' compen-
sation, employer's liability, occupational disease or similar 
law. 

Local anesthesia charges billed separately by a Practitioner 
for Surgery he or she performed on an Outpatient basis. 

Marriage, career or financial counseling, sex therapy or 
family therapy. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Methadone maintenance. 

Nicotine Dependence Treatment except as provided for 
under Primary Care Services. 

Non-Prescription Drugs or supplies, except: 

a. insulin needles and syringes and glucose test strips 
and lancets; and 

b. colostomy bags, belts, and irrigators. 

Nutritional counseling and related services, except as other-
wise stated in this Policy. 

Pre-Existing Conditions, for the first 365 days of coverage in 
effect for You and Your Dependents. 

Private-Duty Nursing, unless You have followed the section 
of this Policy called "Request For Care Approval." 

Rest or convalescent cures. 

Room and board charges for any period of time during 
which You were not physically present in the room. 

Routine examinations or preventive care, including related 
x-rays and laboratory tests, except as otherwise stated in this 
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Policy; pre-marital or similar examinations or tests not 
required to diagnose or treat Illness or Accidental Injury. 

Routine Foot Care, except: 

a. an open cutting operation to treat weak, strained, flat, 
unstable or unbalanced feet, metatarsalgia or bunions; 

b. the removal of nail roots; and 

c. treatment or removal of corns, calluses or toe nails in 
conjunction with the treatment of metabolic or pe-
ripheral vascular disease. 

Self-administered services such as: biofeedback, patient-
controlled analgesia, related diagnostic testing, self-care and 
self-help training. 

Services or supplies: 
-eligible for payment under either federal or state programs 

( except Medicaid). This provision applies whether or not 
You assert Your rights to obtain this coverage or payment 
for these services; 

-for which a charge is not usually made, such as a Practi-
tioner treating a professional or business associate, or 
services at a public health fair; 

-for which You would not have been charged if You did not 
have health care coverage; 

-for Your personal convenience or comfort, including, but 
not limited to, such items as TVs, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas 
and hot tubs; 

-for which the Provider has not received a certificate of 
need or such other approvals as are required by law; 

-furnished by one of the following members of Your family: 
spouse, child, parent, in-law, brother or sister; 

-in an amount greater than a Reasonable and Customary 
charge; 

-needed because You engaged, or tried to engage, in an 
illegal occupation or committed, or tried to commit, a 
felony; 

-provided by or in a government hospital unless the services 
are for treatment: (a) of a non-service Medical Emergen-
cy; or (b) by a Veterans' Administration hospital of a non-
service related Illness or Accidental Injury; or the hospital 
is located outside of the United States and Puerto Rico; or 
unless otherwise required by law; 

-provided by or in any locale outside the United States 
other than in the case of a Medical Emergency, unless 
received by a Dependent who is attending an accredited 
school in a foreign country, under the terms stated in the 
definition of Dependent; 

-provided by a licensed pastoral counselor in the course of 
the counselor's normal duties as a pastor or minister; 

-received as a result of: war, declared or undeclared; police 
actions; service in the armed forces or units auxiliary 
thereto; or riots or insurrection; 

-rendered prior to Your Effective Date of coverage or after 
Your termination date of coverage under this Policy; 

-which are specifically limited or excluded elsewhere in this 
Policy; 

-which are not Medically Necessary and Appropriate except 
as otherwise stated in this Policy; or 

-which You are not legally obligated to pay. 
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Special medical reports not directly related to treatment 
( e.g., employment physicals, reports prepared in connection 
with litigation). 

Stand-by services required by a Provider. 

Sterilization reversal. 

Surgery, sex hormones, and related medical and psychiatric 
services to change Your sex; services and supplies arising 
from complications of sex transformation and treatment for 
gender identity disorders. 

Telephone consultations, except as We may request. 

Transplants, except as described in the section of this Policy 
called "Covered Charges" under "Transplants." 

Transportation; travel. 

Vitamins and dietary supplements. 

Weight reduction or control, unless there is a diagnosis of 
morbid obesity; special foods, food supplements, liquid 
diets, diet plans or any related products. 

Wigs, toupees, hair transplants, hair weaving or any drug 
used to eliminate baldness. 

XI. [XII.] CLAIMS PROCEDURES 

Your right to make a claim for any benefits provided by 
this Policy is governed as follows: 

You or Your Provider must send Us written notice of a 
claim. This notice should include Your name and Policy 
number. If the claim is being made for one of Your 
covered Dependents, the Dependent's name should also be 
noted. A separate claim form is needed for each claim 
submitted. 

Proof of Loss: We will furnish you with forms for filing a 
proof of loss within 15 days of receipt of notice of claim. 
But if We do not furnish the forms on time, We will accept 
a written description and adequate documentation of the 
Accidental Injury or Illness that is the basis of the claim as 
proof, including an itemized bill with patient identification, 
diagnosis, Provider name and license number, type of ser-
vice and amount of charge for service. You or Your 
Provider must detail the nature and extent the claim being 
made. You or Your Provider must send Us written proof 
of loss within 90 days of the Covered Charge being incurred. 

Late Notice of Proof: We will not void or reduce a claim if 
You cannot send Us notice and proof of loss immediately. 
But You or Your Provider must send Us notice and proof 
as soon as reasonably possible, but in no event later than 
one year following the date the proof of loss was otherwise 
required. 

DEPT. OF INSURANCE 

Payment of Benefits: We will pay all benefits to which You 
and Your Dependents are entitled as soon as We receive 
written proof of loss. '"-J 

We pay all benefits to Your Provider or You, if You are 
living. If You are not living, We have the right to pay 
benefits to one or more of the following: (a) Your benefi-
ciary; (b) Your estate; (c) Your spouse; (d) Your Parents; 
(e) Your Children; (f) Your brothers and sisters; and (g) 
any unpaid Provider of health care services. 

When You file a proof of loss, We may[, subject to Your 
written instructions to the contrary,-optional for health 
service corporations] pay health care benefits to the Provid-
er who provided the service for which benefits became 
payable. But We cannot tell You which Provider You must 
use. 

Claims Appeal: If We decline Your claim in whole or in 
part, We will send You an explanation of benefits in writing. 
Within 60 days after receiving Our written notice of declina-
tion, You may request that We reconsider any portion of 
the claim for which You believe benefits were wrongly 
declined. Your request for reconsideration must be in 
writing, and include: 

(a) name(s) and address(es) of patient and Policyhold-
er; 

(b) Policyholder's [identification] number; 
( c) date of service; 
( d) claim number; 
( e) Provider's name; and 
(f) why the claim should be reconsidered. 

You may, within 45 days of Our receipt of Your request 
for reconsideration, review pertinent documents at Our 
office during regular business hours. We may require writ-
ten releases if We Determine the information to be sensitive 
or confidential. 

You may also, within 45 days of Our receipt of Your 
request for reconsideration, submit to Us issues and com-
ments and any additional pertinent medical information. 

We will give You a written decision within 60 days after 
We receive Your request for review. That written decision 
will indicate the reasons for the decision and refer to the 
Policy provision(s) on which it was based. 

In special circumstances, We may Determine that addi-
tional time is necessary to make a decision. We will let 
You know if this happens but it will never be more than 120 
days from the date after We receive Your request for 
review. 

Limitations of Actions: You cannot bring a legal action 
against this Policy until 60 days from the date You file proof 
of loss. And You cannot bring legal action against this 
Policy after three years from the date You file proof of loss. 
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XII. [XIII.] RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

'"Reasonable pro-rata Expenses" are those costs such as 
lawyers fees and court costs, incurred to effect a third party 
payment, expressed as a percentage of such payment. 

"Third Party" means anyone other than Us or a Covered 
Person. 

If a Covered Person makes a claim to Us for benefits 
under this Policy prior to receiving payment from a third 
party or its insurer, the Covered Person must agree, in 
writing, to repay Us from any amount of money they receive 
from the third party, or its insurer for an Illness or Acciden-
tal Injury. 

We will only require such payment when the amounts 
received through such settlement, judgment or otherwise, 
are specifically identified as amounts paid for health bene-
fits for which We paid benefits and those amounts were not 
otherwise deducted from an award, judgement or settlement 
in a civil action, brought in a court of this State, pursuant to 
N.J.S.A. 2A:15-97. 

The repayment will be equal to the amount of benefits 
paid by Us. However, the Covered Person may deduct the 
reasonable pro-rata expenses, incurred in effecting the third 
party payment from the repayment to Us. 

We shall require the return of health benefits paid for an 
Illness or Accidental Injury, up to the amount a Covered 
Person receives for that Illness or Accidental Injury through: 

a. a third party settlement; 
b. a satisfied judgment; or 
c. other means. 

The repayment agreement shall be binding upon the 
Covered Person whether: 

a. the payment received from the third party, or its 
insurer, is the result of a legal judgment, an arbitra-
tion award, a compromise settlement, or any other 
arrangement, or 

b. the third party, or its insurer, has admitted liability 
for the payment. 

We will not pay any benefits under this Policy to or on 
behalf of a Covered Person, who has received payment from 
a third party, or its insurer for past or future charges for an 
Illness or Accidental Injury, resulting from the negligence, 
intentional act, or no-fault tort liability of a third party. 

This provision shall not be construed or applied so as to 
require the return of any benefits properly paid by an 
insurer or entity other than Us where the payment of those 
benefits was made pursuant to some other applicable state 
or federal law and that other law precludes such repay-
ments.] 
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XIII. [XIV.] GENERAL PROVISIONS 

THE POLICY 

The entire Policy consists of: 

(a) the forms shown in the Table of Contents as of the 
Effective Date; 

(b) the Policyholder's application, a copy of which is 
attached to the Policy; 

(c) any riders, endorsements or amendments to the 
Policy; and 

( d) the individual applications, if any, of all Covered 
Persons. 

STATEMENTS 

No statement will void the insurance, or be used in 
defense of a claim under this Policy, unless it is contained in 
a writing signed by You, and We furnish a copy to You or 
Your beneficiary. 

All statements will be deemed representations and not 
warranties. 

INCONTESTABILITY OF THE POLICY 

There will be no contest of the validity of the Policy, 
except for not paying premiums, after it has been in force 
for two years. 

No statement in any application, except a fraudulent 
statement, made by You shall be used in contesting the 
validity of Your insurance or in denying a claim for a loss 
incurred after such insurance has been in force for two years 
during Your lifetime. 

AMENDMENT 

The Policy may be amended, at any time, without Your 
consent or that of anyone else with a beneficial interest in it. 
The Policyholder may change the type of coverage under 
this Policy at any time by notifying Us in writing. · 

We may make amendments to the Policy upon 30 days' 
notice to the Policyholder, and as provided in (b) and (c) 
below. An amendment will not affect benefits for a service 
or supply furnished before the date of change; and no 
change to the benefits under this Policy will be made 
without the approval of the Board. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of the Policy, to extend the time in 
which a Premium may be paid, to make or change a Policy, 
or to bind Us by a promise or representation or by informa-
tion given or received. 

No change in the Policy is valid unless the change is 
shown in one of the following ways: 
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(a) it is shown in an endorsement on it signed by an 
officer of [Carrier]. 

(b) if a change has been automatically made to satisfy 
the requirements of any state or federal law that 
applies to the Policy, as provided in the section of 
this Policy called "Conformity With Law," it is 
shown in an amendment to it that is signed by an 
officer of [Carrier]. 

(c) if a change is required by [Carrier], it is accepted by 
the Policyholder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

( d) if a written request for a change is made by the 
Policyholder, it is shown in an am_endment to it 
signed by the Policyholder and by an officer of 
[Carrier]. 

CLERICAL ERROR-MISSTATEMENTS 

No clerical error by Us in keeping any records pertaining 
to coverage under this Policy will reduce Your coverage. 
Neither will delays in making those records reduce it. How-
ever, if We discover such an error or delay, a fair adjust-
ment of Premiums will be made. 

Premium adjustments that involve returning an unearned 
premium to You will be limited to the twelve-month period 
before We received satisfactory evidence that such adjust-
ment should be made. 

If You misstate Your age or any other relevant fact and 
the Premium is affected, a fair adjustment of Premiums will 
be made. If such misstatement affects the amount of 
coverage, the true facts will be used in Determining what 
coverage is in force under this Policy. 

TERMINATION OF THE POLICY-RENEWAL PRM-
LEGE 

During or at End of Grace Period-Failure to Pay Premi-
ums: If any Premium is not paid by the end of its grace 
period, the Policy will end when that period ends. Howev-
er, You may write to Us, in advance, to ask that the Policy 
be terminated at the end of any period for which Premiums 
have been paid. Then the Policy will end on the date 
requested. 

This Policy will be renewed automatically each year on 
the Anniversary Date, unless coverage is terminated on or 
before the Anniversary Date due to one of the following 
circumstances: 

(a) nonpayment of Premiums; 
(b) fraud or misrepresentation by You or Your Depen-

dents; 
(c) termination of Your eligibility or, with respect to 

Your Dependent, Your Dependent's eligibility; 

DEPT. OF INSURANCE 

(d) You become eligible either for Medicare, Medicaid or 
the date You first become eligible to participate in a 
Group Health Benefits Plan; "--j 

( e) You became covered under another individual health 
benefits plan; 

(f) non-renewal as authorized by the Board. 

Immediate cancellation will occur if You commit fraudu-
lent acts or make misrepresentations with respect to cover-
age of You and Your Dependents. 

TERMINATION OF DEPENDENT COVERAGE 

If You fail to pay the cost of Dependent coverage, Your 
Dependent coverage will end. It will end on the last day of 
the period for which You made the required payments, 
unless coverage ends earlier for other reasons. 

A Dependent's coverage ends when the Dependent is no 
longer eligible. This happens to a Dependent at 12:01 a.m. 
on the date the Dependent loses eligibility. 

Also, Dependent coverage ends when the Policyholder's 
coverage ends. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain benefits for a limited time. 

OFFSET 

We reserve the right, before paying benefits to You, to 
use the amount of payment due to offset any unpaid 
Premiums or a claims payment previously made in error. 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this Policy. 

OTHER RIGHTS 

This Policy is intended to pay benefits for Covered 
Charges in cash or in kind. It is not intended to provide 
services or supplies themselves, which may, or may not, be 
available. 

We are only required to provide benefits to the extent 
stated in this Policy, its riders and attachments. We have 
no other liability. 

Services and supplies are to be provided in the most cost-
effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropri-
ate employees or companies in administering this Policy. 

We reserve the right to modify or replace an erroneously 
issued Policy. 
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We reserve the right to reasonably require that You be 
examined by a Practitioner of Our choice and at Our 
expense while Your claim is pending. 

We reserve the right to obtain, at Our expense, an 
autopsy to determine the cause of Your death if that would 
affect Your claim for benefits. 

Information in Your application may not be used by Us to 
void this Policy or in any legal action unless the application 
or a duplicate of it is attached to this Policy or has been 
furnished to You for attachment to this Policy. 

ASSIGNMENT 

No assignment or transfer by You of any of Your interest 
under this Policy is valid unless We consent thereto. How-
ever, We may, in Our Discretion, pay a Provider directly for 
services rendered to You. 

[IN-NETWORK AND OUT-OF-NETWORK PROVIDER 
REIMBURSEMENT 

Payment amounts, as specified in the "Schedule of Bene-
fits", apply to Covered Charges incurred for services ren-
dered or supplies provided by an eligible Provider. 

An In-Network Provider will generally accept Our Allow-
ance plus any Deductible, Coinsurance and Copayment You 
are required to make as payment in full for services ren-
dered or supplies provided. 

Our Allowance for Covered Charges for treatment ren-
dered by an Out-of-Network Provider may be different 
than our In-Network Provider Allowance; also, an Out--of-
Network Provider may bill You for the difference between 
Our Allowance and the Provider's actual charge. 

In no event will Our payment be more than the Provider's 
actual charge.] 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the policy until 60 days after You file written proof of 
loss. No such action shall be brought more than three years 
after the end of the time within which proof of loss is 
required. 

NOTICES AND OTHER INFORMATION 

Any notices, documents, or other information under the 
Policy may be sent by United States Mail, postage prepaid, 
addressed as follows: 

If to Us: To Our last address on record. 

If to You: To the last address provided by the Covered 
Person on an enrollment or change of address form actually 
delivered to us: 
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RECORDS-INFORMATION TO BE FURNISHED 

We will keep a record of Your benefits. It will contain 
key facts about Your coverage. 

We will not have to perform any duty that depends on 
data before it is received from You in a form that satisfies 
Us. You may correct wrong data given to Us, if We have 
not been harmed by acting on it. 

You must notify Us immediately of any event, including a 
change in eligibility, that may cause the termination of Your 
Coverage. 

RELEASE OF RECORDS 

By applying for benefits, You agree to allow all Providers 
to give Us needed information about the services and 
supplies they provide. We keep this information confiden-
tial. If a Provider requires special authorization for release 
of records, You agree to provide this authorization. Your 
failure to provide authorization or requested information 
will result in the declination of Your claim. 

As Determined by Us, We may use appropriate non-
employees, subsidiaries, or companies to conduct confiden-
tial medical record review for Our purposes. 

[POLICYHOLDER/PROVIDER RELATIONSHIP 

We are not Providers as defined in this Policy. We 
supply services in connection with conducting the business 
of insurance. This means We make Payment for Covered 
Charges incurred by persons eligible for benefits under this 
Policy. 

We are not liable for any act or omission of any Provider 
nor any injury caused by a Provider's negligence, misfea-
sance, malfeasance, nonfeasance or malpractice. 

We are not responsible for a Provider's failure or refusal 
to render services or provide supplies to persons eligible for 
benefits under this Policy.] 

CONTINUATION OF COVERAGE 

If You die while this Policy is in force for You, Your 
Spouse and Dependents, Your Spouse and Dependents may 
continue coverage under this Policy for 180 days from Your 
date of death, provided that Your Spouse and Dependents 
elect to so continue within 31 days of Your date of death 
and subject to: (a) payment of the Premium when due; and 
(b) the Policy provisions for termination of Spouse and 
Dependents' coverage for reasons other than Your death. 

CONVERSION PRIVILEGE 

If Your Spouse loses coverage due to a divorce, Your 
Spouse may apply for Your Spouse's own individual health 

20-163 Supp. 2-20-96 



11:20 App. 

benefits plan. An application must be made within 31 days 
of the occurrence of the divorce. 

If Your Spouse applies for the new coverage within 31 
days of the divorce and meets Our Underwriting Require-
ments, the effective date of the new coverage shall be the 
day following the date the Spouse's coverage under this 
Policy ended. Any Pre-existing Condition limitation or 
other limitation not satisfied by the Spouse under this Policy 
will apply under the new coverage to the extent it remains 
unsatisfied. 

DETERMINATION OF SERVICES 

If the nature or extent of a given service must be deter-
mined, this Determination is entirely up to Us. 

PAYMENT AND CONDITIONS OF PAYMENT 

For eligible services from an eligible Facility or Practition-
er, We will Determine to pay either You or the Facility or 
Practitioner. 

Payment for all other Covered Charges will be made 
directly to You unless, before submission of each claim, You 
request in writing that Payment be made directly to the 
Provider and We agree to do this. 

Except as provided above, in the event of Your death or 
total incapacity, any Payment or refund due will be made to 
Your heirs, beneficiaries, or trustees. 

If We make Payments to anyone who is not entitled to 
them under this Policy, We have the right to recover these 
Payments from that individual or entity or You. 

PRIMARY RESIDENCE REQUIREMENT 

In order to obtain and continue health care coverage with 
Us, Your Primary Residence must be in New Jersey. We 
reserve the right to require proof of Your Primary Resi-
dence. 

We will cancel this Policy if You move Your Primary 
Residence outside of the State. We will give You at least 
30 days' written notice of the cancellation. 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

When You are the named insured under a motor vehicle 
insurance Policy, You have two options under the terms of 
Your motor vehicle insurance Policy. The option You 
select will also determine coverage of any family member 
covered under that Policy who is not a separate named 
insured under another motor vehicle policy. 

DEPT; OF INSURANCE 

(a) You may choose to have primary coverage for such 
services covered under Your motor vehicle insur-
ance Policy (the Personal Injury Protection or com-
pulsory Medical Payment provisions of a New Jer-
sey motor vehicle insurance Policy or under similar 
provisions of a motor vehicle Policy required by any 
other federal or state no-fault motor vehicle insur-
ance law). 

If You choose this option, We will provide secondary 
coverage in accordance with regulations issued by the 
Department of Insurance. 

(b) You may choose to have primary coverage for such 
services provided by this Policy. 

If You choose this option, We will provide benefits 
for any Covered Charges incurred for the diagnosis or 
treatment of an Accidental Injury or Illness resulting 
from a motor vehicle accident. However, these bene-
fits are subject to the terms, conditions, and limits set 
forth in this Policy. 

In addition, the motor vehicle insurance policy may pro-
vide for secondary benefits in accordance with regulations 
issued by the Department of Insurance. · 

If there is a dispute as to primacy between the motor 
vehicle insurance policy and this Policy, this Policy will be 
primary. 

This order of benefit determination does not apply if You 
are enrolled in a government health benefit program which 
provides that it is always secondary, or otherwise will not be 
a primary provider of benefits for motor vehicle injuries. 

CONFORMITY WITH LAW 

If the provisions of the Policy do not conform to the 
requirements of any state or federal law that applies to the 
Policy, the Policy is automatically changed to conform with 
[Carrier's] interpretation of the requirements of that law, as 
approved by the Board. 

GOVERNING LAW 

This entire Policy is governed by the laws of the State of 
New Jersey. 

Amended by R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(b). 
Amended by R.1995 d.51, effective December 23, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Amended by R.1995 d.579, effective November 6, 1995 ( operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 
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EXHIBIT F 
This Contract has been approved by the New Jersey 

Individual Health Coverage Program Board as the standard 
policy form for the HMO health benefits plan. 

Notice of Right to Examine Contract. Within 30 days after 
delivery of this Contract to You, You may return it to Us 
for a full refund of any Premium paid, less benefits paid. 
The Contract will be deemed void from the beginning. 

[CARRIER] 
HEALTH MAINTENANCE ORGANIZATION 

BENEFITS PLAN 
(New Jersey HMO Health Benefits Plan) 

Contract Term. The Policy takes effect on [ ____ ], 
the Contract Effective Date. The term of this Contract 
starts on Your Effective Date, may be renewed each year on 
the Anniversary Date, and will end no later than the day 
before the date You first become eligible as set forth in 
Section II of this Contract. But, Your coverage ( and that of 
Your Dependents) may be ended earlier as stated in the 
Contract. 

Renewal Provision. Subject to all Contract terms and pro-
visions, including those describing Termination of the Con-
tract, You may renew and keep this Contract in force by 
paying the Premiums as they become due. We agree to 
arrange or provide services under the terms and provisions 
of this Contract. But, Your coverage (and that of Your 
Dependents) may be ended earlier as stated in the Contract. 

Premiums. We may only change the Premium schedule for 
this Contract if We change the Premium schedule for a 
reason permitted under the "Premium Rates and Provi-
sions" section, or for everyone whom we cover under this 
HMO Health Benefits Plan. 

Section 
I. 
II. 

III. 
IV. 

V. 

VI. 
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Premium Amounts ..................... . 
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Confidentiality ........................ . 
Conformity With Law .................. . 
Continuation of Coverage .............. . 
Continuing Rights ..................... . 
Conversion Privilege ................... . 
Governing Law ........................ . 
Identification Card .................... . 
Inability to Provide Service ............. . 
Incontestability of the Contract .......... . 
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Limitation of Actions .................. . 
Limitation on Services ................. . 
Medical Necessity ..................... . 
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Other Rights .......................... . 
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Referral Forms ........................ . 
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and Appropriate Treatment ........... . 
Refusal of Life-Sustaining Treatment .... . 
Non-Compliance ...................... . 
Reports and Records .................. . 
Selecting or Changing a Primary Care Physi-

cian ................................ . 
Services for Automobile Related Injuries .. 
Statements ............................ . 
Termination of Dependent Coverage ..... . 
Termination of the Contract-Renewal Privi-

lege ................................ . 
The Contract ......................... . 
The Role of Your Primary Care Physician 

I. DEFINITIONS 

The words shown below have specific meanings when 
used in this Contract. Please read these definitions careful-
ly. Throughout the Contract, these defined terms appear 
with their initial letters capitalized. They will help You to 
understand what services are provided. Information about 
the services provided under this Contract begins on page 22. 

ALCOHOLISM. Abuse of or addiction to alcohol. 

ACCIDENTAL INJURY (OR ACCIDENTALLY INJURED). 
A sudden or unforeseen result of an external agent or 
trauma, independent of illness, which causes injury, includ-
ing complications arising from that injury, to the body, and 
which is definite as to time and place. 

AMBULANCE. A certified vehicle for transporting Ill or 
Accidentally Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

ANNIVERSARY DATE. The date which is one year from 
the Effective Date of this Contract and each succeeding 
yearly date thereafter. 
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[ASSOCIATED MEDICAL GROUPS. Any Medical Group 
with which we contract directly to provide Covered Services 
to Members including the [ ]]. 

BENEFIT PERIOD. The twelve-month period starting on 
January 1st and ending on December 31st. Your first and/or 
last Benefit Period may be less than a Calendar Year. 
Your first Benefit Period begins on Your Effective Date. 
Your last Benefit Period ends when You are no longer 
covered by this Contract. 

BIRTHING CENTER. A Facility which mainly provides 
care and treatment for people during uncomplicated preg-
nancy, routine full-term delivery, and the immediate post-
partum period. It must: 

(a) provide full-time Skilled Nursing Care by or under 
the supervision of Nurses; 

(b) be staffed and equipped to give Medical Emergen-
cy care; and 

(c) have written back-up arrangements with a local 
Hospital for Medical Emergency care. 

It must also: 

(a) carry out its stated purpose under all relevant state 
and local laws; or 

(b) be approved for its stated purpose by the Accredi-
tation Association for Ambulatory Care; or 

(c) be approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center if it is part of a 
Hospital. 

BOARD. The New Jersey Individual Health Coverage Pro-
gram Board, appointed and elected under the laws of New 
Jersey. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. An entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of health care treatment.] 

CHILD. Your own issue or Your legally adopted child and, 
if the child depends on You for most of its support and 
maintenance, Your step-child. We treat a child as legally 
adopted from the time the child is placed in the home for 
purpose of adoption. We treat such a child this way 
whether or not a final adoption order is ever issued. Also, 
any child over whom You have legal custody or legal 
guardianship is considered a Child under this Contract. 
(We may require that You submit proof of legal custody or 
legal guardianship, in Our Discretion.) 

However, a foster child or grandchild of the Contract-
holder or the Contractholder's Spouse is not a Child for 
purposes of eligibility for services under this Contract. 

DEPT. OF INSURANCE 

[COINSURANCE. The percentage of a Covered Services 
or Supplies that must be paid by You. Coinsurance does 
not include Copayments or Non-Covered Services.] 

CONTRACT. This agreement, [the Contract Schedule] 
[Your I.D. card,] any riders, amendments or endorsements, 
and the application signed by You and the Premium sched-
ule. 

CONTRACTHOLDER. The Member who purchased this 
Contract. 

CONTRACT TERM. The one-year period starting on the 
Effective Date and ending on the day before the Anniversa-
ry Date and, for each year this Contract is renewed each 
one-year period thereafter. 

COPAYMENT. A specified dollar amount which You must 
pay for certain Covered Services or Supplies. NOTE: The 
Emergency Room Copayment, if applicable, must be paid in 
addition to any other copayments and coinsurance. 

COVERED SERVICES OR SUPPLIES. The types of ser-
vices and supplies described in the "Covered Services and 
Supplies" section of this Contract. The services and sup-
plies must be: 

(a) furnished or ordered by a recognized health care 
Provider. 

(b) Medically Necessary and Appropriate to diagnose "~) 
or treat an Illness or Accidental Injury or provide 
Primary Care Services; 

( c) accepted by a professional medical society in the 
United States as beneficial for the control or cure 
of the Illness or Accidental Injury being treated; 
and 

(d) furnished within the framework of generally accept-
ed methods of medical management currently used 
in the United States. 

Read the entire Contract to find out what We limit or 
exclude. 

CUSTODIAL CARE. Any service or supply, including room 
and board, which: 

(a) is furnished mainly to help You meet Your routine 
daily needs; or 

(b) can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

(a) Your: 
(1) Spouse; 
(2) unmarried Child who is under age 19; 
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(3) unmarried Child from age 19 until the Child's 
23rd birthday, who is enrolled as a full-time 
student at an accredited school (We can ask You 
to provide periodic proof that the Child is so 
enrolled); and 

( 4) unmarried Child for whom You are obligated by 
a court order to provide health benefit plan 
coverage. 

(b) Your unmarried Child who has a mental or physi-
cal handicap, or developmental disability, remains a 
Dependent beyond this Contract's age limit, if: 

(1) the Child remains unmarried and unable to sup-
port himself or herself; 

(2) the Child's condition started before the Child 
reached this Contract's age limit; 

(3) the Child became insured before the Child 
reached this Contract's age limit, and stayed 
continuously insured until the Child reached such 
limit; and 

(4) the Child depends on You for most of his or her 
support and maintenance. 

In order for the Child to remain a Dependent, You 
must send Us written proof that the Child is handi-
capped and depends on You for most of its support 
and maintenance. You have 31 days from the date 
the Child reaches this Contract's age limit to do this. 
We can ask for periodic proof that the Child's condi-
tion continues. After two years, We cannot ask for 
this proof more than once a year. 

A Dependent is not a person who is on active duty in any 
armed force. 

A Dependent is not a person who resides in a foreign 
country. However, this does not apply to a person who is 
attending an accredited school in a foreign country who is 
enrolled as a student for up to one year at a time. 

DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples are: 

(a) radiology, ultrasound, and nuclear medicine; 
(b) laboratory and pathology; and 
(c) EKG's, EEG's, and other electronic diagnostic 

tests. 

DISCRETION/DETERMINATION BY US/DETERMINE. 
Our sole right to make a decision. Our decision will be 
applied in a reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

(a) designed and able to withstand repeated use; 
(b) used primarily for a medical purpose; 
(c) mainly and customarily used to serve a medical 

purpose; 
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( d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited 
to, apnea monitors, breathing equipment, hospital-type beds, 
walkers, and wheelchairs. 

Durable Medical Equipment does not include: adjust-
ments made to vehicles, air conditioners, air purifiers, 
humidifiers, dehumidifiers, elevators, ramps, stair glides, 
Emergency Alert equipment, handrails, heat appliances, 
improvements made to Your home or place of business, 
waterbeds, whirlpool baths, exercise and massage equip-
ment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Contract for You or Your Dependents, as the 
context in which the term is used suggests. 

EXPERIMENTAL or INVESTIGATIONAL. 

Services or supplies, including treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices, which We Determine are: 

(a) not of proven benefit for the particular diagnosis or 
treatment of Your particular condition; or 

(b) not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of Your particular condition; or 

( c) provided or performed in special settings for re-
search purposes or under a controlled environment 
or clinical protocol. 

Unless otherwise required by law with respect to drugs 
which have been prescribed for the treatment of a type of 
cancer for which the drug has not been approved by the 
United States Food and Drug Administration (FDA), We 
will not cover any services or supplies, including treatment, 
procedures, drugs, biological products or medical devices or 
any hospitalizations in connection with Experimental or 
Investigational services or supplies. 

We will also not cover any technology or any hospitaliza-
tion in connection with such technology if such technology is 
obsolete or ineffective and is not used generally by the 
medical community for the particular diagnosis or treatment 
of Your particular condition. 

Governmental approval of a technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of Your 
particular condition as explained below. 

We will apply the following five criteria in Determining 
whether services or supplies are Experimental or Investiga-
tional: 

1. any medical device, drug, or biological product 
must have received final approval to market by the 
United States Food and Drug Administration 
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(FDA) for, the particular diagnosis or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an Investigational 
Device Exemption or an Investigational New Drug 
Exemption, is not sufficient. Once FDA approval 
has been granted for a particular diagnosis or con-
dition, use of the medical device, drug or biological 
product for another diagnosis or condition will 
require that one or more of the following estab-
lished reference compendia: 

-The American Medical Association Drug Evalua-
tions; 

-The American Hospital Formulary Service Drug 
Information; or 

-The United States Pharmacopeia Drug Informa-
tion. 

recognize the usage as appropriate medical treat-
ment. As an alternative to such recognition in one 
or more of the compendia, the usage of the drug will 
be recognized as appropriate if it is recommended by 
a clinical study and recommended by a review article · 
in a major peer-reviewed professional journal. A 
medical device, drug, or biological product that meets 
the above tests will not be considered Experimental 
or lnvestigational. 

In any event, any drug which the Food and Drug 
Administration has determined to be contraindicated 
for the specific treatment for which the drug has 
been prescribed will be considered Experimental or 
lnvestigational. 

2. conclusive evidence from the published peer-re-
viewed medical literature must exist that the tech-
nology has a definite positive effect on health out-
comes; such evidence must include well-designed 
investigations that have been reproduced by nonaf-
filiated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

3. demonstrated evidence as reflected in the published 
peer-reviewed medical literature must exist that 
over time the technology leads to improvement in 
health outcomes, i.e., the beneficial effects out-
weigh any harmful effects; 

4. proof as reflected in the published peer-reviewed 
medical literature must exist that the technology is 
at least as effective in improving health outcomes 
as established technology, or is usable in appropri-
ate clinical contexts in which established technology 
is not employable; and 

5. proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes, as defined in paragraph 3, is 
possible in standard conditions of medical practice, . 
outside clinical investigatory settings. 

DEPT. OF INSURANCE 

FACILITY. A place which: 

(a) is properly licensed, certified, or accredited to pro-
vide health care under the laws of the state in 
which it operates; and 

(b) provides health care services which are within the 
scope of its license, certificate or accreditation and 
are covered by this Contract. 

GENERIC DRUG. An equivalent prescription drug con-
taining the same active ingredients as a brand name pre-
scription drug but costing less. The equivalent must be 
identical in strength and form as required by the FDA. 

GOVERNMENT HOSPITAL. A Hospital operated by a 
government or any of its subdivisions or agencies, including, 
but not limited to, a Federal, military, state, county or city 
Hospital. 

GROUP HEALTH BENEFITS PLAN. A policy, program 
or plan that provides medical benefits to a group of two or 
more individuals. 

[HEALTH CENTER (or HEALTH CARE CENTER)-Any 
place operated by or on behalf of an HMO where a 
[Network] [Participating] [Provider] [Practitioner] Provides 
Covered Services and Supplies to Members.] 

HOME HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Accidentally Injured people 
in their home under a home health care program designed \__) 
to eliminate or reduce Hospital stays. The agency must be 
licensed by the state in which it operates, be certified to 
participate in Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and sup-
portive care for Terminally Ill or Accidentally Injured peo-
ple who are terminally injured. It carries out its stated 
purpose under all relevant state and local laws, and it is: 

(a) approved for its stated purpose by Medicare; 
(b) accredited for its stated purpose by the Joint Com-

mission; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

HOSPITAL. A Facility which mainly provides Inpatient 
care for Ill or Accidentally Injured people. It carries out its 
stated purpose under all relevant state and local laws, and it 
is: 

(a) accredited as a hospital by the Joint Commission, 
(b) approved as a hospital by Medicare or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

Among other things, a Hospital is not a convalescent, rest 
or nursing home or Facility, or a Facility, or part of it, which 
mainly provides Custodial Care, educational care or rehabil-
itative care. 
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A Facility for the aged or. for Substance Abusers or 
Alcoholics is not a Hospital. 

A specialty Facility is also not a Hospital. 

ILLNESS (OR ILL). A sickness or disease suffered by 
You. A Mental or Nervous Condition is not an Illness. 

INPATIENT. You, if You are physically confined as a 
registered bed patient in a Hospital or other recognized 
health care Facility; or services and supplies provided in 
such a setting. 

JOINT COMMISSION. The Joint Commission on the 
Accreditation of Health Care Organizations. 

[MAINTENANCE DRUG. A Prescription Drug used for 
the treatment of chronic medical conditions including but 
not limited to: chronic obstructive pulmonary disease; clot-
ting disorders; congestive heart failure; coronary artery 
disease (angina); diabetes (oral agents only); glaucoma; 
hypertension; thyroid disease; seizure disorders.] 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or Accidental Injury, of a medical condition 
that is expected to result in either a threat to life or to an 
organ, or a body part not returning to full function. Medi-
cal emergencies include but are not limited to: uncontrolled 
or excessive bleeding, acute pain or conditions requiring 
immediate attention such as suspected heart attack, severe 
shortness of breath or appendicitis, strokes, convulsions, 
severe burns, bone fractures, wounds requiring sutures, poi-
soning, and loss of consciousness. We may, in our Discre-
tion, consider other severe medical conditions requiring 
immediate attention to be Medical Emergencies. 

MEDICALLY NECESSARY AND APPROPRIATE. Ser-
vices or supplies provided by a recognized health care 
Provider that We Determine to be: 

(a) necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness, disease or Accidental 
Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness, disease or Acci-
dental Injury; 

( c) in accordance with accepted medical standards in 
the community at the time; 

( d) not for Your convenience; and 
( e) the most appropriate level of medical care that You 

need. 

The fact that an attending Practitioner prescribes, orders, 
recommends or approves the care, the level of care, or the 
length of time care is to be received, does not make the 
services Medically Necessary and Appropriate. 
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MEDICAID. The health care program for the needy pro-
vided by Title XIX of the Social Security Act, as amended 
from time to time. 

MEDICARE. Parts A and B of the health care program for 
the aged and disabled provided by Title XVIII of the United 
States Social Security Act, as amended from time to time. 

MEMBER. An eligible person who is covered under this 
Contract. 

MENTAL HEALTH CENTER. A Facility that provides 
treatment for people with mental health problems. The 
Facility must carry out its stated purpos.e under all relevant 
state and local laws, and be: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental or Nervous Condition includes, but is not limited to, 
psychoses, neurotic and anxiety disorders, schizophrenic dis-
orders, affective disorders, personality disorders, and psy-
chological or behavioral abnormalities associated with tran-
sient or permanent dysfunction of the brain or related 
neurohormonal systems. 

In Determining whether or not a particular condition is a 
Mental or Nervous Condition, We may refer to the current 
edition of the Diagnostic and Statistical manual of Mental 
Conditions of the American Psychiatric Association. 

[NETWORK] [PARTICIPATING] PROVIDER. A Provid-
er which has an agreement with Us [or Our Associated 
Medical Groups] to provide Covered Services or Supplies. 

NON-COVERED SERVICES. Services or supplies which 
are not included within Our definition of Covered Services 
or Supplies, or which exceed any of the benefit limits shown 
in this Contract, or which are specifically identified as Non-
Covered Services. 

[NON- [NETWORK] [-PARTICIPATING] PROVIDER. A 
Provider which is not a [Network] [Participating] Provider. 

NURSE. A registered nurse or licensed practical nurse, 
including a nursing specialist such as a nurse midwife or 
nurse anesthetist, who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the nurse 
practices; and 

(b) provides medical services which are within the 
scope of the nurse's license or certificate and are 
covered by this Contract. 
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OUTPATIENT. You, if You are registered at a recognized 
health care Facility and not an Inpatient; or services and 
supplies provided in such a setting. 

PRACTITIONER. A person who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where he or she 
practices; and 

(b) provides medical services which are within the 
scope of his or her license or certificate and which 
are covered by this Contract. 

PARTIAL HOSPITALIZATION. Day treatment services 
for Mental or Nervous Conditions consisting of intensive 
short-term non-residential psychiatric and/or substance 
abuse treatment rendered for any part of a day for a 
minimum of four consecutive hours per day (must be in lieu 
of an Inpatient stay). 

PER LIFETIME. Your lifetime, regardless of whether You 
are covered under this Contract: 

(a) as a Dependent or Contractholder; and 
(b) with or without interruption of coverage. 

PERIOD OF CONFINEMENT. Consecutive days of Inpa-
tient services provided to an Inpatient, or successive Inpa-
tient confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. We Determine if the cause(s) of the 
confinements are the same or related. 

PHARMACY. A Facility which is registered as a Pharmacy 
with the appropriate state licensing agency and in which 
Prescription Drugs are regularly compounded and dispensed 
by a Pharmacist. 

PREMIUM. The periodic charges due under this Contract 
which _the Contractholder must pay to maintain this Con-
tract in effect. 

PRE-ADMISSION TESTING. Consultations, X-ray and 
laboratory tests performed no more than seven days before 
a planned Hospital admission or Surgery. 

PRE-EXISTING CONDITION. An Illness or Accidental 
Injury which manifests itself in the six months before Your 
coverage under this Contract starts, and for which: 

(a) You see a Practitioner, take prescribed drugs, re-
ceive other medical care or treatment or had medi-
cal care or treatment recommended by a Practition-
er in the six months before Your coverage starts; 
or 

(b) an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months 
before his or her coverage starts. 

DEPT. OF INSURANCE 

A pregnancy which exists on the· date Your coverage 
starts is also a Pre-Existing Condition. However, complica-
tions of such a pregnancy as defined by N.J.A.C. 11:1-4.3 
are not considered to be Pre-Existing Conditions and are 
not subject to Pre-Existing Condition Limitations. See the 
exclusions section of this Contract for details on how this 
Contract limits the services for Pre-Existing Conditions. 

PREMIUM DUE DATE. The date on which a Premium is 
due under this Contract. 

PRESCRIPTION DRUGS. Drugs, biologicals and com-
pound prescriptions which are sold only by prescription and 
which are required to show on the manufacturer's label the 
words: "Caution-Federal Law Prohibits Dispensing With-
out a Prescription" or other drugs and devices as Deter-
minep by Us, such as insulin. 

PRIMARY CARE PHYSICIAN (PCP). A [Network] [Par-
ticipating] Provider who is a Practitioner specializing in 
family practice, general practice, internal medicine, [ obstet-
rics/gynecology (for OB/GYN services only),] or pediatrics 
who supervises, coordinates and provides initial care and 
basic medical services to a Member; initiates a Member's 
Referral for Specialist Services; and is responsible for main-
taining continuity of patient care. 

PRIMARY RESIDENCE. The location where You reside 
for a majority of the Calendar Year with the intention of 
making Your home there and not for a temporary purpose. 
Temporary absences from New Jersey, with the intent to 
return, will not interrupt Your Primary Residence in New 
Jersey. 

PROVIDER. A Facility or Practitioner of health care. 

REFERRAL. Specific direction or instruction from Your 
Primary Care Physician [or Care Manager] [or Health Cen-
ter] or that directs You to a Facility or Provider for health 
care. 

REHABILITATION CENTER. A Facility which mainly 
provides therapeutic and restorative services to Ill or Acci-
dentally Injured people. It carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

ROUTINE FOOT CARE. The cutting, debridement, trim-
ming, reduction, removal or other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot strain, dys-
trophic nails, excrescences, helomas, hyperkeratosis, hyper-
trophic nails, non-infected ingrown nails, dermatomas, kera-
tosis, onychauxis, onychocryptosis or tylomas or symptomatic 
complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 0 
the foot. 
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ROUTINE NURSING CARE. The nursing care customarily 
furnished by a recognized Facility for the benefit of its 
Inpatients. 

SERVICE AREA. A geographic area We define by [ZIP 
codes] [county). 

SKILLED NURSING CARE. Services which are more 
intensive than Custodial Care, are provided by a Registered 
Nurse (R.N.) or Licensed Practical Nurse (L.P.N.), and 
require the technical skills and professional training of an 
R.N. or L.P.N. 

SKILLED NURSING CENTER. A Facility which mainly 
provides full-time Skilled Nursing Care for Ill or Accidently 
Injured people who do not need to be in a Hospital. It 
carries out its stated purpose under all relevant state and 
local laws, and it is: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
( c) licensed, certified, or accredited by the state in 

which it operates. 

SPECIAL CARE UNIT. A part of a Hospital set up for 
very Ill patients who must be observed constantly. The unit 
must have a specially trained staff. And it must have 
special equipment and supplies on hand at all times. Some 
types of special care units are: (a) intensive care units; (b) 
cardiac care units; (c) neonatal care units; and (d) burn 
units. 

SPECIALIST PRACTITIONER. A Practitioner who pro-
vides medical care in any generally accepted medical or 
surgical specialty or sub-specialty. 

SPECIALIST SERVICES. Medical care in specialties other 
than family practice, general practice, internal medicine or 
pediatrics. 

SPOUSE. An individual legally married to the Contract-
holder under the laws of the State of New Jersey. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTERS. A Facility that mainly 
provides treatment for Substance Abuse. The Facility must 
carry out its stated purpose under all relevant state and local 
laws, and be: 

(a) accredited for its stated purpose by the Joint Com-
mission; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

SURGERY. 
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(a) The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic ·procedures, specialized instrumentations, endo-
scopic examinations, and other invasive procedures; 

(b) The correction of fractures and dislocations; 
(c) Reasonable and Customary pre-operative and post-

operative care; or 
(d) Any of the procedures designated by C.P.T. codes 

as surgery. 

SURGICAL CENTER. A Facility mainly engaged in per-
forming Outpatient Surgery. It must: 

(a) be staffed by Practitioners and Nurses, under the 
supervision of a Practitioner; 

(b) have permanent operating and recovery rooms; 
( c) be staffed and equipped to give emergency care; 

and 
(d) have written, back-up arrangements with a local 

Hospital for Medical Emergency care. 

(We will recognize it if it) carries out its stated purpose 
under all relevant state and local laws, and it is: 

(a) accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; 

(b) approved for its stated purpose by Medicare; or 
(c) licensed, certified, or accredited by the state in 

which it operates. 

A Facility is not a Surgical Center if it is part of a 
Hospital. 

THERAPEUTIC MANIPULATION. Treatment of the ar-
ticulations of the spine and musculoskeletal structures for 
the purpose of relieving certain abnormal clinical conditions 
resulting from the impingement upon associated nerves 
causing discomfort. Some examples are manipulation or 
adjustment of the spine, hot or cold packs, electrical muscle 
stimulation, diathermy, skeletal adjustments, massage, ad-
junctive, ultrasound, doppler, whirlpool or hydrotherapy or 
other treatment of similar nature. 

THERAPY SERVICES. The following services or supplies, 
ordered by a Provider and used to treat, or promote recov-
ery from an Accidental Injury or Illness: 

Chelation Therapy-the administration of drugs or chemi-
cals to remove toxic concentrations of metals from the body. 

Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

Cognitive Rehabilitation Therapy-retraining the brain to 
perform intellectual skills which it was able to perform prior 
to disease, trauma, Surgery, congenital anomaly or previous 
therapeutic process. 
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Dialysis Treatment-the treatment of an acute renal failure 
or chronic irreversible renal insufficiency by removing waste 
products from the body. This includes hemodialysis and 
peritoneal dialysis. 

Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Occupational Therapy-treatment to restore a physically 
disabled person's ability to perform the ordinary tasks of 
daily living. 

Physical Therapy-the treatment by physical means to re-
lieve pain, restore maximum function, and prevent disability 
following disease, injury, or loss of a limb. 

Radiation Therapy-the treatment of disease by X-ray, radi-
um, cobalt, or high energy particle sources. Radiation 
Therapy includes rental or cost of radioactive materials. 
Diagnostic Services requiring the use of radioactive materi-
als are not Radiation Therapy. 

Respiration Therapy-the introduction of dry or moist gases 
into the lungs. 

Speech Therapy-treatment for the correction of a speech 
impairment resulting from Illness, Surgery, Accidental Inju-
ry, congenital anomaly, or previous therapeutic processes. 

UNDERWRITING REQUIREMENTS. The rules which 
We Determine to be appropriate for making, maintaining 
and administering this Contract. Our rules do not require 
You to prove You or Your Dependents are in good health. 

WE, US, OUR. [Carrier]. 

YOU, YOUR, AND YOURS. The Contractholder and any 
Dependents, as the context in which the term is used 
suggests. 

II. ELIGIBILITY 

TYPES OF COVERAGE 

A Contractholder who completes an application for cover-
age may elect one of the types of coverage listed below: 

(a) SINGLE COVERAGE-coverage under this Con-
tract for the Contractholder only. 

(b) FAMILY COVERAGE-coverage under this Con-
tract for You and Your Dependent(s). 

(c) PARENT AND CHILD(REN) COVERAGE-cover-
age under this Contract for You and all Your Child 
Dependents or coverage for multiple children resid-
ing within the same residence who share a common 
legal guardian, or for when there exists a valid 
support order requiring health benefit coverage 
whether or not there is an adult who will be 
provided coverage. 

DEPT. OF INSURANCE 

( d) HUSBAND AND WIFE COVERAGE-coverage 
under this Contract for You and Your Spouse. 

WHO IS ELIGIBLE 

(a) THE CONTRACTHOLDER-You, if Your Primary 
Residence is in the designated service area in the 
State of New Jersey, You are not covered under 
another individual health benefits plan, and You are 
not eligible for a Group Health Benefits Plan, Medi-
care or Medicaid except as provided below. 

(b) SPOUSE-Your Spouse, whose Primary Residence is 
in the designated service area in the State of New 
Jersey, who is not covered under another individual 
health benefits plan, and who is not eligible for 
Medicare, Medicaid or a Group Health Benefits Plan 
except as provided below. 

(c) CHILD-Your Child, whose Primary Residence is in 
the designated service area in the State of New Jersey, 
who is not covered under another individual health 
benefits plan, who is not eligible for Medicare, Medic-
aid or a Group Health Benefits Plan except as provid-
ed below, and who qualifies as a Dependent, as those 
terms are defined in the "Definition" section of this 
Contract. 

ELIGIBILITY IF YOU HA VE OR ARE ELIGIBLE FOR 
OTHER COVERAGE 

(a) ELIGIBILITY IF YOU ARE COVERED UNDER AN-
OTHER INDMDUAL HEALTH BENEFITS 
PLAN-You and/or Your Dependents are eligible for 
Coverage under this Contract if this Contract replaces 
another Individual Health Benefits Plan under which 
You and/or Your Dependents are covered. The 
other Plan must be terminated no later than 30 days 
after the effective date of this Contract. We may 
require proof that the other Coverage has been termi-
nated. 

(b) ELIGIBILITY IF YOU ARE ELIGIBLE FOR COV-
ERAGE UNDER A GROUP HEALTH BENEFITS 
PLAN-You and/or Your Dependents may be eligible 
for Coverage under this Policy only during the open 
enrollment period which occurs each year during the 
month of October. Consult Us or Your agent for 
more information. 

ADDING DEPENDENTS TO THIS CONTRACT 

(a) SPOUSE-You may apply to add Your Spouse by 
notifying Us in writing at any time. You must 
submit an application to Us to change Your type of 
coverage. If Your application is made and submit-
ted to Us within 31 days of Your marriage to Your 
Spouse, . the Spouse will be covered from the date 
of the Spouse's eligibility. 
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If We do not receive Your written notice within 31 
days of Your Spouse becoming eligible, coverage for 
Your Spouse will not become effective immediately. 
Rather, such coverage will become effective on the 
first day of the month after the date Your application 
is received. 

(b) NEWBORN DEPENDENT-A Child born to You 
or Your Spouse while this Contract is in force will 
be covered for 31 days from the moment of birth. 
This automatic coverage will be for Covered Ser-
vices or Supplies incurred as a result of Accidental 
Injury or Illness, including Medically Necessary and 
Appropriate care and treatment of medically diag-
nosed congenital abnormalities. 

To continue coverage for such Child for more than 
31 days, if You have Single or Husband and Wife 
Coverage, You must apply and pay for Parent and 
Child(ren) or Family Coverage. If You already have 
Family or Parent and Child(ren) coverage, the cover-
age for such Child will be automatically continued. 

(c) CHILD DEPENDENT-If You have Single or Hus-
band and Wife Coverage and want to add a Child 
Dependent, You must change to Family Coverage 
or Parent and Child(ren) Coverage. To change 
coverage, You must submit an application. If Your 
application is made and submitted to Us within 31 
days of the Child's becoming a Dependent, the 
Child will be covered from the date of the Child's 
eligibility. 

Even if You have Family Coverage or Parent and 
Child(ren) Coverage, however, You must give Us 
written notice that You wish to add a Child. If Your 
written notice to add a Child is made and submitted 
to Us within 31 days of the Child's becoming a 
Dependent, the Child will be covered from the date 
of eligibility. 

If We do not receive Your written notice within 31 
days of Your Dependent's becoming eligible, cover-
age for that Dependent will not become effective 
immediately. Rather, such coverage will become 
effective on the first day of the month after the date 
Your application is received. 

(d) YOUR CHILD DEPENDENT'S NEWBORN-A 
Child born to Your Child Dependent is not cov-
ered under this Contract. 

III. SCHEDULE OF SERVICES 
BENEFITS FOR COVERED SERVICES OR SUPPLIES 

UNDER THIS CONTRACT ARE SUBJECT TO ALL CO-
PAYMENTS [AND COINSURANCE] AND ARE DETER-
MINED PER BENEFIT PERIOD, UNLESS OTHERWISE 
STATED. BENEFITS ARE PER MEMBER, AND MAXI-
MUMS ONLY APPLY TO THE SPECIFIC SERVICES 
PROVIDED. 
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INPATIENT-$150 Copayment/day for a maximum 
of 5 days/admission. Maximum Copayment 
$1,500/Benefit Period. 

OUTPATIENT-$15 Copayment/visit 
PRACTITIONER SERVICES: 

INPATIENT-None 
OUTPATIENT-$15 Copayment/visit; no Copay-

ment if any other Copayment applies. 
EMERGENCY ROOM-$50 Copayment/visit/Member 

( credited toward Inpatient admission if admission 
occurs within 24 hours as the result of the emergen-
cy). 

ALCOHOLISM: 
OUTPATIENT-$15 Copayment/visit for a maximum of 

20 visits/Benefit Period. · 
INPATIENT-$150 Copayment/day for a maximum of 

5 days/admission. Maximum Copayment $1,500/Ben-
efit Period. Maximum of 30 days Inpatient 
care/Benefit Period. One Inpatient day may be ex-
changed for two Outpatient visits. 

AMBULATORY SURGERY-$15 Copayment/visit. 
BIRTHING CENTERS-$15 Copayment/visit. 
HOME HEALTH CARE-Unlimited days, if preap-

proved. 
HOSPICE CHARGES-Unlimited days, if preapproved. 
MATERNITY (PRE-NATAL CARE)-$25 Copay-

ment/initial visit. 
MENTAL OR NERVOUS CONDITIONS AND SUB-

STANCE ABUSE: 
OUTPATIENT-$15 Copayment/visit for a maximum of 

20 visits/Benefit Period. 
INPATIENT-$150 Copayment/day for a maximum of 

5 days per admission. Maximum Copayment 
$1,500/Benefit Period. Maximum of 30 days Inpa-
tient care/Benefit Period. One Inpatient day may be 
exchanged for two Outpatient visits. 

PODIATRIC-$15 Copayment/visit (excludes Routine 
Foot Care). 

PRE-ADMISSION TESTING-$15 Copayment/visit. 
PRESCRIPTION DRUG-50% Coinsurance [May be 

substituted by Carrier with $15 Copayment.] 
PRIMARY CARE PHYSICIAN [OR CARE MANAGER] 

SERVICES-$15 Copayment/visit. 
PRIMARY CARE SERVICES-$15 Copayment/visit. 
SECOND SURGICAL OPINION-$15 Copayment/visit. 
SPECIALIST SERVICES-$15 Copayment/visit. You 

must have a Ref~rral from Your Primary Care Physi-
cian. 

SKILLED NURSING CARE-Unlimited days, if preap-
proved. 

THERAPY SERVICES-$15 Copayment/visit. 
X-RAY & LAB (OUTPATIENT)-$15 Copayment/visit. 
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NOTE: NO BENEFITS WILL BE PROVIDED IF 
YOU FAIL TO OBTAIN PRE-AUTHORIZATION OF 
CARE THROUGH YOUR PRIMARY PHYSICIAN, 
CARE MANAGER OR HEALTH CENTER AS APPLI-
CABLE. READ THE GENERAL PROVISIONS 
CAREFULLY BEFORE OBTAINING MEDICAL 
CARE, SERVICES OR SUPPLIES. 

REFER TO THE SECTION OF THIS CONTRACT 
CALLED "EXCLUSIONS" TO SEE WHAT SERVICES 
AND SUPPLIES ARE NOT ELIGIBLE FOR BENE-
FITS. 

IV. PREMIUM RATES AND PROVISIONS 
[The [monthly] premium rates, in U.S. dollars, for the 

coverage provided under this Contract are [ shown in the 
Contract's Schedule of Premium Rates]: 

For Single Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . [$ 
For Parent and Child(ren) Coverage ................ [$ 
For Family Coverage ............................. [$ 
For Husband and Wife Coverage . . . . . . . . . . . . . . . . . . . [$ 

We have the right to change any Premium rate set forth 
[above] at the times and in the manner established by the 
provision of this Contract entitled "Premium Rate 
Changes."] 

PREMIUM AMOUNTS 

The Premium due on each Premium Due Date is the sum 
of the Premium charges for the coverage You have. Those 
charges are determined from the Premium rates then in 
effect. 

The following will apply if one or more Premiums paid 
include Premium charges for a Member whose coverage has 
ended before the due date of that Premium. We will not 
have to refund more than the amount of (a) minus (b): 

(a) the amounts of the Premium charges for the Member 
that was included in the Premiums paid for the two-
month period immediately after the date the Mem-
ber's coverage has ended. 

(b) the amount of any claims paid or the value of any 
services provided to You or to a Member of Your 
family after that person's coverage has ended. 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by You to Us. They are due on 
each Premium Due Date stated on the first page of the 
Contract. You may pay each Premium other than the first 
within 31 days of the Premium Due Date. Those days are 
known as the grace period. You are liable to pay Premiums 
to Us from the first day the Contract is in force. If any 
Premium is not paid by the end of the grace period, the 
Contract will end when that period ends. [Premiums ac-
cepted by Us after the end of the grace period are subject to 
a late payment interest charge determined as a percentage 
of the amount unpaid. That percentage will be Determined 
by Us from time to time, but will not be more than the 
maximum allowed by law.] 
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PREMIUM RATE CHANGES 

The Premium rates in effect on the Effective Date are 
shown in the [Premium Rates and Provisions section of the 
Contract] [Contracts Schedule of Premium Rates]. We have 
the right to change Premium rates as of any of these dates: 

(a) any Premium Due Date; 
(b) any date that the extent or nature of the risk under 

the Contract is changed: 
(1) by amendment of the Contract; or 
(2) by reason of any provision of law or any govern-

ment program or regulation; 
( c) at the discovery of a clerical error or misstatement 

as described in the General Provisions section of 
this Contract. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 

V. COVERED SERVICES AND SUPPLIES 
You are entitled to receive the benefits in the following 

sections when Medically Necessary and Appropriate, subject 
to the payment by You of applicable Copayments as stated 
in the applicable Schedule of Services. 

(a) Outpatient Benefits. The following services are covered 
only at the Primary Care Physician's office [or Health 
Center] selected by You, or elsewhere upon prior written 
referral by Your [Primary Care Physician] [Health Cen-
ter] or [Care Manager]: . 

1. Office visits during office hours, and during non- ) 
office hours when Medically Necessary and Ap- ·~ 
propriate. 

2. Home visits by your Primary Care Physician. 
3. Periodic health examinations to include: 

a. Well child care from birth including immuni-
zations; 

b. Routine physical examinations, including eye 
examinations; 

c. Routine gynecologic exams and related ser-
vices; 

d. Routine ear and hearing examination; and 
e. Routine allergy injections and immunizations 

(but not if solely for the purpose of travel or 
as a requirement of your employment). 

4. Diagnostic Services. 
5. Casts and dressings. 
6. Ambulance Service when certified in writing as 

Medically Necessary and Appropriate by Your 
[Primary Care Physician] [ or Care Manager] and 
approved in advance by Us [or the Care Manag-
er]. 

7. Infertility Services except where specifically ex-
cluded in this Policy. 

8. Prosthetic Devices and Durable Medical Equip-
ment when ordered by Your Primary Care Physi-
cian [or Care Manager] and arranged through Us. 
We cover only the initial fitting and purchase of 
artificial limbs and eyes, and other prosthetic 
devices. And they must take the place of a 
natural part of Your body, or be needed due to a 
functional birth defect in a covered Dependent 
Child. We do not provide for replacements (un-
less Medically Necessary and Appropriate), re-
pairs, wigs, or dental prosthetics or devices. 
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9. Prescription Drugs and contraceptives which re-
quire a Practitioners prescription and the follow-
ing non-prescription drugs and supplies: insulin 
needles and syringes and glucose test strips and 
lancets; colostomy bags, belts and irrigators. 

10. Nutritional Counseling for the management of 
disease entities which have a specific diagnostic 
criteria that can be verified. The nutritional 
counseling must be prescribed by a Primary Care 
Physician and approved in advance by Us. 

(b) SPECIALIST PRACTITIONER BENEFITS. Services of 
a Specialist Practitioner are covered when rendered by a 
[Network] [Participating] Specialist Practitioner at the 
Practitioner's office[, or Health Center] or at a [Network] 
[Participating] Hospital outpatient department during of-
fice or business hours upon prior written referral by Your 
Primary Care Physician [or Care Manager]. 

(c) INPATIENT HOSPITAL, REHABILITATION CENTER 
& SKILLED NURSING CENTER BENEFITS. The fol-
lowing Services are covered when hospitalized by a 
[Network] [Participating] Practitioner upon prior written 
referral from Your Primary Care Physician (Care Man-
ager], only at [Network] [Participating] Hospitals and 
[Network] (Participating] Practitioners (or at (Non-Net-
work] [Non-Participating Facilities non-participating fa-
cilities upon prior written authorization by Us); howev-
er, (Network] [Participating] Skilled Nursing Center 
benefits are limited to those which are Medically Neces-
sary and Appropriate and which constitute Skilled Nurs-
ing Care: 

1. Semi-private room and board accommodations 
As an exception to the Medically Necessary and 
Appropriate requirement of this Contract, We 
also provide coverage for the mother and newly 
born child for: 
a. a minimum of 48 hours of in-patient care in a 

Participating Hospital following a vaginal de-
livery; and 

b. a minimum of 96 hours of in-patient care in a 
Participating Hospital following a cesarean 
section. 

We provide such coverage subject to the follow-
ing: 
a. the attending Practitioner must determine 

that in-patient care is medically necessary; or 
b. the mother must request the in-patient care. 

2. Private accommodations will be provided only 
when Medically Necessary and Appropriate as 
certified by Your attending Practitioner in con-
currence with Your Primary Care Physician [ or 
Care Manager] and approved in advance by Us. 
If You occupy a private room without such certi-
fication You shall be directly liable to the Hospi-
tal or Skilled Nursing Center for the difference 
between payment by Us to the Hospital or Skilled 
Nursing Center of the per diem or other agreed 
upon rate for semi-private accommodation estab-
lished between Us and the [Network] [Participat-
ing] Hospital or the [Network] (Participating] 
Skilled Nursing Center and the private room rate. 

3. General nursing care 
4. Use of extensive or special care facilities 
5. X-ray examinations including CAT scans but not 

dental x-rays 
6. Use of operating room and related facilities 
7. Magnetic resonance imaging 
8. Drugs, medications, biologicals 
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9. Cardiography/Encephalography 
10. Laboratory testing and services 
11. Pre- and post-operative care 
12. Special tests 
13. Nuclear medicine 
14. Therapy Services 
15. Oxygen and oxygen therapy 
16. Anesthesia and anesthesia services 
17. Blood, blood products and blood processing 
18. Intravenous injections and solutions 
19. Surgical, medical and obstetrical services 
20. Private duty nursing only when Medically Neces-

sary and Appropriate as certified by the [Net-
work] [Participating] Specialist Practitioner or 
other attending physician in concurrence with 
Your Primary Care Physician [or Care Manager] 
and approved in advance by Us. 

21. The following transplants, when Medically Neces~ 
sary and Appropriate: Cornea, Kidney, Lung, Liv-
er, Heart, Heart-Lung, Heart Valves, Pancreas. 

22. Allogenic bone marrow transplants. 
**[23. Autologous bone marrow transplants and associ-

ated high dose chemotherapy: only for treatment 
of Leukemia, Lymphoma, Neuroblastoma, and 
Breast Cancer when approved in advance by Us, 
if You are participating in a National Cancer 
Institute sponsored Clinical trial.] 

*''[23. Autologous Bone Marrow Transplant and Associ-
ated Dose-Intensive Chemotherapy, but only if 
performed by institutions approved by the Na-
tional Cancer Institute, or pursuant to protocols 
consistent with the guidelines of the American 
Society of Clinical Oncologists; 

24. Peripheral Blood Stem Cell Transplants, but only 
if performed by institutions approved by the Na-
tional Cancer Institute, or pursuant to protocols 
consistent with the guideline~ of the American 
Society of Clinical Oncologists.] 

"'*NOTE TO CARRIERS: P.L. 1995 c.100 requires that Autolo-
gous Bone Marrow Transplants, associated dose-intensive che-
motherapy and peripheral blood stem cell transplants coverage 
as set forth in the option which includes (23) and (24) be 
offered to New Jersey residents. You may offer the coverage by 
including this option in all of Your New Jersey Individual 
Health Coverage Plans (in which case you must use the above 
language) or you may offer the coverage as an optional rider 
utilizing Exhibit R to N.J.A.C. (in which case you must use the 
above option which includes (23) only). 

(d) BENEFITS FOR SUBSTANCE ABUSE AND 
MENTAL OR NERVOUS CONDITIONS. The 
following Services are covered when rendered by a 
[Network] [Participating] Practitioner at Practition-
er's office[, Health Center] or at a [Network] [Par-
ticipating] Substance Abuse Center upon prior writ-
ten referral by Your [Primary Care Physician] [[or] 
Care Manager]. 

l. Outpatient. You are entitled to receive up to 
twenty (20) Outpatient visits during any period of 
365 consecutive days. Benefits include diagnosis, 
medical, psychiatric and psychological treatment 
and medical referral services by Your Primary 
Care Physician [ or Care Manager] for the abuse 
of or addiction to drugs and Mental or Nervous 
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Conditions. Payment for nonmedical ancillary 
services ( such as vocational rehabilitation or em-
ployment counseling) is not provided, but infor-
mation regarding appropriate agencies will be 
provided if available. You are additionally eligi-
ble, upon referral by Your Primary Care Physi-
cian [or Care Manager] for up to sixty (60) more 
Outpatient visits by exchanging on a two-for-one 
basis, each inpatient hospital day described in 
paragraph 2 below. 

2. Inpatient Hospital Care. You are entitled to 
receive up to thirty (30) days of Inpatient care 
benefits for detoxification, medical treatment for 
medical conditions resulting from the Substance 
Abuse, referral services for substance abuse or 
addiction, and Mental or Nervous Conditions. 
The following services shall be covered under 
inpatient treatment: (1) lodging and dietary ser-
vices; (2) physician, psychologist, Nurse, certified 
addictions counselor and trained staff services; 
(3) diagnostic x-ray; ( 4) psychiatric, psychological 
and medical laboratory testing; (5) drugs, medi-
cines, equipment use and supplies. 

3. Repeat Detoxification Treatment. Repeated de-
toxification treatment for chronic Substance 
Abuse will not be covered unless in Our Sole 
Discretion it is Determined that You have been 
cooperative with an on-going treatment plan de-
veloped by a [Network] [Participating] Practition-
er. Failure to comply with treatment shall con-
stitute cause for non-coverage of substance abuse 
services. 

Court-ordered Substance Abuse o~ Mental or Ner-
vous Conditions admissions are not covered unless 
Medically Necessary and Appropriate and only to the 
extent of the covered benefit as described below. 

(e) ALCOHOLISM BENEFITS. The following Ser-
vices are covered when rendered by a [Participating 
Provider] [Network Practitioner] at Practitioner's 
office[, Health Center] or at a [Network] [Partici-
pating] Substance Abuse Center upon prior written 
referral by Your Primary Care Physician [ or Care 
Manager]. 

1. Outpatient. You are entitled to receive up to 
twenty (20) Outpatient visits during any period of 
365 consecutive days. Benefits include diagnosis, 
medical treatment and medical referral services 
by Your [Primary Care Physician] [or Care Man-
ager] for the abuse of or addiction to alcohol. 
Payment for nonmedical ancillary services (such 
as vocational rehabilitation or employment coun-
seling) is not provided, but information regarding 
appropriate agencies will be provided if available. 
You are additionally eligible, upon referral by 
Your Primary Care Physician [or Care Manager] 
for up to sixty (60) more Outpatient visits by 
exchanging on a two-for-one basis, each inpatient 
hospital day described in paragraph 2 below. 
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2. Inpatient Hospital Care. You are entitled to 
receive up to thirty (30) days of Inpatient care 
benefits for detoxification, medical treatment for 
medical conditions resulting from the Substance 
Abuse, and referral services for Substance Abuse 
or addiction. The following services shall be 
covered under inpatient treatment: (1) lodging 
and dietary services; (2) physician, psychologist, 
Nurse, certified addictions counselor and trained 
staff services; (3) diagnostic x-ray; ( 4) psychiat-
ric, psychological and medical laboratory testing; 
(5) drugs, medicines, equipment use and sup-
plies. 

3. Repeat Detoxification Treatment. Repeated de-
toxification treatment for chronic Alcoholism will 
not be covered unless in Our Sole Discretion it is 
Determined that You have been cooperative with 
an on-going treatment plan developed by a [Net-
work] [Participating] Practitioner. Failure to 
comply with treatment shall constitute cause for 
non-coverage of Alcoholism services. 

4. Court-ordered alcohol admissions are not cov-
ered unless Medically Necessary and Appropriate 
and only to the extent of the covered benefit as 
defined above. 

(f) MEDICAL EMERGENCY CARE BENEFITS-
WITHIN AND OUTSIDE OUR SERVICE AREA. 
The following Services are covered without prior 
written referral by Your Primary Care Physician [ or 
Care Manager] in the event of a Medical Emergen-
cy as Determined by Us [or the Care Manager]. 

1. Your Primary Care Physician [or Care Manager] 
is required to provide or arrange for on-call 
coverage twenty-four (24) hours a day, seven (7) 
days a week. Unless a delay would be detrimen-
tal to Your health, You shall call Your Primary 
Care Physician [or Care Manager] [or Health 
Center] [or Us] prior to seeking Medical Emer-
gency treatment. 

2. We will cover the cost of Medical Emergency 
and Medical services performed within or outside 
Our service area without a prior written referral 
only if: 

a. Our review determines that Your symptoms 
were severe and delay of treatment would have 
been detrimental to your health, the symptoms 
occurred suddenly, and You sought immediate 
medical attention. 

A near-term delivery is not a Medical Emergen-
cy. 

b. The service rendered is provided as a benefit 
under this Contract and is not a service which 
is normally treated on a non-emergency basis; 
and 
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c. We and Your Primary Care Physician [ or Care 
Manager] are notified within 48 hours of the 
Medical Emergency service and/or admission 
and We are furnished with written proof of the 
occurrence, nature and extent of the Emergen-
cy services within 30 days. You shall be re-
sponsible for payment of services received un-
less We Determine that Your failure to do so 
was reasonable under the circumstances. In 
no event shall reimbursement be made until 
We receive proper written proof. 

3. In the event You are hospitalized in a [Non-
Participating] [Non-Network] Facility, coverage 
will only be provided until You are medically 
able to travel or to be transported to a [Network] 
[Participating] Facility. If You elect to continue 
treatment with [Non-Network] [Non-Participat-
ing] Providers, We shall have no responsibility 
for payment beyond the date You are deter-
mined to be medically able to be transported. 

In the event that transportation is Medically 
Necessary and Appropriate, We will cover the 
reasonable cost as Determined by Us. Reimburse-
ment may be subject to payment by You of all 
Copayments which would have been required had 
similar benefits been provided during office hours 
and upon prior written referral to the [Network] 
[Participating] Provider. 

4. . Coverage for Medical Emergency services in-
cludes only such treatment necessary to treat the 
Medical Emergency. Any elective procedures 
performed after You have been admitted to a 
Facility as the result of a Medical Emergency 
shall require prior written referral or You shall 
be responsible for payment. 

5. The Copayment for a Medical Emergency room 
visit will not apply in the event that You were 
referred for such visit by Your Primary Care 

. Physician [ or Care Manager] for services that 
could have been rendered in . the Primary Care 
Physician's office or if You are admitted as an 
Inpatient to the Hospital as a result of the Medi-
cal Emergency. 

(g) THERAPY SERVICES. [The following Services 
are covered when rendered by a [Network] ]Partici-
pating] Provider upon prior written referral by 
Your Primary Care Physician. 

1. Speech therapy, Physical therapy, Occupational 
therapy and Cognitive therapies are covered for 
non-chronic conditions and acute Illnesses and 
Accidental Injuries upon referral to a [Network] 
[Participating] Provider by Your Primary Care 
Physician [or Care Manager]. This benefit con-
sists of treatment for a 60 day period per incident 
of Illness or Accidental Injury, beginning with the · 
first day of treatment, provided that Your Pri-
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mary Care Physician [ or Care Manager] certifies 
in writing that the treatment will result in a 
significant improvement of Your condition within 
this time period and treatment is approved in 
writing by Us. 

2. Chelation therapy, Chemotherapy treatment, 
Dialysis treatment, Infusion therapy and Radia-
tion therapy. 

(h) HOME HEALTH BENEFITS. The following ser-
vices are covered when rendered by a [Network] 
[Participating] Provider, including but not limited 
to a [Network] [Participating] Home Health Agen-
cy, as an alternative to hospitalization and are 
approved and coordinated in advance by Us upon 
the prior referral of Your Primary Care Physician 
[ or Care Manager]. 

1. Skilled nursing se1vices, provided by or under the 
supervision of a registered professional nurse. 

2. Services of a home health aide, under the super-
vision of a registered professional nurse, or if 
appropriate, a qualified speech or physical thera-
pist. These benefits are covered only when the 
primary purpose of the Home Health Services 
rendered to You is skilled in nature. 

3. Medical Social Services by or under the supervi-
sion of a qualified medical or psychiatric social 
worker, in conjunction with other Home Health 
Services, if the Primary Care Physician certifies 
that such services are essential for the effective 
treatment of Your medical condition. 

4. Therapy Services as set forth above. 
5. Hospice Care if You are terminally Ill with life 

expectancy of six months or less, Services may 
include home and Hospital visits by Nurses and 
social workers; pain management and symptom 
control; instruction and supervision of family 
members, inpatient care; counseling and emo-
tional support; and other Home Health benefits 
listed above . 

Nothing in this section shall require Us to provide Home 
Health Benefits when in Our Determination the treatment 
setting is not appropriate, or when there is more cost 
effective setting in which to provide appropriate care. 

VI. EXCLUSIONS 
THE FOLLOWING ARE NOT COVERED SERVICES 

UNDER THIS CONTRACT. 

Acupuncture, except for use as an anesthesia when the usual 
method of anesthesia is not Medically Necessary and Appro-
priate. 

Any service provided without prior written Referral by the 
Member's Primary Care Physician [ or Care Manager] except 
as specified in this Contract. 
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Any therapy not. included in Our definition of Therapy 
Services. 

Artificial drugs and surgical procedures designed to enhance 
fertility, including, but not limited to, in-vitro fertilization, 
in-vivo fertilization or gamete-intra-fallopian-transfer 
(GIFT), and surrogate motherhood. 

Blood or blood plasma which is replaced by You. 

Broken appointments. 

Christian Science. 

Completion of forms. 

Conditions related to behavior problems or learning disabili-
ties. 

Cosmetic Surgery, unless it is required as a result of an 
Accidental Injury sustained while covered under this Con-
tract or to correct a functional defect resulting from a 
congenital abnormality or developmental anomaly; compli-
cations of cosmetic Surgery; drugs prescribed for cosmetic 
purposes. 

Dose-Intensive Chemotherapy, except as otherwise stated in 
this Policy. 

Custodial Care or domiciliary care. 

Dental care or treatment, including appliances. 

Education or training while You are confined in an institu-
tion that is primarily an institution for learning or training. 

Experimental or lnvestigational treatments, procedures, hos-
pitalizations, drugs, biological products or medical devices 
except as otherwise stated in this Policy. 

Extraction of teeth, iricluding bony impacted teeth. 

Eye examinations to determine the need for ( or changes of) 
eyeglasses or lenses of any type; eyeglasses, contact lenses, 
and all fittings, except as otherwise specified in this Policy; 
surgical treatment for the correction of a refractive error 
including, but not limited to, radial keratotomy. 

Facility charges ( e.g., operating room, recovery room, use of 
equipment) when billed for by a Provider unless You were 
referred to the Provider by Your Primary Care Physician. 

Hearing aids and hearing exams to determine the need for 
hearing aids or the need to adjust them. 

Herbal medicine. 

High-dose chemotherapy, except as otherwise stated in this 
Policy. 

Hypnotism. 
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Illness or Accidental Injury which is covered or could have 
been covered for benefits provided under workers' compen-
sation, employer's liability, occupational disease or similar 
law. 

Marriage, career or financial counseling, sex therapy or 
family therapy. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Methadone maintenance. 

Non-Prescription Drugs or supplies, except: 

a. insulin needles and syringes and glucose test strips 
and lancets; and 

b. colostomy bags, belts, and irrigators. 

Nutritional counseling and related services except as other-
wise stated in this Policy. 

Pre-Existing Condition Limitations: We do not cover ser-
vices for Pre-Existing Conditions until you have been cov-
ered by this Contract for twelve months. See the "Defini-
tions" section of this Contract for the definition of a Pre-
Existing Condition. We waive this limitation for Your Pre-
Existing Condition if, under a prior group or individual 
health benefits plan delivered or issued for delivery in the 
United States, with no more than 30 days lapse in coverage, 
You have been treated or diagnosed by a Practitioner for a 
condition under that plan or satisfied a 12 month preexisting 
condition limitation for a condition covered by that plan. 
Similarly, we will credit the time You were previously 
covered under a group or individual health benefits plan 
delivered or issued for delivery in the United States for a 
condition covered by that Plan, if the previous coverage was 
continuous to a date not more than 30 days prior to the 
effective date of this Policy. 

This limitation does not affect benefits for other unrelat-
ed conditions, birth defects in a covered Dependent Child 
or complications of pregnancy as defined in N.J.A.C. 
11:1--4.3. Additionally this limitation does not apply to any 
new benefits mandated by statute or regulation once you 
have satisfied one Pre-Existing Condition Limitation 
through elapsed time, waiver and/or credit. 

[Prescription Drugs: We do not cover an initial prescription 
or refill that exceeds the lesser of: the amount prescribed by 
the Participating Provider and the amount shown below that 
applies to the Prescription Drug: 

(a) For a Prescription Drug which is an oral contracep-
tive drug or a Maintenance Drug: a ninety (90) day 
supply. 

(b) For all other Prescription Drugs: 

(i) a thirty (30) day supply of tablets, capsules, and 
liquids to be taken orally; or '~' 
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(ii) sixty (60) milliliters or one (1) manufacturer's small-
est standard package size of topical solution or 
lotion; 

(iii) a fourteen (14) day supply of rectal or vaginal 
- , medication ( e.g., suppositories, creams, ointments, 

enemas, etc.); or 
(iv) one (1) manufacturer's standard package unit con-

taining no more than sixty ( 60) grams of topical 
ointment or cream; or 

(v) one (1) vial containing no more than fifteen (15) 
milliliters of any otic or ophthalmic product; or 

(vi) two (2) manufacturer's smallest standard package 
units of a nasal or oral inhaler; or 

(vii) three (3) manufacturer's standard (10) milliliter 
vials of insulin. 

We also do not cover prescription refills that are: 

(a) dispensed more than 12 months after the day of the 
Provider's original order of the Prescription Drugs; 
or 

(b) dispensed more than 10 days before the date the 
prior prescription or refill would be consumed when 
taken as directed. 

A Prescription Drug that is prescribed for injectable use, 
other than injectable insulin on prescription only, is not 
covered. 

Allergy and biological sera, therapeutic devices or appli-
ances are not covered as Prescription Drugs.] 

Private-Duty Nursing, except as provided for under Home 
- Health Care. 

Rest or convalescent cures. 

Room and board charges for any period of time during 
which You were not physically present in the room. 

Routine Foot Care, except: 

a. an open cutting operation to treat weak, strained, flat, 
unstable or unbalanced feet, metatarsalgia or bunions; 

b. the removal of nail roots; and 
c. treatment or removal of corns, calluses or toenails in 

conjunction with the treatment of metabolic or pe-
ripheral vascular disease. 

Self-administered services such as: biofeedback, patient-
controlled analgesia, related diagnostic testing, self-care and 
self-help training. 

Services or supplies: 
-eligible for payment under either federal or state programs 

( except Medicaid). This provision applies whether or not 
You assert Your rights to obtain such coverage or payment 
for services; 

-for which a charge is not usually made, such as a Practi-
tioner treating a professional or business associate, or 
services at a public health fair; 

-for which You would not have been charged if You did not 
,_, have health care coverage; 
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-for Your personal convenience or comfort, including, but 
not limited to, such items as TVs, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas 
and hot tubs; 

-for which the Provider has not received a certificate of 
need or such other approvals as are required by law; 

-furnished by one of the following members of Your family: 
spouse, child, parent, in-law, brother or sister; 

-needed because You committed or tried to commit a 
felony or to which a contributing cause was Your being 
engaged in an illegal occupation; 

-provided by or in a government hospital unless the services 
are for treatment: (a) of a non-service Medical Emergen-
cy; or (b) by a Veterans' Administration hospital of a non-
service related Illness or Accidental Injury; or (c) provided 
in a hospital that is located outside of the United States 
and Puerto Rico; or ( d) as we are required by law_ to 
cover; 

--,-provided by or in any locale outside the United States 
other than in the case of a Medical Emergency, unless 
received by a Dependent who is attending an accredited 
school in a foreign country, under the terms stated in the 
definition of Dependent; 

-provided by a licensed pastoral counselor in the course of 
his or her counselor's normal duties as a pastor or minis-
ter; 

-received as a result of: war, declared or undeclared; police 
actions; service in the armed forces or units auxiliary 
thereto; or riots or insurrection; 

-rendered prior to Your Effective Date of coverage or after 
Your termination date of coverage under this Contract; 

-which are specifically limited or excluded elsewhere in this 
Contract; 

-which are not Medically Necessary and Appropriate except 
as otherwise stated in this Policy; 

-which You are not legally obligated to pay. 

Special medical reports not directly related to treatment of 
the Member ( e.g., employment physicals, reports prepared 
in connection with litigation). 

Stand-by services required by a Provider. 

Sterilization reversal. 

Surgery, sex hormones, and related medical and psychiatric 
services to change Your sex; services and supplies arising 
from complications of sex transformation and treatment for 
gender identity disorders. 

Therapeutic Manipulations. 

Transplants, unless otherwise specifically covered, and non-
human organ transplants. 

Transportation; travel. 

Vitamins and dietary supplements. 

Weight reduction or control, unless there is a diagnosis of 
morbid obesity; special foods, food supplements, liquid 
diets, diet plans or any related products. 
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Wigs, toupees, hair transplants, hair weaving or any drug 
used to eliminate baldness. 

VII. GRIEVANCE PROCEDURE 
[Grievance Procedure: Variable by Carrier as approved by 
the State of New Jersey.] 

VIII. RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

"Reasonable Pro-Rata Expenses" are those costs such as 
lawyers fees and court costs, incurred to effect a third party 
payment, expressed as a percentage of such payment. 

"Third Party" means anyone other than Us or a Covered 
Person. 

If a Covered Person receives services or supplies from Us 
or makes a claim to Us for benefits under this Contract 
prior to receiving payment from a third party or its insurer, 
the Covered Person must agree, in writing, to repay Us from 
any amount of money they receive from the third party, or 
its insurer for an Illness or Accidental Injury. 

We will only require such payment when the amounts 
received through such settlement, judgment or otherwise, 
are specifically identified as amounts paid for health bene-
fits for which We paid benefits or arranged [or provided] 
services or supplies and those amounts were not otherwise 
deducted from an award, judgment or settlement in a civil 
action, brought in a court of this State, pursuant to N.J.S.A. 
2A:15-97. 

The repayment will be equal to the amount of benefits 
paid by Us or the reasonable cash value of services and 
supplies arranged or provided by Us. However, the Cov-
ered Person may deduct the reasonable pro-rata expenses, 
incurred in effecting the third party payment from the 
repayment to Us. 

We shall require the return of health benefits paid or the 
reasonable cash value of all services and supplies arranged 
[or provided] for an Illness or Accidental Injury, up to the 
amount a Covered Person receives for that Illness or Acci-
dental Injury through: 

a. a third party settlement; 
b. a satisfied judgment; or 
c. other means. 

The repayment agreement shall be binding upon the 
Covered Person whether: 

a. the payment received from the third party, or its 
insurer, is the result of a legal judgment, an arbitra-
tion award, a compromise settlement, or any other 
arrangement, or .' 

b. the third party, or its insurer, has admitted liability 
for the payment. 

DEPT. OF INSURANCE 

We will not pay any benefits under this Contract or 
arrange [ or provide] services and supplies to or on behalf of 
a Covered Person, who has received payment in whole or in 
part from a third party, or its insurer for past or future 
charges for an Illness or Accidental Injury,. resulting from 
the negligence, intentional act, or no-fault tort liability of a 
Third Party. 

This provision shall not be construed or applied so as to 
require the return of any benefit properly paid by an insurer 
or entity other than Us where the payment of those benefits 
was made pursuant to some other applicable state or federal 
law and that other law precludes such repayment. 

IX. GENERAL PROVISIONS 

'AMENDMENT 

The Contract may be amended, at any time, without Your 
consent or that of anyone else with a beneficial interest in it. 
The Contractholder may change the type of coverage under 
this Contract at any time by notifying Us in writing. 

We may make amendments to the Contract upon 30 days' 
notice to the Contractholder, and as provided in (b) and (c) 
below. An amendment will not affect benefits for a service 
or supply furnished before the date of change; and no 
change to the benefits under this Contract will be made 
without the approval of the Board. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of the Contract, to extend the time 
in which a Premium may be paid, to make or change a 
Contract, or to bind Us by a promise or representation or by 
information given or received. 

No change in the Contract is valid unless the change is 
shown in one of the following ways: 

(a) it is shown in an endorsement on it signed by an 
officer of [Carrier]. 

(b) if a change has been automatically made to satisfy 
the requirements of any state or federal law that 
applies to the Contract as provided in the section 
of this Contract called "Conformity With Law," it 
is shown in an amendment to it that is signed by an 
office of [Carrier]. 

( c) if a change is required by [Carrier], it is accepted by 
the Contractholder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

( d) if a written request for a change is made by the 
Contractholder, it is shown in an amendment to it 
signed by the Contractholder or by an officer of 
[Carrier]. 

ASSIGNMENT 
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No assignment of transfer by You of any of Your interest 
under this Contract is valid unless We consent thereto. 

CLERICAL ERROR-MISSTATEMENTS 

No clerical error by Us in keeping any records pertaining 
to Coverage under this Contract will reduce Your Coverage. 
Neither will delays in making those records reduce it. How-
ever, if .We discover such an error or delay, a fair adjust-
ment of Premiums will be made.. Premium adjustments that 
involve returning an unearned premium to You will be 
limited to the twelve-month period before We received 
satisfactory evidence that such adjustment should be made. 

If You misstate Your age or any other relevant fact and 
the Premium is affected, a fair adjustment of Premiums will 
be made. If such misstatement affects the amount of 
coverage, the true facts will be used in Determining what 
coverage is in force under this Contract. 

CONFIDENTIALITY 

Information contained in the medical records of Members 
and information received from physicians, surgeons, hospi-
tals or other health professionals incident to the physician-
patient relationship or hospital-patient relationship shall be 
kept confidential by us or; and except for use incident to 
bona fide medical research and education as may be permit-
ted by law, or reasonably necessary in connection with the 
administration of this Contract or in the compiling of aggre-
gate statistical data, or with respect to arbitration proceed-

, ings or litigation initiated by Member against Us or as may 
otherwise be provided by law may not be disclosed without 
the Member's written consent. 

CONFORMITY WITH LAW 

If the provisions of the Contract do not conform to the 
requirements of any state or federal law that applies to the 
Contract, the Contract is automatically changed to conform 
with [Carrier's] interpretation of the requirements of that 
law, as approved by the Board. 

CONTINUATION OF COVERAGE 

If you die while this Contract is in force for You, Your 
Spouse and Dependents, Your Spouse and Dependents may 
continue coverage under this Contract for 180 days from 
Your date of death, provided that Your Spouse and Depen-
dents elect to so continue within 31 days of Your date of 
death and subject to: (a) payment of the Premium when 
due; and (b) the Contract provisions for termination of 
Spouse and Dependents' coverage for reasons other than 
Your death. 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this 
Contract. 
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CONVERSION PRMLEGE 

If your Spouse loses coverage due to a divorce, the 
Spouse may apply for an individual health benefits plan. 
An application must be made within 31 days of the occur-
rence of the divorce. 

If Your Spouse applies for the new coverage within 31 
days of the divorce and meets Our Underwriting Require-
ments, the effective date of the new coverage shall be the 
day following the date the Spouse's coverage under this 
Contract ended. Any Pre-existing Condition limitation or 
other limitation not satisfied by the Spouse under this 
Contract will apply under the new coverage to the extent it 
remains unsatisfied. 

GOVERNING LAW 

This entire Contract is governed by the laws of the State 
of New Jersey. 

IDENTIFICATION CARD 

The Identification Card issued by Us to Members pursu-
ant to this Contract is for identification purposes only. 
Possession of an Identification Card confers no right to 
services or benefits under this Contract, and misuse of such 
identification card constitutes grounds for termination of 
Member's coverage. If the Member who misuses the card is 
the Contractholder, coverage may be terminated for the 
Contractholder as well as any of the Contractholder's De-
pendents who are Members. To be eligible for services or 
benefits under this Contract, the holder of the card must be 
a Member on whose behalf all applicable premium charges 
under this Contract have been paid. Any person receiving 
services or benefits which he or she is not entitled to receive 
pursuant to the provisions of this Contract shall be charged 
for such services or benefits at prevailing rates. 

If any Member permits the use of his or her Identification 
Card by any other person, such card may be retained by Us, 
and all rights of such Member and his or her Dependents, if 
any, pursuant to this Contract shall be terminated immedi-
ately, subject to the Grievance Procedures. 

INABILITY TO PROVIDE SERVICE 

In the event that due to circumstances not within our 
reasonable control, including but not limited to major disas-
ter, epidemic, complete or partial destruction of facilities, 
riot, civil insurrection, disability of a significant part of our 
[Network] [Participating] Providers or entities with whom 
We have arranged for services under this Contract, or 
similar causes, the rendition of medical or hospital benefits 
or other services provided under this Contract is delayed or 
rendered impractical, We shall not have any liability or 
obligation on account of such delay or failure to provide 
services, except to refund the amount of the unearned 
prepaid Premiums held by Us on the date such event occurs. 
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We are required only to make a good faith effort to provide 
or arrange for the provisions of services, taking into account 
the impact of the event. 

INCONTESTABILI1Y OF THE CONTRACT 

There will be no contest of the validity of the Contract 
except for not paying Premiums, after it has been in force 
for two years. 

No statement in any application, except a fraudulent 
statement, made by You shall be used in contesting the 
validity of Your coverage or in denying a claim for benefits 
after such coverage has been in force for two years during 
Your lifetime. 

INDEPENDENT CONTRACTOR RELATIONSHIP 

1. No Participating Provider or other provider, institu-
tion, Facility or agency is our agent or employee. 
Neither HMO nor any employee of HMO is an agent 
or employee of any Participating Provider or other 
provider, institution, Facility or agency. 

2. Neither the Contractholder nor any Member is our 
agent, representative or employee, or an agent or 
representative of any Contract Participating Provider 
or other person or organization with which We have 
made or hereafter shall make arrangements for ser-
vices under this Contract. 

3. Contract Participating Physicians maintain the physi-
cian-patient relationship with Members and are solely 
responsible to Member for all medical services which 
are rendered by Participating Physicians. 

4. No Contractholder or Member shall make or assert a 
claim inconsistent with the foregoing unless based 
upon a writing signed by a duly authorized officer of 
HMO. 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the contract until 60 days after You file written proof of 
loss. No such action shall be brought more than three years 
after the end of the time within which proof of loss is 
required. 

LIMITATION ON SERVICES 

Except in cases of Medical Emergency, services are avail-
able only from [Network] [Participating] Providers. HMO 
shall have no liability or obligation whatsoever on account of 
any service or benefit sought or received by a Member from 
any Physician, Hospital, other Provider or other person, 
entity, institution or organization unless prior arrangements 
are made by Us. 

MEDICAL NECESSI1Y 

DEPT. OF INSURANCE 

Members will receive designated benefits under the Policy 
only when Medically Necessary and Appropriate. We may 
determine whether any benefit provided under the Policy 
was Medically Necessary and Appropriate, and We have the 
option to select the appropriate Participating Hospital to 
render services if hospitalization is necessary. Decisions as 
to medical necessity and appropriateness are subject to 
review by the Quality Assessment Committee of HMO or its 
physician designee. We will not, however, seek reimburse-
ment from an eligible Member for the cost of any covered 
benefit provided under the Policy that is later determined to 
have been medically unnecessary and inappropriate, when 
such service is rendered by a Primary Care Physician or a 
provider referred in writing by the Primary Care Physician 
without notifying the Member that such benefit would not 
be covered under this Policy. 

NOTICES AND OTHER INFORMATION 

Any notices, documents, or other information under the 
Contract may be sent by United States mail, postage pre-
paid, addressed as follows: 

If to Us: To Our last address on record. 

If to You: To the last address provided by the Member 
on an enrollment or change of address form actually deliv-
ered to Us. 

OTHER RIGHTS 

We are only required to provide benefits to the extent 
stated in this Contract, its riders and attachments. We have 
no other liability. 

Services and supplies are to be provided in the most cost-
effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropri-
ate employees or companies in administering this Contract. 

We reserve the right to modify or replace an erroneously 
issued Contract. 

Information in Your application may not be used by Us to 
void this Contract or in any legal action unless the applica-
tion or a duplicate of it is attached to this Contract or has 
been furnished to You for attachment to this Contract. 

CONTRACT INTERPRETATION 

We shall administer Contract in accordance with its terms 
and shall have the sole power to Determine all questions 
arising in connection with its administration, interpretation 
and application. 

PRIMARY RESIDENCE REQUIREMENT 
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In order to obtain and continue health care coverage with 
Us, Your Primary Residence must be in New Jersey within 
our authorized Service Area. We reserve the right to 
require proof of Your Primary Residence. 

We will cancel this Contract if You move Your Primary 
Residence outside of the State. We will give You at least 
30 days' written notice of the cancellation. 

REFERRAL FORMS 

You can be referred for Specialist Services by Your 
Primary Care Physician [ or Care Manager]. 

You will be responsible for the cost of all services provid-
ed by anyone other than Your Primary Care Physician 
(including but not limited to Specialist Services) if You have 
not been referred by Your Primary Care Physician [ or Care 
Manager]. 

NON-COMPLIANCE WITH MEDICALLY NECESSARY 
AND APPROPRIATE TREATMENT 

A Member has the right under New Jersey law to refuse 
procedures, medicines, or courses of treatment. A Member 
has the right to participate in decision-making regarding the 
Member's care. Further, a Member may, for personal, 
religious or cultural reasons disagree or not comply with 
procedures, medicines, or courses of treatment deemed 
Medically Necessary and Appropriate by a Participating 
Physician. A Member who refuses procedures, medicines 
or courses of treatment has. the right to seek a second 
opinion from another Participating Physician. If such Par-
ticipating Physician( s) believe( s) that the recommended pro-
cedures, medicines, or courses of treatment are Medically 
Necessary and Appropriate, the Participating Physician shall 
inform the Member of the consequences of not complying 
with the recommended procedures, medicines, or courses of 
treatment and seek to resolve the disagreement with the 
Member and or the Member's family or other person acting 
on the Member's behalf. If the Member refuses to comply 
with recommended procedures, medicines, or courses of 
treatment, We will notify the Member in writing that We 
will not provide further benefits or services for the particu-
lar condition or its consequences. The Member's decision 
to reject Medically Necessary and Appropriate procedures, 
medicines, or courses of treatment is subject to the Griev-
ance Procedure and We will continue to provide all benefits 
covered by the Contract during the pendency of the Griev-
ance Procedure. We reserve the right to expedite the 
Grievance Procedure. If the Grievance Procedure results in 
a decision upholding position of the Participating Physi-
cian( s) and the dispute is unresolved, We will have no 
further responsibility to provide any of the benefits available 
under this Contract for treatment of such condition or its 
consequences unless the Member asks, in writing and within 
7 days of being informed of the result of the Grievance 
Procedure, to terminate this Contract in accordance with 
Section IX. In such event, We will continue to provide all 
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benefits covered by this Contract for 30 days or until the 
date of termination, whichever comes first, and We and the 
Participating Physician will cooperate with the Member in 
facilitating a transfer of care. 

REFUSAL OF LIFE-SUSTAINING TREATMENT 

A Member has the right under New Jersey law to refuse 
life sustaining treatment. A Member who refuses life sus-
taining treatment remains eligible for all benefits including 
Home Health and Hospice benefits in accordance with this 
Contract. We will follow a Member's properly executed 
advance directive or other valid indication of refusal of life 
sustaining treatment. 

REPORTS AND RECORDS 

HMO is entitled to receive from any provider of services 
to Contract Member such information HMO deems to 
administer this Contract subject to all applicable confiden-

. tiality requirements as defined in this Contract. By accept-
ing coverage under this Contract, Contractholder, for the 
Contractholder, and for all Dependents covered hereunder, 
authorizes each and every Practitioner who renders services 
to Member hereunder to disclose to Us all facts and infor-
mation pertaining to the care, treatment and medical condi-
tion of Member and render reports pertaining to same to 
Us upon request and to permit copying of Member's records 
by Us. 

SELECTING OR CHANGING A PRIMARY CARE PHYSI-
CIAN [OR HEALTH CENTER] 

When You first obtain this coverage, You and each of 
Your Dependents must select a Primary Care Physician 
and/or a Health Center]. 

You select a Primary Care Physician from Our Practition-
ers Directory; this choice is solely Yours. However, We 
cannot guarantee the availability of a particular Practitioner. 
If the Primary Care Physician initially selected cannot accept 
additional patients, You will be notified and given an oppor-
tunity to make another Primary Care Physician selection. 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

When You are the named insured under a motor vehicle 
insurance policy, You have two options under the terms of 
Your motor vehicle insurance policy. The option You 
select will also determine coverage of any family member 
covered under that policy who is not a separate named 
insured under another motor vehicle policy. 

(a) You may choose to have primary coverage for such 
services covered under Your motor vehicle insur-
ance policy (the Personal Injury Protection or com-
pulsory Medical Payment provisions of a New Jer-
sey motor vehicle insurance policy or under similar 
provisions of a motor vehicle policy required by any 
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other federal or state no-fault motor vehicle insur-
ance law). 

If You choose this option, We will provide second-
ary coverage in accordance with regulations issued by 
the Department of Insurance. 

(b) You may choose to have primary coverage for such 
services provided by this Contract. 

If You choose this option, We will provide benefits 
for any Covered Services and Supplies incurred for 
the diagnosis or treatment of an Accidental Injury or 
Illness resulting from a motor vehicle accident. 
However, these benefits are subject to the terms, 
conditions, and limits set forth in this Contract. 

In addition, the motor vehicle insurance policy may pro-
vide for secondary benefits in accordance with regulations 
issued by the Department of Insurance. 

If there is a dispute as to primary between the motor 
vehicle insurance policy and this Contract, this Contract will 
be primary. 

This order of benefit determination does not apply if You 
are enrolled in a government health beneft program which 
provides that it is always secondary, or otherwise will not be 
a primary provider of benefits for motor vehicle injuries. 

STATEMENTS 

No statement will void the coverage, or be used in 
defense of a claim under this Contract, unless it is contained 
in writing signed by You, and We furnish a copy. to You or 
Your beneficiary. 

All statements will be deemed representations and not 
warranties. 

TERMINATION OF DEPENDENT COVERAGE 

If you fail to pay the cost of Dependent coverage,Your 
Dependent coverage will end. It will end on the last day of 
the period for which You made the required payments, 
unless coverage ends earlier for other reasons. 

A Dependent's coverage ends when the Dependent is no 
longer eligible. This happens to a Dependent at 12:01 a.m. 
on the date the Dependent loses eligibility. 

Also, Dependent coverage ends when the Contracthold-
er's coverage ends. 

Read this Contract carefully if Dependent coverage ends 
for any reason. Dependents may have the right to continue 
certain benefits for a limited time. 

TERMINATION OF THE CONTRACT-RENEWAL PRIV-
ILEGE 

DEPT. OF INSURANCE 

During or at End of Grace Period-Failure to Pay Premi-. 
urns: If any Premium is not paid by the end of its grace 
period, the Contract will end when that period ends. How-
ever, You may write to Us, in advance, to ask that the 
Contract be terminated at the end of any period for which 
Premiums have been paid. Then the Contract will end on 
the date requested. 

This Contract will be renewed automatically each year on 
the Anniversary Date, unless coverage is terminated on or 
before the Anniversary Date due to one of the following 
circumstances: 

(a) nonpayment of Premiums; 
(b) fraud or misrepresentation by You or Your Depen-

dents; 
(c) termination of Your eligibility or, with respect to 

Your Dependent, Your Dependent's eligibility; 

(d) You become eligible either for Medicare, Medicaid or 
the date You first become eligible to participate in a 
Group Health Benefits Plan; 

( e) You became covered under another individual health 
benefits plan; 

(f) non-renewal as authorized by the Board. 

Immediate cancellation will occur if You commit fraudu-
lent acts or make misrepresentations with respect to cover-
age of You and Your Dependents. 

THE CONTRACT 

The entire Contract consists of: 

(a) the forms shown in the Tables of Contents as of the 
Effective Date; 

(b) the Contractholder's application, a copy of which is 
attached to the Contract; 

(c) any riders, endorsements or amendments to the 
Contract; and 

· ( d) the individual applications, if any, of all Members. 

THE ROLE OF YOUR PRIMARY CARE PHYSICIAN 

Your Primary Care Physician provides basic health main-
tenance services and coordinates Your overall health care. 
Anytime You need medical care, contact Your Primary 
Care Physician and identify Yourself as a Member · of this 
program. 

j 

In a Medical Emergency, You may go directly to the 
emergency room. If you do, then call Your Primary Care 
Physician and Member Services within 48 hours. If You do 
not call within 48 hours, We will cover services only if we 
Determine that notice was given as soon as was reasonably 
possible. \.J 
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[THE ROLE OF THE CARE MANAGER. The Care 
Manager will manage Your treatment for a [Mental or 
Nervous Condition, Substance Abuse, or Alcoholism.] You 
must contact the Care Manager or Your Primary Care 
Physician when You need treatment for one of these condi-
tions.] 
Amended by R.1994 d.614, effective November 17, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(b). 
Amended by R.1995 d.51, effective December 23, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 

EXHIBIT G 
APPLICATION FOR INDIVIDUAL HEALTH 

BENEFITS PLAN FOR INDIVIDUALS 
AND FAMILIES 

Eligibility Requirements 

1. Eligibility requirements are determined under the Indi-
vidual Health Coverage Reform Act of 1992, P.L. 1992, 
c.161. 

2. You must be a New Jersey resident. 
3. You and any family members you wish to cover must 

not be eligible to be covered or actually covered under: 
(a) a group health benefits plan that provides same or 

similar coverage for hospital and medical expenses; 
(b) Medicare; or 
( c) Medicaid (Recent changes in federal law may allow 

you to purchase an individual health benefits plan 
even if you are eligible for Mc dicaid. Ask about this 
when you apply for coverage.) 

4. You and any family members you wish to cover are not 
eligible for a standard individual health benefits plan if 
covered by another individual health benefits plan unless · 
the other plan is being replaced by the plan being applied 
for with this application. 

5. The effective date of your coverage shall be no later 
than the first of the month following the month in which 
the completed application and premium payment are 
received by us or our duly authorized agent. 

INDMDUAL APPLICATION INSTRUCTIONS 
BEFORE COMPLETING THIS APPLICATION BE 

SURE TO FAMILIARIZE YOURSELF WITH THE 
BENEFIT OPTIONS AVAILABLE. [NOTE: [CARRI-
ER'S] PARTICIPATING PROVIDERS, INCLUDING 
ALL [PARTICIPATING] [NETWORK] PRIMARY CARE 
PHYSICIANS, ARE INDEPENDENT CONTRACTORS 
AND ARE NOT AGENTS OR EMPLOYEES OF [CAR-
RIER].] 

COMPLETE ALL SECTIONS IF YOU ARE: 
1. [Applying] [Enrolling] as a new [insured] [enrolled] 

[subscriber] [member]. 
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2. Changing dependent coverage. 

[COMPLETE SECTIONS 1, 2, 3, [AND] [5] AND [6] IF 
YOU ARE TERMINATING YOUR COVERAGE. 
Section 1-Print your full name along with the name(s) of 

your spouse and dependent children you wish to cover, if 
any. Provide date of birth, sex, and social security num-
ber for each individual listed. Your social security num-
ber is for our use. The New Jersey Individual Health 
Coverage Program Board will not collect or use your 
social security number. If a dependent is a full-time 
college student, you must attach a current course sched-
ule or tuition receipt. If a dependent is beyond age 19 or 
23, as applicable, but is mentally or physically handi-
capped or developmentally disabled, unmarried and chief-
ly dependent upon the application or applicant's spouse 
for support and maintenance, a physician's statement as 
to the dependent's physical or mental incapacity must be 
provided. The add/remove blocks should be checked 
only if you wish to add or remove a dependent from the 
plan. 

Section 2-Complete all information. 
Section 3-Check box(es) indicating options for coverage, 

type of contract, [payment plan] and reason(s) for submit-
ting form (i.e., new enrollment, coverage change, name 
change, withdrawal). 

Section 4-This information is required. Please complete 
all information. · 

[Section 5-For applicants only] From the appropriate [di-
rectory] [brochure] [ ] choose [the location number for] a 
Primary Care Physician [or Health Center] [and/or Gyne-
cologist if applicable,] [for yourself and each member of 
your family] [required for all members]. [If you choose a 
Health Center, you must choose a Primary Care Physician 
who services that Health Center.] [Indicate whether you 
are choosing [carrier's] Statewide Physician Network or 
Health Center.] Check the change box only if you are 
changing providers. 

Section [5/6]-Applicant must sign this section and date this 
form or it will not be processed. 

Section [6/7]-Completion of this section is optional. 

CONDITIONS OF ACCEPTANCE 
On behalf of myself and the dependents listed [ on the 

following page,] [on the reverse side,] I agree to or with the 
following: 
1. Coverage of applicant and of the listed dependents shall 

depend on acceptance by (carrier) after a review of the 
application [ and receipt of payment]. 

2. Applicant is applying for individual coverage for the 
applicant, applicant's spouse and any eligible unmarried 
children under nineteen (19) years of age, unmarried 
children who are mentally or physically handicapped or 
developmentally disabled, and who are chiefly dependent 
upon the applicant or the applicant's spouse for support 
and maintenance, or are unmarried children between the 
ages of nineteen (19) and twenty-three (23) who are full-
time students at an accredited educational institution. 
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3. Coverage and benefits are contingent on timely payment 
of premiums. Coverage may be terminated as provided 
in the Individual [Contract] [Policy]. 

4. The Individual [Contract] [Policy] will determine the 
rights and responsibilities of [insured(s)] [enrollee(s)] 
[subscriber(s)] [member(s)] and will govern in the event it 
conflicts with any benefits comparison, summary or other 
description of the health benefits plan. 

[5. As a condition to benefits, applicant understands and 
agrees that (with the exception of a medical emergency as 
defined in the Individual [Contract] [Policy] all services, in 
order to be covered by (Carrier), must be performed 
either by a Primary Care Physician or by the specialist, 
hospital or other provider as authorized by prior written 
referral from the Primary Care Physician [ or Care Manag-
er].] 

DEPT. OF INSURANCE 

[6. [If applicable,] Applicant agrees to make payment di-
rectly to health care providers, such copayments as are 
provided for in the Individual [Contract] [Policy].] 

[7. Applicant understands that this coverage will remain in 
effect regardless of the continued availability of a particu-
lar [Health Center], Primary Care Physician or other 
health care provider.] 

[8. Applicant acknowledges that (Carrier's) participating 
providers, including all participating primary care physi-
cians, are independent contractor and are not agents or 
employees of (Carrier).] 

Supp. 2-20-96 20-186 



INDMDUAL HEALTH COVERAGE PROGRAM 

Please print in ink all information requested on this application. 

This section must be com0Ie1ed in its entireiy. I BIRTHOATE SEX 

LAST NAME I FIRST NAME Ml I MO DAY I YR {Mor F) Social Security Number 

Applicant 

I I I 1. 
:JAdd ::! Remove I I I I I I 

S;,ouse 

I I I I 2. 
::iAdd Aemove _I I_~ / - / / I_ 

Child 

I I I I I I 3. 
=Ade ::! Remove I I I ! I 

:::hild 

I I I I I I_/ 4. 
:J Memove I _._,_._,_, -

Child I I I I I _1_;_._, ___ ,_1_1_ 
s. 

::i Remove . •Anacn sneer to 11st ac:::ruonaI cn11aren. Attacn proot 1. 1u11-bme stuoent. 1ota.11y 01sao1ec aeoenaen. c:111cren will :ie coverec 
regardless of age. A:".a::n proof of disabill!y. 

I DE?:ND:NT INFOC!M,SilON 

Do any of Ille oecenoen:s lis:ed in #1 live a: another accress? 

l'! yes. who and at wha: ac:ress? 

Sxclain tne circums:.a.n:es. 

=v.. ::INo 

tt any dependent's las: name is different from yours, exclain the circ~mstances. 

2. 

Street 

TELl:?HONE NUMSE= 

Home Work Sest place 10 call during aay: 
( ) ( ) ::JHome 

20-187 
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Ive you a resident of Ille S1&19 of Now Jersey? 

Do you maintain a residence in any 

CYes 

CYes CJ No 

DEPT. OF INSURANCE 

W 'Yes', (a) Name of llatl _________ ~_,,,/ 
(b) How much time do you spend there year? _________ _ 

!illf&ZiJ&~~{te!i#it¥¥i3~iii,~!iff~!iP!':!i.l':~e~ffjp_~,¥AciNiiylill827" , :{,; hy,: :;/:.·:,:t:;::mb•··••:•:•,-·•··•· 
PLEASE ENROLL ME {ANO MY FAMILY) IN: (Only one may be selected) [{For Plans B, C, 0, and E select one deductible 
option.)] 

[PLAN A rp Indemnity) rg Point of Service) p !>referred F'rovider) 
PLAN B rg Indemnity) r:l Point of Service) p :>referred F'rovider) Oedu:tible $250 
PLAN C rp lndemnityl r:::i l"oint of Service) r:::i "referred Provioer) Dedu:tible S250 
PLAN D Indemnity) [y i>oint of Service 1 ?referred Provider) Deductible $250 
PLANE Indemnity) [Q Pornt of Service! fO ::>referred Provider) 0edu:ti0Ie $150 

(HMO Plan ($10] S15 [$20) copayment.) 

Type of Con:rac:: Singre 
CJ Family 

Parent & Cniid (ren) 
HusaandjWife 

Type of Activity: 

SSOO __ S1000 __ 
$500 __ S1000 __ 
ssoo __ s1000 __ 
SSOO _ S1000 __J 

New Subscriber :::l Name Cnange from ______ 10 ______ _ 

Converting from existing 
(carrier) Olan 

r:; Change of Primary Care 0 ~vsician or {ClYN} Clvnec0I0oist] 

ID ,t (:::l Change of Health (Care) :enter from ______ to------' 

Add/Remove Dependent r:J Chance of F'rimarv Care "nysician at Healtn fCarel Center) 
Reason _________ _ 
Date of Event _____ _ 

SELECT THE PAYMENT PL.A.N YOU DESIRE 

C Monthly 

[PAYM:NT MOOE: 
Check 
Money Order 
Credtt Card Type No. 
Aulomatic Bank Draft jat:ach voiced cneckl 
Other Amoun! S 

Witndrawat From Coveraae 
Dale of Event -

Semi-Annually) 

!:xc. Date 

Ale you employed? :::lYes ::I No tt yes, please grve name and aodress of your employer. 

Ale you eligibl1 for other benefits coverage? 
~.e., coverage under your employer'• health 
t:enelits coverage, Medicare or Medicaid) 

I W yes, give namo and policy no, o1 otnor caniot 01 type of covttago. 

I 
Ale otner family memcers eligible for coverage? If yes, specify. 

CJ Na 

I Do ~u or other 1amil;t members curTentlv have anv other health care coveraae? I It ~es. aive name and ealiEl(iCe~meate no of other carrier initial effective date of eo,,e1aoe and soecifv those coveted bv the 
2oli~1cenificate: 

I Ate you ,eplacsng existing coverage? 

j tt yes. gr/9 name and policy no. o1 otner carrier, initial effective date of coverage, date of termination, and specify those I :overed by policy. 

I f}-1.ave vou or vour deoendents e11er been a memoer o1 rcarrierl"'] 

! llf ves. under what name and s:,:ial secyritv no.'?J 

lWhere? rcarrierl of:J 
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FULL NAM: OF PFIIMARY 

I I 
PFIIMARY CARE 

I CAA: PHYSICIAN ANO Hi:Al.TH CSNTEM' [GYNECOLOGIST SSTASUSHEO PHYSICIAN 
O~C: ID NO. [If 10glicat1l1) OFFICE NO.] PATl!:NT CHANG: 

A::•·:ant I I 
~- S::,so I I . Cc-: I OYes ONo I 
•. c.,:: I I CYH CNo C I 
-· c~.:= I I I 
:s1a':!'•·::1 Physician Network Cl Mealtn Center O] 

•, ,·:,er u-e:img neann ;.,en11r option, p1eu• 11so s11ect a ?nma.ty care ?nys1c1an trom among tne Hunn '-Amer cioctori. 

: nereby apply to (cam,r) for coverage for any eligible depenoents listed above and myself. 

I understand that for the 12 montns following tne effective date of tni& tpolic:,,] f;ontractj. benefit&.,. not provided tor heann 
:are services received for (a) conditions far whicn medical advice, diagnosis, car, or treatment was r1ccmm1nd1d or ,ec11vea 
outing tn1 1ut 6 montns. (b) conditions tor wnicn during trte last 5 mcntns there were sym?toms which would cause a i:iruaent 
;::ierson to suk medical advice, di1gn0111, care, or treatment, or (c:) pregnancy u1Sting on tnt effective da1e ot tni1 .[pclic:yj 

(Note: This limitatiOII may not appty If tn1 aligiblt person transfers from anotn1r 1'111Jth benefits plan.} 

[!Unless I request ou,erwise in writing,) l understand lh&I by signing oelow when I file a claim, (catrier) may pay tn• health cart 
=•n1f1ts directJy to provider inS111d of to me.} 

i agree tliat {a) any pnysician, hospital or o1her provider is authorized l0 provide to or its assignee) intormat10n about 
any 1ligibl1 person's medica! history: anc (b) any company or person having information conc:tming otnar n1altr, care covera;e 
in fgrct, or availaole to, any eligible gerson may give suer, information 10 (earner or rts as11gnee.) 

I stale tnat (a) I am a resident of New Jersey rand reside within 11'te !carrier) service area l'if (b) tne infQrmatign 
;i¥en on ttlis application is comc1e11 10 u,e oest of my knowledge and belief and (c) tna1 icamer) will rely on this iniormation to 

H:ALTH 
C5NT!:FI 
CH-".NGE 

determine eligibility. I understand that if I omit er falsity any statement in this application !carrier) can cancel this contra<:: as ct 
Ille original effective date. 

Applicant's Signature: ________ _ Oate Signed: _____ _ 

Spouse's Signature: Date Signed: 

Preparer's Signature: DOI Ucense # Date Signed: 

NOT!: TO ALL. APPLICANTS: ff we accect your application, a copy of the application will be sent 10 you. Attach the copy tc 
your {[certificate!} [contract] [policy). H becomes part of your contra<:: with us. 

Ccm~letion of !his section is optional. The intcmaticn will be used tor sta:,s:,cal curpcses only, in a way that will not ident,~ 
you oe,sonally. This intorma11on will not atte::: your application, acceptance er coverage. 

Cl unoer {Sl0.000}-$19,999 Cl S20-{S30.000}S29.999 Cl S30-{S40.000}Sa:.999 0 S40-{S50.000}S49,999 

.J SSQ.{$60.000}$59.999 :: SS0.000 anc z:ove 

For [Carrier] fEttective I [Billing] I r:overage I [Pian] Use Date] Cc:e] [Type] 
Only 

I I I 
Amended by R.1995 d.51, effective December 23, 1994 (operative 

January 1, 1995). 
See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 

I 
I 
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[ I 
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PLEASE 
DO NOT 
STAPLE 
INTHIS 
AREA 

EXHIBIT H 

DEPT. OF INSURANCE 

HEAL TH INSURANCE CLAIM FORM '"" 
• VEOICAN: ME.DtCAID c~s CHAW'VA GROOP FECA OTHlR 11 INSUREDS I O NU,..BER 1FOA PROGRAM IN ITEM I I ... 
7f~lln(Mtdl:ad#nf__.. .. SSH) n/\/AFtltl•J n~~'=~nll;~~O/IOJ I 
2 PA 1£NTSIUJ,lf\\..nl~ ...... ...._I 3 P;,,.' NT~OBIRl~fATE ... , INSUREOSNAME(UlstN.arNI Fol"- MilclclllnCII.II 

I 
•n ,n 

!I f",UIENT"S ADOAESS \No ~,..,) 6 P.o..T1ENTREU.TION$HIPTOINSUREO 1 INSUREDS ADDRESS !No S"H\I 

... c,r, !STATE fl P,UIENTSTATUS c,r, !SU.TE z 

OPCOOE l(LE)E(lnc:k.daAruCool1 ""COO< TELEPHONi !INCLUDE AREA COO£) C :,; 
( ) 0: 

12 I OTHER lNSl/RE01>NAAol£ tl.aslNarnll. ~lfll""'- Moede irn.! 111 Q,.ATIENTSCONOITIONAELATEOTO 1 I INSUAEO S POLICY GROUP~ FECA NUM8ER l!a 
0 w 

a 0Tt-1ER IHSUAEO"S POI.ICY 0A GROVP NUMB£A a EMP~O't'MENT' 1CURRENT OR PREVIOUSI • IH$URE0'$0ATE OF 81Att1 ... 0: 
MM 00 YY ::, 

oves •CJ F:' "' z 
b OTHER INSUREDS DATE OF 8fRTH s,, b •uro ACCIOENP P\.ACE !Sta.!al b E-.!P\.OYER S NAl,IE OR SCMOa. N.AME 0 ... 00 V, •n •n oves ONO z . C 
c EMPI.OVER'S MAME 0A SCHOOl NAME c OTHER ACC10€Nf'f c U'ISURANCE ~N NAM£ OR PROOAAM NA.ME ... 

QvEs 
ffi ;:: 

a INSURANCE PLAN NAME 0A PROGRAM NAME 'C<I RESERVED FOR LOCAl USE d rs THERE ANOTHER HEALTH BEfltEFIT P\AN7 .. .. 
O,es ONO 11,l'M I-IOandCCllll(IIICedeffl9Jl-(I 

i 
READ IACK-. , -RIii HFOftE c;OWLETIMG I $IGHNQ TMIS FOftM. 13 INSUREDS OR AUTHORIZED PERSONS SIGNATURE I Ml'onll 

12 PATlENT"SOAAUTHOAIZl:OPEA50N·SsaGNATURE l aill'O'tll!hf .-..11o1 anyffllOCllor Cl~ ,r,1c,,~~ r,l}"'Nlllol~ba'n91~stollleu~pl'lylo.nc,,~!c,, 
IOo,ocnsNd,allll 1-.0,..-paytntfllol90¥•m>aR1--,,IS~:OffiYSIII0110!llep,ll'!f~~au,gnmenr -aesootieo--SIGHED DATE SIONED . T 

DATE Of CUAAENT PU.HESS !Foril li)'fflPlafflJ OR I IS tF l>AT!ENT H.-S HAO SAME OR SIMILAR ILLNESS 16 DATES PATIENTUNA8lE TOWOAI< IN CURAENT OCCUPATION ... 
1M 00 'N QIVE flRSl DATE t,0.1 00 V¥ UMOO'N loll.lOOVV 

'""" TO 

17 NAMEOFAEFERAINGF't<YSICIANOROTMEASOUACf , ,71 1 D NUMBER OF AEF!!AAIHGPMYSICIAN 18 I-IOSPtTAlll.ATIONOATESAELATED TOCUFIAENTSEAVICES .. DO ,v "" 00 V, 
FROM TO 

TS RESERVED FOA LOCAL USE 20 OU'l"SIDE LA.6' SCHAAGES 

Oves ONO I I 
21 DIAGNOSIS 0A NATURE Of' ILLNESS 0A INJURY !RELATE ITfl,IS 1 2.3 0A • TO ITEM 2'iE BY llkE) t 22 ~DICAIO RESUBMISSION I OAICi1~ AEF H0 

1L-,- 3 t___ __ 
23 PAIOAAUTHOFIIZATIONNUM6ER 

'L-.. . I .. . 8 C ' F 0 H ' J ' z 
F,~TE!SJC#SERVICfTo 

~LT:' 
PROCEDURES SERVICES OP SUPPLIES! 0TAGNQSIS 1:r·~1 RESERVED FOR 0 

1E•H"'U"1,1-.iC.1c.,m1!Jll>CffJ CODE SCHARGES ORF~ C06 '""""" l!i "" 00 ,v "" 00 ,v cPT MCPCS I ur,r!IF!ER l,,iNITS Plan EMG 

i 
,. 

,I : i l:!j 
I 

I 
-~ 

,I ffi 
I .. ::, 

"' 
I 

a: . 0 
z 

5 I ; 
! ! .. 

I i i if . 
2S FEDERAi. TAJII ID NUt.181:R ... , .. ZS PATIENTS ACCOUNT HO 21,~:!l~~~ . 28 TOTAL CI-IAAGE. l~Al,l()JNTPAIO I lO SAlANCE OUt 

'' . r; YES NO ' i• ! s.GNATUAI!: Of' PHYSICIAN 0P 5UPP1.1EA l2 NAME AHO AOOF!ESS Of FAC11.1TYWHERE SERVICE$ WERE 33 PHYSICIANS SUPPL.I ER S Ill.LING /tiA.\tE ADO RESS ZIP cooe 
.HCLU01NG DEGREES o;i CREOcNTIAl.5 RENCEREO ,11 Offlllf 11'W1 l\o,'l',e or dial &PHCNE• 
ll~lf\lllf'IIWllfflllllll,O'lltlll.....,M i I ..,10!1'111,t,il1Jd•• ..... •P111""'"'' l I SIONEO OATE - I°"" 
1AIP1'AOVEOS¥ AMACOUMCO.ONMEDICAL SERVICE HSI PLEASE PRINT OR TYPE FOAIAHCFA-15,QO 112961 

FOAIIOWCP,t!IOO FOAIIAA8-1500 
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NOTICE TO 
THE PATIENT 

Thi halpilal Is acting ...,. U a, agent to, the patient In ftUng to, lnauranct benefit& 
aalgned to It, howewa', thl hOlpltal can usume no mponalblllty for gua,w,INV'IQ payment 
cl OOWf9d charQa u lhown on the face of the bin. CNdtl la lhown anty when the hoa,pft&t 
hu actually payment Sllould an ~t bl rnedt, • •fund check wm be 
unt to the autl'IOftad P&ttr !NI ii CU the O'fllfl)ayment 

UB-82HCFA-1«IO 

EXHIBIT J 
Loss Ratio Report Form 

New Jersey Individual Health Coverage Program 
Calendar Year Ending December 31, __ 

Name of Carrier_· ---------~,AIC # __________ _ 
Address: _________________________ _ 

A separate Report Form should be completed and filed for each affiliate. 
A. Net Earned Premium for Standard Health Benefits Plans $ __ _ 

B. Losses 

C. 

1. Claims incurred during calendar year and paid through June 
30,_ $ __ 

2. Residual Reserve ( a or b) 
a. Safeharbor reserve (3.3% of Bl) $ __ _ 
b. Calculated residual reserve ( enclose required actuarial 

certification) 
3. Pro rata share of assessments 
4. Total Losses (Either 1 + 2a + 3 or l + 2b + 3) 
Loss Ratio (B + A) ___ % 
If C is less than 75%, then a plan must be included 

difference to policy and contract holders. 

$ __ _ 
$ __ 
$ __ 

for returns of the 

I certify that the above information is accurate, complete and has been prepared 
in accordance with N.J.S.A. 17B:27A-9e(l} and (2) and N.J.A.C. 11:20-7. 

Date Actuary's Signature 

Title 

Telephone Number 
EXHIBIT K 

New Jersey Individual Health Coverage Program 
Carrier Market Share and Net Paid Loss Report 

This Report must be completed in accordance with the provisions of N.J.A.C. 
11:20-8, and certified to by the Chief Financial Officer or other duly authorized 
officer of the Carrier. In 1993, Reports must be completed and returned on or 
before June 28, 1993. Thereafter, Reports must be completed and returned on 
or before March 1 annually. Completed Reports must be returned to the 
Executive Director at the address listed in N.J.A.C. 11:20-2.l(h). 

Part A. Carrier Information 
I. Carrier's Name_· _____________________ _ 
2. Carrier's NAIC Number (including Group): __________ _ 
3. Is the specifically-named Carrier an affiliated Carrier? 

__ Yes __ No. 
a. If Yes, is this Report the combined Report for all Affiliated Carriers, 

or for the specifically-named Carrier? 
__All Affiliated Carriers' combined Report 
__ Specifically-named Carrier's separate Report 

20-191 Supp. 2-20-96 
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b. If for all Affiliated Carriers, indicate the number of specifically-named 
Carrier Reports attached to this combined Report. 

Part B. Personal Respondent Information 

I. Name_·-------------------------
2. Title: ______________________ _ 

3. Telephone No,_· __________ _.acsimile No,_· ______ _ 

Part C. Calendar Year Information for ___ _ 
(year) 

1. Net earned premium for all group and individual health bene-
fits plans: 

2. Number of non-group persons enrolled by the Carrier: 
a. Community rated and modified community rated 

persons 
b. Community rated conversion policy persons 
c. Medicare cost and risk persons 
d. Medicaid recipients 
e. HcalthStart Plus recipients 

Non-group Total 
3. Net paid loss report for Individual Health Benefits Plans: 

a. PREMIUM EARNED 
Community rated and modified com-

munity rated $ 

Exhibil L, Part 

$ __ 

HIIN 111 , .. ,e'I [Dn!J!thng R1r;,1 
hl1pl,Drwf1·1T1btr 
h1N11nbt, 

DEPT. OF INSURANCE 

b. CLAIMS PAID (-) 
Community rated and modified com-

munity rated $ 

c. EXPENSES ( - ) 
Community rated and modified com-

munity rated $ 

d. SUBSIDIES ( + ) 
(BCBSNJ only; 1992 only) 

e. NET INVESTMENT INCOME ( +) 
Community rated and modified com-

munity rated $ 

f. NET PAID GAIN/(LOSli) 
Community rated and modified com-

munity rated $ __ _ 

g. REIMBURSEMENT SOUGHT $ __ 
(For 1992: Limited to the Lesser of $10,000,000 or 50% of the Net 
Paid Loss) 

Part D. Certification 

I certify that the information provided in this Report is accurate and complete, 
and has been prepared in accordance with the provision of N.J.A.C. 11:20-8. 

Signature Title Date 

L1roil,m;nl St11lu1 Rnport o~,n {Molltd C1nun11nil'f 1111d lndi,id111IFl.n1 

Supp. 2-20-96 

C.:JHl:Jil~ Slalistic, PllnO 1'1111( 

In~,~~•!· PPOrrcs ln~,,..~,t. PPO:PO~ H\tO Plan 
:.• i.,;,,1 ~Y s .. ~,-1ibu c~ntt•:t 
,. i;.,.: i: cl C:n1,,,t1 l•l~1u lt;1rr11ng ti Ptuod 
: 1 1;,, •• :;11.~~c!~,,,1,r~111,,.,d,nr111d 

!' 
· -· · r":•,111.r.,~., ~111, ... c,,111u11 

l"'"-:.-'c!·";.!.:11,_,s:!c, le,m,:,~'"'"';:,•M=l",:,"e.' -------i 

t====f,.,..~~boj, uj""t•~w•~~=============t::::::t::::i::::-l---l---+---+--+--J--+--t--+--t-·-1 C5":t•clt by Rohu111,n1 S111u1 

N1mbu Unkncwn 
Ill f1,1n!>u o!Ccn11111l1pu1i11Ptliod 
,'I IIJ01bll 11 Cor,111111 lnlon1 End ti P111od 11. • II · Ill.I 

a. R,p .. 1 lly r11H111 la,.., .. lfM 11 P11ill4t 
I ll•,nbe1 lnsurtd l1ginni111 II P11iO, 

II 11:nblr 11 H1w ln11o11dt °""" r11iod 
Ill Pl.mbe11fln1uild1l1p11lllrhamgP111od 
JV ll1P1b11 ln111r1d En4 of P1nod II. • U. , Ill.I 

C. AtpHI ., CHI/ICU., A.li"Q' c,1,,,,, lfM ., Perid) 
7ti.rr,b" ot Sm;l1 Sulnrnbu CDnlllCII 

U•.J'!lb11 ol fly1bl!\~ and Wilt Sllbu11bl1 CtntlHll 

[tl,1T1h1 ti P1,1111111dCM4t•1NCDIIU"h 
j/4.l":l~tl ti I r.,,ly Conl11tll 

I 

I 
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Exh1b1t L, Pdrt 2 

hlo,t.w NwnWr 
luN.,,.,111,1. 
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En1ollmanl Stalut R1put 0flll hrtll .. C11111111Nl1 ll1N 11111111, .. ol Pll111 

Annual S1ati1tic1 

,..,.,,,,c:..a-.. ••••1•'-'•"••• 
-w,1s...rn,11111c.1,ac11,11z .. , ...... oro D7J 

z.c .. a,mD14 DIS 
, .. a.,1101, 

z .. ,, ... ,,,on 

I------~ .. ,,.=~,.,,,,,."'-,-,.-, ----l----l--------1----l----l------11-------l----l---l----l----1---l--1-
1 .. c,••u•IIM 
Z•C1•A11110H 
z.c, • .1r,11ur 

OIi 

• .., .. ,,,c. .......... , ........ . 
N.111M, ..... C,n11,,_,_ .. _,EN .. hrlM 

... ¥.~·t:,1!t==========t====+====+==+===t==+===1t==t===t===t::==+===t===t::===t==j l01140 

111111 
111111 
1110.. .. , .... , _ _,,_,_.._.,bl .. ,._ 

--

... ~:.7~.':.~==========t====±====t==±==jt==t==j===l:==±==jt==t_-+-~1---1--------l J0114CI ----·---
'11111 
H111G 

1111r, Udll 110.0IID 
110ttl2U.DIIO 
no,,uo.ooa 
no11UD.OIIII 
H01,HO.OCID 

HODOD&lhN 
h1.1IW"1alll11 

New Rule, R.1994 d. 53, effective December 30, 1993. 
See: 26 N_J.R. 90(a), 26 N.J.R. 806(a). 

EXHIBIT M 
PPO STANDARD PLAN PROVISIONS 

[Ill. PREFERRED PROVIDER ORGANIZATION 
PROVISIONS 

This Policy encourages a Covered Person to use services 
provided by members of [XYZ Health Care Network a 
Preferred Provider Organization (PPO).] A PPO is a net-
work of health care providers located in the Covered Per-
son's geographical area. [In addition to an identification 
card,] the Covered Person will periodically be given up-to-
date lists of [XYZ Health Care] Network Providers. 

Use of the network is strictly voluntary, but We generally 
pay a higher level of benefits for most covered services and 
supplies furnished to a Covered Person by [XYZ Health 
Care Network]- Conversely. We generally pay a lower level 
of benefits when covered services and supplies are not 
furnished by [XYZ Health Care Network] (even if a[n] 
[XYZ Health Care] Network Provider orders the services 
and supplies). Of course, a Covered Person is always free 
to be treated by any Provider or Facility. And, he or she is 
free to change Providers or Facilities at any time. 

A Covered Person may use any [XYZ Health Care] 
Network Provider. [He or she just presents his or her XYZ 
Health Care Network identification card to the XYZ Health 

Care Network Provider or Facility furnishing covered ser-
vices or supplies. Most XYZ Health Care Network Provid-
ers and Facilities will prepare any necessary claim forms for 
him or her, and submit the forms to Carrier.] The Covered 
Person will receive an explanation of any insurance pay-
ments made by this Policy. [And if there is any balance 
due, the [XYZ Health Care] Network Provider or Facility 
will bill YOU.] 

This Policy also has utilization review features. See the 
"Utilization Review" section for details. 

What We pay is subject to all the terms of this Policy. 
You should read this policy carefully and keep it available 
when consulting a Provider_ 

See the Schedule of Benefits for specific benefit levels, 
payment rates and payment limits. 

If You have any questions after reading this Policy, You 
should call Us [Claim Office at the number shown on your 
identification card.] 

GRIEVANCE PROCEDURE 

[Carrier is required to include a Grievance Procedure. 
The text of the Grievance Procedure must be consistent 
with that which has been the filing of the Carrier's Selective 
Contracting Arrangement filing, as required by N_J.A.C. 
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11:4-37 or approved by the appropriate regulatory authority 
of the State of New Jersey.] 

New Rule, R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 

EXHIBIT N 
POS STANDARD PLAN PROVISIONS 

[III. POINT OF SERVICE PROVISIONS 

A. Definitions 

Primary Care Physician (PCP) means the Physician the 
Covered Person selects to supervise and coordinate his or 
her health care in the [XYZ] Provider Organization. We 
will supply a list of [PCPs] who are members of the [XYZ] 
Provider Organization to You. 

Provider Organization (PO) means a network of health care 
Providers located in a Covered Person's Service Area. 

In-Network Benefits means the benefits shown in the 
Schedule which are provided if the [Primary Care Practi-
tioner] provides care, treatment, services, or supplies to the 
Covered Person or if the [Primary Care Practitioner] refers 
the Covered Person to another Provider for such care, 
treatment, services, or supplies. 

Out-of-Network Benefits means the benefits shown in the 
Schedule of Benefits which are provided in the [Primary 
Care Practitioner] does not authorize the care, treatment, 
services, and supplies. 

Service Area means the geographical area which is served by 
the Practitioner in the [XYZ] Provider Organization. 

B. Provider Organization (PO) 

The Provider Organization for this Policy is the [XYZ] 
Provider Organization. This policy requires that the Cov-
ered Person uses the services of a [PCP], or be referred for 
services by a [PCP], in order to receive Network Benefits. 

C. The [Primary Care Physician (PCP)] 

The [PCP] will supervise and coordinate the Covered 
Person's health care in the [XYZ] PO. The [PCP) must 
authorize all services and supplies. In addition, he or she 
will refer the Covered Person to the appropriate Practition-
er and Facility when Medically Necessary and Appropriate. 
The Covered Person must obtain an authorized referral 
form from his or her [PCP) before he or she visits another 
Practitioner or Facility. Except in case of a Medical Emer-
gency, if the Covered Person does not comply with these 
requirements, he or she may only be eligible for Out-of-
Network Benefits. 

DEPT. OF INSURANCE 

We provide In-Network Benefits for covered services and 
supplies furnished to a Covered Person when authorized by 
his or her [PCP). We pay Out-of-Network Benefits when 
covered services and supplies are not authorized by the 
[PCP]. If services or supplies are obtained from [XYZ] 
Providers but they are not authorized by the [PCP], the 
Covered Person may only be eligible for Out-of-Network 
Benefits. 

A Covered Person may change his or her [PCP] to 
another [PCP] [once a month]. He or she may select 
another [PCP] from the list of Practitioner's and notify 
[XYZ] PO by [phone or in writing]. 

When a Covered Person uses the services of a [PCP], he 
or she must present his or her ID card and pay the 
Copayment. When a Covered Person's [PCP) refers him or 
her to another [XYZ] PO Provider, the Covered Person 
must pay the Copayment to such Provider. [Most [XYZ] 
PO Practitioners will prepare any necessary claim forms and 
submit them to Us. [PCP] 

**[Once per calendar year, a female Covered Person may 
use the services of a [XYZ] PO gynecologist for a routine 
exam, without referral from her [PCP). She must obtain 
authorization from her [PCP] for any services beyond a 
routine exam and tests.] 

**[A female Covered Person may use the services of a 
[XYZ] PO gynecologist for non-surgical gynecological care 
and routine pregnancy care without referral from her PCP. 
She must obtain authorization from her PCP for other 
services.) 

**NOTE TO CARRIERS: If you elect to provide self-
referral coverage for gynecological care please choose one of 
the items identified with ** to include in your New Jersey 
Individual Health Coverage Plans. 

D. Out-of-Network Services 

If a Covered Person uses the services of a Provider 
without having been referred by his or her [PCP], he or she 
will not be eligible for the In-Network Level of Benefits. 
For services which have not been referred by the Covered 
Person's [PCP], whether provided by an [XYZ) PO Provider 
or otherwise, the Covered Person may only be eligible for 
Out-of-Network Benefits. 

E. Emergency Services 

If a Covered Person requires services for a Medical 
Emergency which occurs inside the PO Service Area, he or 
she must notify and obtain authorization from his or her 
[PCP or Us] within 48 hours or as soon as reasonably 
possible thereafter. 

Supp. 2-20-96 20-194 
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Emergency room visits to PO Facilities are subject to a 
Copayment, and such visits must be retrospectively reviewed 
[by the [PCP)]. We will waive the emergency room Copay-
ment if the Covered Person is hospitalized within 24 hours 
of the visit. 

If a Covered Person requires services for a Medical 
Emergency outside the PO Service Area, the [PCP or We] 
must be notified within 48 hours or as soon as reasonably 
possible thereafter. Follow-up care is limited to the medi-
cal care necessary before the Covered Person can return to 
the PO Service Area. 

F. Utilization Review 

This Policy has utilization review features. See the "Uti-
lization Review" section of this Policy. 

G. Benefits 

The "Schedule of Benefits" shows Network Benefits, Out-
of-Network Benefits, and Copayments applicable to the 
Point of Service arrangement. 

What We pay is subject to all the terms of this Policy.] 

For Continued Confinement as an Inpatient beyond the 
time authorized, You or Your Provider must contact us 
within hours prior to the reapproved discharge date for 
additional authorization. 

GRIEVANCE PROCEDURE 

[Carrier is required to include a Grievance Procedure. If 
a Carrier has had a Selective Contracting Arrangement 
approved by the New Jersey Departments of Insurance and 
Health, it must include that approved Grievance Procedure 
language in the standard IHC forms.] 

New Rule, R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 
Amended by R.1995 d.579, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 

EXHIBIT 0 
PPO/POS SCHEDULE 

Example Schedule of Benefits for Plan 
A when offered as a PPO/POS 

[III. SCHEDULE OF BENEFITS 

Services and Supplies provided by a [Primary Care Physi-
cian] [Network Provider] [or through a Referral by Your 
Primary Care Physician/Network Provider/Care Manager] 
are paid at the In-Network level of benefits. 

Payment under this Policy will be provided at the Out-of-
Network level of benefits if [Your] [Primary Care Physician] 
[Network Provider] [Care Manager] [has not provided or 

11:20 App. 

coordinated Your Care before a Covered Charge is in-
curred]. 

BENEFITS FOR COVERED CHARGES UNDER THIS 
POLICY [ARE SUBJECT TO ALL DEDUCTIBLES, CO-
PAYMENTS AND COINSURANCE, AND] ARE [IS] DE-
TERMINED PER BENEFIT PERIOD BASED ON OUR 
ALLOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO UNLIMITED LIFETIME 
MAXIMUM UNLESS OTHERWISE STATED. 

FACILITY BENEFIT-30 days Inpatient Hospital care. 
In-Network [ ] 
Out-of-Network [ ] 

COINSURANCE: 
FACILITY 

In-Network 
Out-of-Network 

PRACTITIONER'S SERVICES 
In-Network 
Out-of-Network 

NOTE: The Coinsurance Amounts cannot be met with: 
• Non-Covered Expenses 
• Cash Deductibles 
• Copayments 

CASH DEDUCTIBLES: 
INPATIENT (separate)-$250/day, $1,250 per Period of 

Confinement/Covered Person; max. of two Inpatient 
Deductibles/Covered Person. 
In-Network [ ] 
Out-of-Network [ ] 

OTHER COVERED CHARGES-$250/Covered Person, 
$500/family. 

In-Network [ ] 
Out-of-Network [ ] 

PRIMARY CARE SERVICES-$100/Covered Person, 
$300/family. 
Not subject to Deductibles and Coinsurance. 

In-Network 
Out-of-Network 

[OTHER-LIST] 
In-Network 
Out-of-Network 

NOTE: OUR PAYMENTS, AS NOTED ABOVE, WILL 
BE REDUCED FOR NONCOMPLIANCE WITH THE UTI-
LIZATION REVIEW PROVISIONS CONTAINED IN THIS 
POLICY. READ THESE PROVISIONS CAREFULLY BE-
FORE OBTAINING MEDICAL CARE, SERVICES OR 
SUPPLIES. 

REFER TO SECTIONS OF THIS POLICY CALLED 
"COVERED CHARGES" AND "CHARGES COVERED 
WITH SPECIAL LIMITATIONS" TO SEE WHAT SER-
VICES AND SUPPLIES ARE ELIGIBLE FOR BENEFITS. 

REFER TO THE SECTION OF THIS POLICY CALLED 
"EXCLUSIONS" TO SEE WHAT SERVICES AND SUP-
PLIES ARE NOT ELIGIBLE FOR BENEFITS.] 
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New Rule, R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 

EXHIBIT P 
PPO/POS SCHEDULE 

Example Schedule of Benefits for Plan B through 
E when offered as a PPO/POS 

[III. SCHEDULE OF BENEFITS 
Services and Supplies provided by a [Primary Care Physi-

cian] [Network Provider] [or through a Referral by Your 
Primary Care Physician/Network Provider/Care Manager] 
are paid at the In-Network level of benefits. 

Payment under this Policy will be provided at the Out-of-
Network level of benefits if [Your] [Primary Care Physician] 
[Network Provider] [Care Manager] [has not provided or 
coordinated Your Care before a Covered Charge is in-
curred]. 

BENEFITS FOR COVERED CHARGES UNDER THIS 
POLICY [ARE SUBJECT TO ALL DEDUCTIBLES, CO-
PAYMENTS AND COINSURANCE, AND] ARE [IS] DE-
TERMINED PER BENEFIT PERIOD BASED ON OUR 
ALLOWANCE, UNLESS OTHERWISE STATED. 

ALL BENEFITS SUBJECT TO [AN UNLIMITED 
(PLANS C-E)] [$1,000,000 (PLAN B)] PER LIFETIME 
MAXIMUM UNLESS OTHERWISE STATED. 

FACILITY BENEFIT-365 days Inpatient Hospital care. 
In-Network [ ] 
Out-of-Network [ ] 

COINSURANCE: 
MENTAL OR NERVOUS CONDITIONS AND SUB-

STANCE ABUSE 
In-Network 
Out-of-Network 

OTHER COVERED CHARGES 
In-Network 
Out-of-Network 

[ ] 
[ ] 

COINSURANCE CAP-[Insert Appropriate Plan Amounts 
per Covered Person and per Family] 

NOTE: The Coinsurance Caps cannot be met with: 
• Non-Covered Expenses 
• Cash Deductibles 
• Coinsurance for the treatment of Mental and Nervous 

Conditions and Substance Abuse 
• Copayments 

CASH DEDUCTIBLE-[Insert Appropriate Plan 
Amounts/Covered Person] 

[Insert Appropriate Plan Amounts/family] 

DEPT. OF INSURANCE 

EMERGENCY ROOM COPAYMENT (Credited toward In-
patient admission if admission occurs within 24 hours as 
the result of the Medical Emergency) 

In-Network [ ] 
Out-of-Network l ] 

HOME HEALTH CARE-Unlimited days, if preapproved. 
In-Network [ ] 
Out-of-Network [ ] 

HOSPICE CARE-Unlimited days, if preapproved. 
In-Network 
Out-of-Network [ ] 

MENTAL OR NERVOUS CONDITIONS AND SUBSTANCE 
ABUSE-Up to $5,000/Benefit Period combined Inpatient 
and Outpatient. 
BENEFIT MAXIMUMS-Per Lifetime maximum of 

$25,000 combined Inpatient and Outpatient. 
In-Network [ ] 
Out-of-Network [ ] 

PRESCRIPTION DRUGS-Subject to annual deductible and 
coinsurance. 

In-Network 
Out-of-Network 

PRIMARY CARE SERVICES 
In-Network 
Out-of-Network 

SKILLED NURSING CARE 

[ ] 
[ ] 

In-Network [ ] 
Out-of-Network [ ] 

THERAPEUTIC MANIPULATIONS-30 visits/Covered Per-
son. 

In-Network 
Out-of-Network 

[ ] 
[ ] 

THERAPY SERVICES-30 visits/Covered Person/Therapy 
Services except: Radiation Therapy, Chemotherapy, Che-
lation, Dialysis and Respiration Therapy (which are cov-
ered as any other Illness). 

In-Network 
Out-of-Network 

[OTHER-LIST] 
In-Network 
Out-of-Network 

NOTE: OUR PAYMENTS, AS NOTED ABOVE, WILL 
BE REDUCED FOR NONCOMPLIANCE WITH THE UTI-
LIZATION REVIEW PROVISIONS CONTAINED IN THIS 
POLICY. READ THESE PROVISIONS CAREFULLY BE-
FORE OBTAINING MEDICAL CARE, SERVICES OR 
SUPPLIES. REFER TO THE SECTION OF THIS POLI-
CY CALLED "EXCLUSIONS" TO SEE WHAT SERVICES 
AND SUPPLIES ARE NOT ELIGIBLE FOR BENEFITS.] 
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New Rule, R.1994 d.614, effective November 17, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 3356(b), 26 N.J.R. 5041(b). 

EXHIBIT Q 
CERTIFICATION OF COMPLIANCE 

Submit this form in triplicate to the IHC Board at the 
following address: 20 West State Street, CN-325, Trenton, 
New Jersey 08625. Affiliated Carriers must file separate 
forms. 

1. INFORMATION ABOUT THE CARRIER AND RE-
SPONDENT 

Carrier Name: 

NAIC#: ________________ _ 

Respondent's Name: 

Respondent's Title: 

Respondent's Address: 

Respondent's Address: 

Respondent's Telephone _____ FAX: 

2. COMPLIANCE 

Check all appropriate responses. 

___ (a) We are using the following forms which fully 
comply with the IHC Board's individual health bene-
fits plan forms as set forth in the appropriate Exhibit 
of the Appendix to N.J.A.C. 11:20: 
___ Plan A/Exhibit A 
___ Plan B/Exhibit B 
___ Plan C/Exhibit C 
___ Plan D/Exhibit D 
___ Plan E/Exhibit E 
___ HMO Plan/Exhibit F 

___ (b) Our application form complies with the IHC 
Board's form as set forth in Exhibit G in the Appen-
dix to N.J.A.C. 11:20. 

___ (c) We are using an alternative application form pur-
suant to N.J.A.C. 11:20-4.l(b) and three copies of 
said form are hereby being submitted to the IHC 
Board for approval. 

3. PLAN OPTIONS 

Complete each relevant section (please use "NA" to indi-
cate when a section is not relevant). Attach additional 
pages as necessary. 

(a) Plans A through E 

(1) List all plans to be offered as traditional indemnity 
contracts, if any. 

11:20 App. 

(2) List all plans to be offered in conjunction with a 
selective contracting arrangement ( defined as N .J .A. C. 
11:4-37), if any. 

(3) For all plans to be offered in conjunction with a 
selective contracting arrangement, specify the coinsurance 
differentials and whether the plan requires election of a 
primary care physician. 

(4) Do the plans provide for direct payment to health 
care practitioners without assignment? (Note: this op-
tion is available only on health service corporation plans 
and other plans offered in conjunction with selective 
contracting arrangements.) 

_Yes _No 
(5) Do the plans include any of the following as set forth 
by the IHC Board? 

i. Alternate Treatment Features 
___ Yes ___ No 

ii. Centers of Excellence Features 
___ Yes ___ No 

(b) HMO Plan 

(1) Check the copayment options being offered. 
D $10 (Optional) 
D $15 (Standard) 
D $20 (Optional) 

(2) Is the in-network prescription drug coverage being of-
fered? 
D $15 Copayment 
D 50% Co-insurance 

4. CERTIFICATION 

I, the undersigned, certify that this completed form is true 
and accurate, and that I am an officer of the carrier duly 
authorized to submit this certification. 

Date Signature 

Title 

Amended by R.1995 d.51, effective December 23, 1994 (operative 
January 1, 1995). 

See: 26 N.J.R. 4884(a), 27 N.J.R. 565(a). 
Administrative Change. 
See: 27 N.J.R. 1423(a). 

EXHIBIT R 
[Carrier] 
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MANDATED OFFER 

[Policyholder] 

[Policy No.] 

Effective Date: 

[ Carriers that elect to make the optional benefit required by 
P.L. 1995, c.100 available by rider in Plans B-E and HMO 
should use the following text in Plans B-E: 

Item j. of the Transplant Benefits section of the COVERED 
CHARGES WITH SPECIAL LIMITATIONS provision of 
the HEALTH BENEFITS INSURANCE section of the 
Policy is replaced with the following: 

j. Autologous Bone Marrow Transplant and Associated 
Dose-Intensive Chemotherapy, but only if performed 
by institutions approved by the National Cancer Insti-
tute, or pursuant to protocols consistent with the 
guidelines of the American Society of Clinical Oncolo-
gists; 

k. Peripheral Blood Stem Cell Transplants, but only if 
performed by institutions approved by the National 
Cancer Institute, or pursuant to protocols consistent 
with the guidelines of the American Society of Clini-
cal Oncologists.] 

[Carriers that elect to make the· optional benefit required by 
P.L. 1995, c.100 available by rider in Plans B-E and HMO 
should use the following text in the HMO Plan: 

Item 23. of the INPATIENT, HOSPITAL, REHABILITA-
TION CENTER & SKILLED NURSING CENTER BEN-
EFITS provision of the COVERED SERVICES AND 
SUPPLIES section of the Contract is replaced with the fol-
lowing: 

23. Autologous Bone Marrow Transplant and Associat-
ed Dose-Intensive Chemotherapy, but only if per-
formed by institutions approved by the National 
Cancer Institute, or pursuant to protocols consistent 
with the guidelines of the American Society of Clini-
cal Oncologists; 

DEPT. OF INSURANCE 

24. Peripheral Blood Stem Cell Transplants, but only if 
performed by institutions approved by the National 
Cancer Institute, or pursuant to protocols consistent 
with the guidelines of the American Society of Clini-
cal Oncologists.] 

[ Carriers that elect to make the optional benefit required by 
P.L. 1995, c.100 available by rider in Plan A should use the 
fallowing text: 

The COVERED CHARGES WITH SPECIAL LIMITA-
TIONS provision of the HEALTH BENEFITS INSUR- . 
ANCE section of the Policy is expanded to include the 
following: 

Transplants: We cover Medically Necessary and Appropri-
ate Services and Supplies for: 

a. Autologous Bone Marrow Transplant and Associated 
Dose-Intensive Chemotherapy, but only if performed 
by institutions approved by the National Cancer Insti-
tute, or pursuant to protocols consistent with the 
guidelines of the American Society of Clinical Oncol-
ogists; 

b. Peripheral Blood Stem Cell Transplants, but only if 
performed by institutions approved by the National 
Cancer Institute, or pursuant to protocols consistent 
with the guidelines of the American Society of Clini-
cal Oncologists. 

Transplant services must be authorized by Us. Please see 
the section called "Utilization Review" for details on how to 
confirm that Your transplant will be a Covered Charge.] 

This Amendment is part of the [Policy]. Except as stated 
above, nothing in this Amendment changes or affects any 
other terms of the [Policy]. 

[Carrier should insert standard amendment closure and 
signature blocks.] 

New Rule, R.1995 d.579, effective November 6, 1995 (operative Janu-
ary 1, 1996). 

See: 27 N.J.R. 3008(a), 27 N.J.R. 4328(a). 
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