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RETROACTIVE TERMINATION OF A COVERED PERSON'S COVERAGE 
[Carrier] will not retroactively terminate a Covered Person's coverage under this Policy after coverage under this Policy take effect unless the Covered 
Person performs an act, practice, or omission that constitutes fraud, or unless the Covered Person makes an intentional misrepresentation of material 
fact. In the event of such fraud or material misrepresentation [Carrier] will provide at least 30 days advance written notice to each Covered Person 
whose coverage will be retroactively terminated. 

If a Policyholder continues to pay the full premium for a Covered Person who is no longer eligible to be covered the Policyholder may request a refund 
of premium as explained in the Premium Refunds provision. If [Carrier] refunds premium to the Policyholder the refund will result in the retroactive 
termination of the Covered Person's coverage. The retroactive termination date will be the end of the period for which premium remains paid. 
Coverage will be retroactively terminated for the period for which premium is refunded. 

I DIVIDENDS 
[Carrier] will determine the share, if any, of its divisible surplus allocable to this Policy as of each Policy Anniversary, if this Policy stays in force by 
the payment of all premiums to that date. The share will be credited to this Policy as a dividend as of that date. 

Each dividend will be paid to the Policyholder in cash unless the Policyholder asks that it be applied toward the premium then due or future premiums 
due. 

[Carrier's] sole liability as to any dividend is as set forth above. 

If the aggregate dividends under this Policy and any other policy(ies) of the Policyholder exceed the aggregate payments towards their cost made from 
the Policyholder's own funds, the Policyholder will see that an amount equal to the excess is applied for the benefit of Covered Persons.] 

New Jersey State Library 
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EMPLOYEE'S CERTIFICATE 
[Carrier] will give the Policyholder an individual certificate of coverage to give each covered Employee. It will describe the Employee's coverage 
under this Policy. It will include: 

a) to whom [Carrier] pays benefits, 
b) any protection and rights when the coverage ends, and 
c) claim rights and requirements. 

In the event this Policy is amended, and such amendment affects the material contained in the certificate of coverage, a rider or revised certificate 
reflecting such amendment will be issued to the Policyholder for delivery to affected Employees. 

OFFSET 

[Carrier] reserves the right, before paying benefits to a Covered Person, to use the amount of payment due to offset a claims payment previously made 
in error. 

CONTINUING RIGHTS 
[Carrier's] failure to apply terms or conditions does not mean that [Carrier] waives or gives up any future rights under this Policy. 

ASSIGNMENT BY POLICYHOLDER 
Assignment or transfer of the interest of the Policyholder under this Policy will not bind [Carrier] without [Carrier's] written consent thereto. 

CONFORMITY WITH LAW 
Any provision of this Policy which is in conflict with the laws of the state in which the Policy is issued, or with Federal law, shall be construed and 
applied as if it were in full compliance with the minimum requirements of such State law or Federal law. 

LIMITATION OF ACTIONS 
No action at law or in equity shall be brought to recover on this Policy until 60 days after a Covered Person files 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. 

WORKERS' COMPENSATION 
The health benefits provided under this Policy are not in place of, and do not affect requirements for, coverage by Workers' Compensation. 

NOTICES AND OTHER INFORMATION 
Any notices, documents, or other information under this Policy may be sent by United States mail, postage prepaid, addressed as follows: 

Ifto [Carrier]: To the last address on record with the Policyholder. 

Ifto a Covered Person: To the last address provided by the Covered Person on an enrollment or change of address form actually delivered to [Carrier]. 

lfto the Policyholder: To the last address of the Policyholder on record with [Carrier]. 

RECORDS - INFORMATION TO BE FURNISHED 
[Carrier] will keep a record of the Covered Persons. It will contain key facts about their coverage. 

At the times set by [Carrier], the Policyholder will send the data required by [Carrier] to perform its duties under this Policy, and to determine the 
premium rates and certify status as a Small Employer. All records of the Policyholder which bear on this Policy must be open to [Carrier] for its 
inspection at any reasonable time. 

[Carrier] will not have to perform any duty that depends on such data before it is received in a form that satisfies [Carrier]. The Policyholder may 
correct incorrect data given to [Carrier], if [Carrier] has not been harmed by acting on it. A person's coverage under this Policy will not be made 
invalid by failure of the Policyholder, due to clerical error, to record or report the Employee for coverage. 

The Policyholder will furnish [Carrier] the Employee [and Dependents] eligibility requirements of this Policy that apply on the Effective Date. Subject 
to [Carrier's] approval, those requirements will apply to the Employee [and Dependent] coverage under this Policy. The Policyholder will notify 
[Carrier] of any change in the eligibility requirements of this Policy, but no such change will apply to the Employee [ or Dependent] coverage under 
this Policy unless approved in advance by [Carrier]. 

The Policyholder will notify [Carrier] of any event, including a change in eligibility, that causes termination of a Covered Person's coverage 
immediately, or in no event later than the last day of the month in which the event occurs. The liability of [Carrier] to arrange or provide benefits for a 
person ceases when the person's coverage ends under this Policy. [If the Policyholder fails to notify [Carrier] as provided above, [Carrier] will be 
entitled to reimbursement from the Policyholder of any benefits paid to any person after the person's coverage should have ended.] 

CLAIMS PROVISIONS 
A claimant's right to make a claim for any benefits provided by this Policy is governed as follows: 

[NOTICE OF LOSS 
A claimant should send a written notice of claim to [Carrier] within 20 days of a loss. No special form is required to do this. The notice need only 
identify the claimant and the Policyholder. 

When [Carrier] receives the notice, it will send a proof of claim form to the claimant. The claimant should receive the proof of claim form within 15 
days of the date [Carrier] received the notice of claim. If the form is received within such time, it should be completed, as instructed, by all persons 
required to do so. Additional proof, if required, should be attached to the form. lfthe form is not received within such time, the claimant may provide 
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written proof of claim to [Carrier] on any reasonable form. Such proof must state the date the Injury or Illness began and the nature and extent of the 
loss.] 

PROOF OF LOSS 
Proof ofloss must be sent to [Carrier] within 90 days of the loss. 

Ifa notice or proof is sent later than 90 days of the loss, [Carrier] will not deny or reduce a claim if the notice or proof was sent as soon as possible. 

PAYMENT OF CLAIMS 
[Carrier] will pay all benefits to which the claimant is entitled as soon as [Carrier] receives written proof of loss. All benefits will be paid as they 
accrue. Any benefits unpaid at the Covered Person's death will be paid as soon as [Carrier] receives due proof of the death to one of the following: 
a) his or her estate; 
b) his or her spouse; 
c) his or her parents; 
d) his or her children; 
e) his or her brothers and sisters: or 
f) any unpaid provider of health care services. 

When an Employee files proof ofloss, he or she may direct [Carrier], in writing, to pay health care benefits to the recognized provider of health care 
who provided the covered service for which benefits became payable. [[Carrier] may honor such direction at [Carrier's] option.] [For covered services 
from an eligible Facility or Practitioner, [Carrier] will determine to pay either the Covered Person or the Facility or the Practitioner.] The Employee 
may not assign his or her right to take legal action under this Policy to such provider. 

PHYSICAL EXAMS 
[Carrier], at its expense, has the right to examine the insured. This may be done as often as reasonably needed to process a claim. [Carrier] also has the 
right to have an autopsy performed, at its expense. 

[PLA~HOLDERS 

The Policyholder is the Trustee named by a trust agreement. This agreement permits certain Employers to insure their Employees for the benefits 
provided by this Policy. Employers who do so are Planholders. 

The Policyholder acts for the Planholders in all matters of this Policy. Such actions bind all Planholders. 

How an Employer becomes a Planholder 

An Employer must submit a signed application in which he: 

a) agrees to participate in the trust, and 
b) applies for the insurance provided by this Policy for his Employees. 

When an Employer becomes a Planholder 

The Policyholder and [Carrier] will agree on the date an Employer becomes a Planholder. This date will be stated in writing by [Carrier]. 

When an Employer ceases to be a Planholder 

The Policyholder can end an Employer's status as a Planholder. To do so, he or she must give [Carrier] 30 days advance written notice. 

[Carrier] can end insurance for a Planholder. To do so, it must give the Policyholder 30 days advance written notice. 

Data needed 
The Policyholder must provide [Carrier] with all the data needed to compute premiums and carry out the terms of this Policy. [Carrier] can examine the 
records of the Policyholder and each Plan holder at any reasonable time.] 

[Note: This text, which may be modified by each carrier in order to accommodate various trust agreements, is only to be used if coverage is to be 
issued through a Multiple Employer Trust (MET)] 

DEFINITIONS 

The words shown below have special meanings when used in this Policy. Please read these definitions carefully. [Throughout this Policy, these 
defined terms appear with their initial letter capitalized.] 

Accredited School means a school accredited by a nationally recognized accrediting association, such as one of the following regional accrediting 
agencies: Middle States Association of Colleges and Schools, New England Association of Schools and Colleges, North Central Association of 
Colleges and Schools, Northwest Association of Schools and Colleges, Southern Association of Colleges and Schools, or Western Association of 
Schools and Colleges. An accredited school also includes a proprietary institution approved by an agency responsible for issuing certificates or licenses 
to graduates of such an institution. 

[Actively at Work or Active Work means performing, doing, participating or similarly functioning in a manner usual for the task for full pay, at the 
Policyholder's place of business, or at any other place that the Policyholder's business requires the Employee to go.] 

Affiliated Company means a company as defined in subsections (b), (c), (m) or (o) of section 414 of the Internal Revenue Code of 1986. All entities 
that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 
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Titis section does not apply to: 
a) a Covered Person who is eligible for Medicare by reason of age; 
b) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease or 
c) A Covered Person who is the Employee's civil union partner [or domestic partner] or the child of the Employee's civil union partner [or domestic 

partner]. 

When A Covered Person Becomes Eligible For Medicare 
When a Covered Person becomes eligible for Medicare by reason of disability, this Policy is the primary plan. Medicare is the secondary plan. 

If a Covered Person is eligible for Medicare by reason of disability, he or she must be covered by both Parts A and B. Benefits will be payable as 
specified in the COORDINATION OF BENEFITS AND SERVICES section of this Policy. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
Titis section applies to a Covered Person who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such Covered Person is referred to as a "ESRD Medicare eligible". 

Titis section does not apply to a Covered Person who is eligible for Medicare by reason of disability. 

When A Covered Person Becomes Eligible For Medicare Due to ESRD 
When a Covered Person becomes eligible for Medicare solely on the basis ofESRD, for a period ofup to 30 consecutive months, ifhe or she incurs a 
charge for the treatment ofESRD for which benefits are payable under both this Policy and Medicare, this Policy is considered primary. This Policy 
pays first, ignoring Medicare. Medicare is considered the secondary plan. 

Titis 30-month period begins on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts; and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant, the first day of the month during which such Covered Person 

becomes eligible for Medicare. 

After the 30-month period described above ends, if an ESRD Medicare eligible incurs a charge for which benefits are payable under both this Policy 
and Medicare, Medicare is the primary plan. This Policy is the secondary plan. If a Covered Person is eligible for Medicare on the basis of ESRD, he 
or she must be covered by both Parts A and B. Benefits will be payable as specified in the COORDINATION OF BENEFITS AND SERVICES 
section of this Policy. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29N.J.R. 4620(a), 29N.J.R. 5069(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative 

November 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 

Amended by R.2005 d.335, effective September 6, 2005. 
See: 37 N.J.R. 3218(a), 37 N.J.R. 3834(a). 
Amended by R.2006 d.145, effective April 17, 2006 (operative June 1, 

2006). 
See: 37 N.J.R. 4869(a), 38 N.J.R. 1751(a). 
Amended by R.2006 d.377, effective September 22, 2006. 
See: 38 N.J.R. 3484(a), 38 N.J.R. 4719(b). 
Amended by R.2008 d.132, effective April 24, 2008. 
See: 40 N.J.R. 1746(a), 40 N.J.R. 2476(a). 
Amended by R.2009 d.278, effective Augnst 18, 2009 (operative June 1, 

2010). 
See: 41 N.J.R. 84(a), 41 N.J.R. 3444(a), 42 N.J.R. 669(a). 
Amended by R.2010 d.293, effective November 18, 2010 (operative 

April 1, 2011). 
See: 42 N.J.R. 2709(a), 42 N.J.R. 3060(a). 
Amended by R.2012 d.048, effective January 30, 2012 (operative July 1, 

2012). 
See: 43 N.J.R. 3302(a), 44 N.J.R. 596(a). 
Amended by R.2012 d.178, effective September 21, 2012 (operative 

January 1, 2013). 
See: 44 N.J.R. 2239(a), 44 N.J.R. 2365(b). 
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!DIVIDENDS 
[Carrier] will determine the share, if any, of its divisible surplus allocable to this Policy as of each Policy Anniversary, if this Policy stays in force by 
the payment of all premiums to that date. The share will be credited to this Policy as a dividend as of that date. 

Each dividend will be paid to the Policyholder in cash unless the Policyholder asks that it be applied toward the premium then due or future premiums 
due. 

[Carrier's] sole liability as to any dividend is as set forth above. 

If the aggregate dividends under this Policy and any other policy(ies) of the Policyholder exceed the aggregate payments towards their cost made from 
the Policyholder's own funds, the Policyholder will see that an amount equal to the excess is applied for the benefit of Covered Persons.] 

EMPLOYEE'S CERTIFICATE 
[Carrier] will give the Policyholder an individual certificate of coverage to give each covered Employee. It will describe the Employee's coverage 
under this Policy. It will include: 
a. to whom [Carrier] pays benefits; 
b. any protection and rights when the coverage ends; and 
c. claim rights and requirements. 

In the event this Policy is amended, and such amendment affects the material contained in the certificate of coverage, a rider or revised certificate 
reflecting such amendment will be issued to the Policyholder for delivery to affected Employees. 

OFFSET 
[Carrier] reserves the right, before paying benefits to a Covered Person, to use the amount of payment due to offset a claims payment previously made 
in error. 
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MEDICARE ELIGIBILITY BY REASON OF DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a Covered Person who is: 
a) under age 65 except for the Employee's civil union partner [or domestic partner] or the child of the Employee's civil union partner [or domestic 

partner].; and 
b) eligible for Medicare by reason of disability. 

Under this section, such Covered Person is referred to as a "disabled Medicare eligible". 

This section does not apply to: 
a) a Covered Person who is eligible for Medicare by reason of age; 
b) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease; or 
c) A Covered Person who is the Employee's civil union partner [or domestic partner] or the child of the Employee's civil union partner [or domestic 

partner]. 

When A Covered Person Becomes Eligible For Medicare 
When a Covered Person becomes eligible for Medicare by reason of disability, this Policy is the primary plan. Medicare is the secondary plan. 

If a Covered Person is eligible for Medicare by reason of disability, he or she must be covered by both Parts A and B. Benefits will be payable as 
specified in the COORDINATION OF BENEFITS AND SERVICES section of this Policy. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a Covered Person who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such Covered Person is referred to as a "ESRD Medicare eligible". 

This section does not apply to a Covered Person who is eligible for Medicare by reason of disability. 

When A Covered Person Becomes Eligible For Medicare Due to ESRD 
When a Covered Person becomes eligible for Medicare solely on the basis ofESRD, for a period ofup to 30 consecutive months, ifhe or she incurs a 
charge for the treatment ofESRD for which benefits are payable under both this Policy and Medicare, this Policy is considered primary. This Policy 
pays first, ignoring Medicare. Medicare is considered the secondary plan. 

TI1is 30 month period begins on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts; and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant, the first day of the month during which such Covered Person 

becomes eligible for Medicare. 

After the 30 month period described above ends, if an ESRD Medicare eligible incurs a charge for which benefits are payable under both this Policy 
and Medicare, Medicare is the primary Plan. This Policy is the secondary Plan. If a Covered Person is eligible for Medicare on the basis of ESRD, he 
or she must be covered by both Parts A and B. Benefits will be payable as specified in the COORDINATION OF BENEFITS section of this Policy. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 305l(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d299, effective September 1, 1998. 
See: 30 N.J.R. 1883(a), 30 N.J.R. 2223(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative 

November 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 

Amended by R.2004 d.107, effective March 15, 2004 (operative October 
1, 2004). 

See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 
Amended by R.2005 d.335, effective September 6, 2005. 
See: 37 N.J.R. 3218(a), 37 N.J.R. 3834(a). 
Amended by R.2006 d.145, effective April 17, 2006 (operative June 1, 

2006). 
See: 37 N.J.R. 4869(a), 38 N.J.R. 175l(a). 
Amended by R.2006 d.377, effective September 22, 2006. 
See: 38 N.J.R. 3484(a), 38 N.J.R. 4719(b). 
Amended by R.2008 d.132, effective April 24, 2008. 
See: 40 N.J.R. 1746(a), 40 N.J.R. 2476(a). 
Amended by R.2009 d.278, effective August 18, 2009 (operative June 1, 

2010). 
See: 41 N.J.R. 84(a), 41 N.J.R. 3444(a), 42 N.J.R. 669(a). 
Amended by R.2010 d293, effective November 18, 2010 (operative 

April 1, 2011). 
See: 42 N.J.R. 2709(a), 42 N.J.R. 3060(a). 
Amended by R.2012 d.048, effective January 30, 2012 (operative July 1, 

2012). 
See: 43 N.J.R. 3302(a), 44 N.J.R. 596(a). 
Amended by R.2012 d.178, effective September 21, 2012 (operative 

January 1, 2013). 
See: 44 N.J.R. 2239(a), 44 N.J.R. 2365(b). 
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EXHIBITG 

[Carrier] HMO PLAN 

SMALL GROUP HEALTH MAINTENANCE ORGANIZATION (HMO)CONTRACT 

CONTRACTHOLDER: 

GROUP CONTRACT NUMBER 
[G-12345) 

EFFECTIVE DATE OF CONTRACT: 

CONTRACT ANNIVERSARIES: 

PREMIUM DUE DATES: 

AFFILIATED COMPANIES: 

[ABC Company] 

GOVERNING JURISDICTION 
NEW JERSEY 

[September 23, 2010) 

[September 23rd of each year, beginning in 2011) 

[Effective Date, and the 23rd day of the month beginning with October 2010.] 

[DEF Company] 

INSURANCE 

[Carrier], in consideration of the application for this Contract and the payment of premiums as stated herein, agrees to arrange [or provide] services and 
supplies in accordance with and subject to the tenns of this Contract. This Contract is delivered in the jurisdiction specified above and is governed by 
the laws thereof. 

The provisions set forth on the following pages constitute this Contract. 

The Effective Date is specified above. 

This Contract takes effect on the Effective Date, if it is duly attested below. It continues as long as the required premiums are paid, unless it ends as 
described in its General Provisions. 

[Secretary President] 
["DC" THIS SMALL GROUP HEALTH MAINTENANCE ORGANIZATION CONTRACT (HMO PLAN), ISSUED BY [CARRIER] IS 
ISSUED IN CONJUNCTION WITH THE SMALL GROUP HEALTH BENEFITS POLICY (INDEMNITY PLAN) ISSUED BY [CAR-
RIER]. TOGETHER, TIDS HMO PLAN AND THE INDEMNITY PLAN ISSUED BY (CARRIER] PROVIDE POINT OF SERVICE 
COVERAGE.] 

[Include legal name, trade name, phone, fax and e-mail numbers by which consmners may contact the carrier, including at least one toll-free number 
for Members] 

TABLE OF CONTENTS 
Section 
SCHEDULE OF PREMIUM RATES AND CLASSIFICATION 
["DC" OVERVIEW OF POINT OF SERVICE PLAN] 
SCHEDULE OF SERVICES AND SUPPLIES 
DEFINITIONS 
ELIGIBILITY 
[MEMBER] PROVISIONS 
[COVERAGE PROVISION] 
COVERED SERVICES AND SUPPLIES 
NON-COVERED SERVICES AND SUPPLIES 
COORDINATION OF BENEFITS AND SERVICES 
GENERAL PROVISIONS 
CONTINUATION RIGHTS 
MEDICARE AS SECONDARY PAYOR 

SCHEDULE OF PREMIUM RATES AND CLASSIFICATION 

Page 

[The monthly premium rates, in U.S. dollars, for the coverage provided under this Contract are: 
Covered Employee Only ..................................... $ ] 

[Covered Employee and Spouse .......................... $ 

Covered Employee and Child(ren) ...................... $ 

Covered Employee and Family ........................... $ 
(including Covered Employee, spouse and one or more eligible dependents)] 

We have the right to prospectively change any Premium rate(s) set forth above at the times and in the manner established by the provision of this 
Contract entitled "General Provisions." 

Supp. 12-17-12 21-166 
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SERVICES FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a [Member's] coverage under this Contract when services are provided as a result of an automobile related 
Injury. 

Definitions 
"Automobile Related Injury" means bodily Injury sustained by a [Member] as a result ofan accident: 
a) while occupying, entering, leaving or using an automobile; or 
b) as a pedestrian; 

caused by an automobile or by an object propelled by or from an automobile. 

"Allowable Expense" means a medically necessary, reasonable and customary item of expense covered at least in part as an eligible expense or eligible 
services by: 
a) this Contract; 
b) PIP; or 
c) OSAIC. 

"Eligible Services" means services provided for treatment of an Injury which is covered under this Contract without application of Cash Deductibles 
and Copayments, if any or Coinsurance. 

"Out-of-State Automobile Insurance Coverage" or "OSAIC" means any coverage for medical expenses under an automobile insurance policy other 
than PIP. OSAIC includes automobile insurance policies issued in another state or jurisdiction. 

"PIP" means personal injury protection coverage provided as part of an automobile insurance policy issued in New Jersey. PIP refers specifically to 
provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
This Contract provides secondary coverage to PIP unless health coverage has been elected as primary coverage by or for the [Member] under this 
Contract. This election is made by the named insured under a PIP policy. Such election affects that person's family members who are not themselves 
named insureds under another automobile policy. This Contract may be primary for one [Member], but not for another if the person has a separate 
automobile policy and has made different selection regarding primacy of health coverage. 

This Contract is secondary to OSAIC, unless the OSAIC contains provisions which make it secondary or excess to the Contractholder's plan. In that 
case this Contract will be primary. 

If there is a dispute as to which policy is primary, this Contract will pay benefits or provide services as ifit were primary. 

Services this Contract will provide if it is primary to PIP or OSAI C. 
If this Contract is primary to PIP or OSAIC it will provide benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OF BENEFITS AND SERVICES section of this Contract will apply if: 
a) the [Member] is insured or covered for services under more than one insurance plan; and 
b) such insurance plans or HMO Contracts are primary to automobile insurance coverage. 

Benefits this Contract will pay ifit is secondary to PIP or OSAIC. 
If this Contract is secondary to PIP or OSAIC the actual benefits payable will be the lesser of: 
a) the Allowable Expenses left uncovered after PIP or OSAIC has provided coverage after applying Cash Deductibles and Copayments, or 
b) the equivalent value of services if this Contract had been primary. 

GENERAL PROVISIONS 

AFFILIATED COMPANIES 
If the Contractholder asks Us in writing to include an Affiliated Company under this Contract, and We give written approval for the inclusion, We will 
treat Employees of that company like the Contractholder's Employees. Our written approval will include the starting date of the company's coverage 
under this Contract. But each eligible Employee of that company must still meet all the terms and conditions of this Contract before becoming covered. 

An Employee of the Contractholder and one or more Affiliated Companies will be considered an Employee of only one of those Employers for the 
purpose of this Contract. That Employee's service with multiple Employers will be treated as service with that one. 

The Contractholder must notify Us in writing when a company stops being an Affiliated Company. As of this date, this Contract will be considered to 
end for Employees of that Employer. This applies to all of those Employees except those who, on the next day, are employed by the Contractholder or 
another Affiliated Company as eligible Employees. 

AMENDMENT 
The Contract may be amended, at any time, without a [Member]'s 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 Our officers have 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. 
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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 one of Our officers. 
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 one of Our officers. 
c) if a change is required by Us, 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 and by one of Our 

officers. 

ASSIGNMENT 
No assignment or transfer by the Contractholder of any of the Contractholder's interest under this Contract or by a [Member] of any of his or her 
interest under this Contract is valid unless We consent thereto. 

CLERICAL ERROR - MISSTATEMENTS 
Except as stated below, neither clerical error nor programming or systems error by the Contractholder, nor Us in keeping any records pertaining to 
coverage under this Contract, nor delays in making entries thereon, will invalidate coverage which would otherwise be in force, or continue coverage 
which would otherwise be validly terminated. Upon discovery of such error or delay, an appropriate adjustment of premiums will be made, as 
permitted by law. 

Exception: If an Employee contributed toward the premium payment and coverage continued in force beyond the date it should have been validly 
terminated as a result of such error or delay, the continued coverage will remain in effect through the end of the period for which the Employee 
contributed toward the premium payment and no premium adjustment will be made. 

Premium adjustments involving return of unearned premium to the Contractholder for such errors or delays will be made only if the Employee did not 
contribute toward the premium payment. Except as stated in the Premium Refunds section of the Premium Amounts provision, such return of 
premium will be limited to the period of 12 months preceding the date of Our receipt of satisfactory evidence that such adjustments should be made. 

If the age or gender of an Employee is found to have been misstated, and the premiums are thereby affected, an equitable adjustment of premiums will 
be made. 

CONFORMITY WITH LAW 
Any provision of this Contract which, is in conflict with the laws of the State of New Jersey, or with Federal law, shall be construed and applied as ifit 
were in full compliance with the minimum requirements of such State law or Federal law. 

CONTINUING RIGHTS 
Our failure to apply terms or conditions does not mean that We waive or give up any future rights under this Contract. 

EMPLOYEE'S EVIDENCE OF COVERAGE 
We will give the Contractholder an individual evidence of coverage to give each covered Employee. It will describe the Employee's coverage under 
this Contract. It will include: 
a. to whom We provide services and supplies or pay benefits; 
b. any protection and rights when the coverage ends; and 
c. claim rights and requirements. 

In the event this Contract is amended, and such amendment affects the material contained in the evidence of coverage, a rider or revised evidence of 
coverage reflecting such amendment will be issued to the Contractholder for delivery to affected Employees. 

GOVERNING LAW 
This entire Contract is governed by the laws of the State of New Jersey. 

INCONTESTABILITY 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 the Contractholder or by a [Member] covered under this Contract shall be used 
in contesting the validity of his or her coverage or in denying benefits after such coverage has been in force for two years during the person's lifetime. 
Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

LIMITATION ON ACTIONS 
No action at law or in equity shall be brought to recover on the Contract until 60 days after a [Member] files written proof ofloss. 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 Contract may be sent by United States Mail, postage prepaid, addressed as follows: 

Ifto Us: To Our last address on record with the Contractholder. 

Ifto the Contractholder: To the last address provided by the Contractholder on an enrollment or change of address form actually delivered to Us. 

Ifto a [Member]: To the last address provided by the [Member] on an enrollment or change of address form actually delivered 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. 
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HOW AND WHEN TO CONVERT 
The conversion period means the 31 days after the date group health coverage ends. The former spouse must apply for the individual contract in 
writing and pay the first premium for such contract during the conversion period. Evidence of good health will not be required. 

THE CONVERTED CONTRACT 
The individual contract will provide the medical benefits that We are required to offer. The individual contract will take effect on the day after group 
health coverage under this Contract ends. 

After group health coverage under this Contract ends, the former spouse and any children covered under the individual contract may still receive 
benefits under this Contract. If so, benefits to be paid under the individual contract, if any, will be reduced by the amount paid or the reasonable cash 
value of services provided under this Contract.] 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Contract. The Employee must contact his or her Employer to 
find out if the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and this Contract will be the secondary health plan for (Members] who are eligible for Medicare. 
Benefits will be payable as specified in the COORDINATION OF BENEFITS AND SERVICES section of this Contract. 

The following provisions explain how this Contract's group health benefits interact with the benefits available under Medicare as Secondary Payor 
rules. A [Member] may be eligible for Medicare by reason of age, disability, or End Stage Renal Disease. Different mies apply to each type of 
Medicare eligtbility, as explained below. 

With respect to the following provisions: 
a) "Medicare" when used above, means Part 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. 
b) A [Member] is considered to be eligible for Medicare by reason of age from the first day of the month during which he or she reaches age 65. 

However, if the (Member] is born on the first day of a month, he or she is considered to be eligible for Medicare from the first day of the month 
which is itmnediately prior to his or her 65th birthday. 

c) A "primary" health plan pays benefits for a [Member's] Covered Service or Supply or Covered Charge first, ignoring what the [Member's] "sec-
ondary" plan pays. A "secondary" health plan then pays the remaining unpaid allowable expenses. See the COORDINATION OF BENEFITS 
AND SERVICES section for a defmition of "allowable expense". 

MEDICARE ELIGIBILITY BY REASON OF AGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her covered spouse who is eligible for Medicare by reason of age. This section does not apply to an 
insured civil union partner [or an insured domestic partner] who is eligible for Medicare by reason of age. 

Under this section, such an Employee or covered spouse is referred to as a "Medicare eligible". 

This section does not apply to: 
a) a [Member], other than an Employee or covered spouse 
b) an Employee or covered spouse who is under age 65, or 
c) a [Member] who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When An Employee or Covered Spouse Becomes Eligible For Medicare 
When an Employee or covered spouse becomes eligible for Medicare by reason of age, he or she must choose one of the two options below. 

Option (A) - The Medicare eligible may choose this Contract as his or her primary health plan. Ifhe or she does, Medicare will be his or her secondary 
health plan. See the When This Contract is Primary section below, for details. 

Option (B)- The Medicare eligible may choose Medicare as his or ber primary health plan. Ifhe or she does, group health benefits under this Contract 
will end. See the When Medicare is Primary section below, for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age, We will provide services and 
supplies and pay benefits as ifhe or she had' chosen Option (A). 

When this Contract is primary 
When a Medicare eligible chooses this Contract as his or her primary health plan, if he or she incurs a Covered Service and Supply or Covered Charge 
for which benefits are payable under both this Contract and Medicare, this Contract is considered primary. This Contract provides services and supplies 
and pays first, ignoring Medicare. Medicare is considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan, he or she will no longer be covered for such benefits by this Contract. 
Coverage under this Contact will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 
A Medicare eligible who elects Medicare as his or her primary health plan, may later change such election, and choose this Contract as his or her 
primary health plan. 
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MEDICARE ELIGIBILITY BY REASON OF DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
Tirls section applies to a [Member] who is: 
a) under age 65 except for the Employee's civil union partner [or domestic partner]or the child of the Employee's civil union partner [or domestic 

partner]; and 
b) eligible for Medicare by reason of disability. 

Under this section, such [Member] is referred to as a "disabled Medicare eligible". 

Tirls section does not apply to: 
a) a [Member] who is eligible for Medicare by reason of age; or 
b) a [Member] who is eligible for Medicare solely on the basis of End Stage Renal Disease or 
c) a [Member] who is the Employee's civil union partner [or domestic partner] or the child of the Employee's civil union partner [or domestic 

partner] .. 

When A [Member] Becomes Eligible For Medicare 
When a [Member] becomes eligible for Medicare by reason of disability, this Contract is the primary plan. This Contract is the secondary plan. 

If a [Member] is eligible for Medicare by reason of disability, he or she must be covered by both Patts A and B. Benefits will be payable as specified in 
the COORDINATION OF BENEFITS AND SERVICES section of this Contract. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer gt"Oups) 

Applicability 
Tirls section applies to a [Member] who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such [Member] is referred to as a "ESRD Medicare eligible". 

Tirls section does not apply to a [Member] who is eligible for Medicare by reason of disability. 

When A [Member] Becomes Eligible For Medicare Due to ESRD 
When a [Member] becomes eligible for Medicare solely on the basis ofESRD, for a period of up to 30 consecutive months, ifhe or she incurs a charge 
for the treatment ofESRD for which services and supplies are provided or benefits are payable under both this Contract and Medicare, this Contract is 
considered primary. This Contract provides services attd supplies and pays first, ignoring Medicare. Medicare is considered the secondary platt. 

Tirls 30 month period begins on the earlier of: 
a) the ftrst day of the month during which a regular course of renal dialysis starts; and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant, the first day of the month during which such [Member] becomes 

eligible for Medicare. 
After the 30 month period described above ends, if a ESRD Medicare eligible incurs a charge for which services and supplies are provided attd benefits 
are payable under both this Contract and Medicare, Medicare is the primary platt. This Contract is the secondary platt. If a [Member] is eligible for 
Medicare on the basis ofESRD, he or she must be covered by both Parts A and B. Benefits will be payable as specified in the COORDINATION OF 
BENEFITS AND SERVICES section of this Contract. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

Jattuary 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 437l(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

I, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective Janum-y 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative 

November 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 

Amended by R.2005 d.335, effective September 6, 2005. 
See: 37 N.J.R. 3218(a), 37 N.J.R. 3834(a). 
Amended by R.2006 d.145, effective April 17, 2006 (operative June 1, 

2006). 
See: 37 N.J.R. 4869(a), 38 N.J.R. 1751(a). 
Amended by R.2006 d.377, effective September 22, 2006. 
See: 38 N.J.R. 3484(a), 38 N.J.R. 47l9(b). 
Amended by R.2008 d.132, effective April 24, 2008. 
See: 40 N.J.R. 1746(a), 40 N.J.R. 2476(a). 
Amended by R.2009 d.278, effective August 18, 2009 (operative June 1, 

2010). 
See: 41 N.J.R. 84(a), 41 N.J.R. 3444(a), 42 N.J.R. 669(a). 
Amended by R.2010 d.293, effective November 18, 2010 (operative 

April 1, 2011). 
See: 42 N.J.R. 2709(a), 42 N.J.R. 3060(a). 
Amended by R.2012 d.048, effective January 30, 2012 (operative July 1, 

2012). 
See: 43 N.J.R. 3302(a), 44 N.J.R. 596(a). 
Amended by R.2012 d.178, effective September 21, 2012 (operative 

January 1, 2013). 
See: 44 N.J.R. 2239(a), 44 N.J.R. 2365(b). 
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AMENDMENT 
The Contract may be amended, at any time, without a [Member's] 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 Our officers have 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 one of Our officers. 
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 one of Our officers. 
c) if a change is required by Us, 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 and by one of Our 

officers. 

ASS.IGNMENT 
No assignment or transfer by the Contractholder or [Member] of any of the Contractholder's or [Member's] interest, as appropriate, under this Contract 
is valid unless We consent thereto. 

CLERICAL ERROR- MISSTATEMENTS 
Except as stated below, neither clerical error nor programming or systems error by the Contractholder, nor Us in keeping any records pertaining to 
coverage under this Contract, nor delays in making entries thereon, will invalidate coverage which would otherwise be in force, or continue coverage 
which would otherwise be validly terminated. Upon discovery of such error or delay, an appropriate adjustment of premiums will be made, as 
permitted by law. 

Exception: If an Employee contributed toward the premium payment and coverage continued in force beyond the date it should have been validly 
terminated as a result of such error or delay, the continued coverage will remain in effect through the end of the period for which the Employee 
contributed toward the premium payment and no premium adjustment will be made. 

Premium adjustments involving return of unearned premium to the Contractholder for such errors or delays will be made only if the Employee did not 
contribute toward the premium payment. Except as stated in the Premium Refunds section of the Premium Amounts provision, such return of 
premium will be limited to the period of 12 months preceding the date of Our receipt of satisfactory evidence that such adjustments should be made. 

If the age or gender ofan Employee is found to have been misstated, and the premiums are thereby affected, an equitable adjustment of premiums will 
be made. 

CONFORMITY WITH LAW 
Any provision of this Contract which, is in conflict with the laws of the State of New Jersey, or with Federal law, shall be construed and applied as ifit 
were in full compliance with the minimum requirements of such State law or Federal law. 

CONTINUING RIGHTS 
Our failure to apply terms or conditions does not mean that We waive or give up any future rights under this Contract. 

EMPLOYEE'S EVIDENCE OF COVERAGE 
We will give the Contractholder an individual evidence of coverage to give each covered Employee. It will describe the Employee's coverage under 
this Contract. It will include: 
a. to whom We provide services and supplies or pay benefits; 
b. any protection and rights when the coverage ends; and 
c. claim rights and requirements. 

In the event this Contract is amended, and such amendment affects the material contained in the evidence of coverage, a rider or revised evidence of 
coverage reflecting such amendment will be issued to the Contractholder for delivery to affected Employees. 

GOVERNING LAW 
This entire Contract is governed by the laws of the State of New Jersey. 

INCONTESTABILITY 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 the Contractholder or by a [Member] covered under this Contract shall be used 
in contesting the validity of his or her coverage or in denying benefits after such coverage has been in force for two years during the person's lifetime. 
Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

LIMITATION ON ACTIONS 
No action at law or in equity shall be brought to recover on the Contract until 60 days after a [Member] files 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 Contract may be sent by United States Mail, postage prepaid, addressed as follows: 
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Ifto Us: To Our last address on record with the Contractholder. 

Ifto the Contractholder: To the last address provided by the Contractholder on an enrollment or change of address form actually delivered to Us. 

Ifto a [Member]: To the last address provided by the [Member] on an enrollment or change of address fonn actually delivered to Us. 

OFFSET 
We reserve the right, before paying [Non-Network] benefits to a [Member], to use the amount of payment due to offset a [Non-Network] claims 
payment previously made in error. 

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. 

[Network] 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, affiliates, or appropriate employees or companies in administering this Contract. 

We reserve the right to modify or replace an erroneously issued Contract. 

Information in a [Member's] application may not be used by Us to void his or her coverage under this Contract or in any legal action unless the 
application or a duplicate of it is attached to the Evidence of Coverage issued to a [Member], or has been,mailed to a [Member] for attachment to his or 
her Evidence of Coverage. 

PARTICIPATION REQUIREMENTS 
At least [75%] of the Employees eligible for insurance must be enrolled for coverage. If an eligible Employee is not covered by this Contract because: 
a. the Employee is covered as a Dependent under a spouse's coverage, other than individual coverage; 
b. the Employee is covered under any fully-insured Health Benefits Plan [issued by the same carrier] offered by the Contractholder; 
c. the Employee is covered under Medicare; 
d. the Employee is covered under Medicaid or NJ FamilyCare; or 
e. the Employee is covered under another group health benefits plan. 

We will count this person as being covered by this Contract for the purposes of satisfying participation requirements. 

PREMIUM AMOUNTS 
The premium due on each premium due date is the sum of the premium charges for the coverage then provided. Those charges are detennined from the 
premium rates then in effect and the Employees [and Dependents] then covered. 

Premium Refunds 
If one or more of the premiums paid include charges for an Employee [and or Dependent] whose coverage has ended before the due date of that 
premium, any refund of premium will depend on whether the Employee contributed toward the premium payment or whether it was paid in full by the 
Contractholder. 

If the Employee contributed toward the premium payment, [Carrier] will not refund the premium and coverage will continue in force through the end 
of the period for which premium has been contributed by the Employee. 

If the premium was paid in full by the Contractholder, any refund of premium will depend on whether claims were incurred during the period of no 
more than two months for which refund is requested. If no claims have been incurred [Carrier] will refund premiums paid for a maximum of two 
months prior to the date [Carrier] receives written notice from the Contractholder that the Employee's [and or Dependent's] coverage has ended. If 
claims have been incurred during the period prior to [Carrier's] receipt of written notice that the Employee [and Dependent's] coverage has ended, 
[Carrier] shall not be required to refund premium to the Contractholder. 

PAYMENT OF PREMIUMS - GRACE PERIOD 
Premiums are to be paid by the Contractholder to Us. They ate due on each Premium Due Date stated on the first page of the Contract. The 
Contractholder may pay each Premium other than the first within 31 days of the Premium Due Date. Those days are known as the grace period. The 
Contractholder is liable to pay Premiums to Us from the first day the Contract is in force. 

[REINSTATEMENT 
If the premium has not been paid before the end of the grace period, this Contract automatically terminates as of the last day of the grace period. The 
Contractholder may make written request to Us that the Contract be reinstated. If We accept the request for reinstatement, the Contractholder must pay 
all unpaid premiums back to the date premium was last paid. Such payment is subject to the premium rate then in effect and to [the payment of the 
reinstatement fee as established by Us.] [an interest charge, determined as a percentage of the unpaid amount.] The percentage will be determined by 
Us but will not be more than the maximum percentage allowed by law.] 

PREMIUM RATE CHANGES 
The Premium rates in effect on the Effective Date are shown in the Schedule of Premium Rates and Classification section of the Contract. We have 
the right to prospectively change Premium rates as of any of these dates: 
a) any Premium Due Date; 
b) any date that an Employer becomes, or ceases to be, an Affiliated Company. 
c) any date that the extent or nature of the risk under the Contract is changed: 
• by amendment of the Contract; or 
• by reason of any provision of law or any government program or regulation; 
d) at the discovery of a clerical error or misstatement as described below. 

We will give You 60 days written notice when a change in the Premium rates is made. 

RECORDS - INFORMATION TO BE FURNISHED 
We will keep a record of the [Members]. It will contain key facts about their coverage. 

Supp. 6-18-12 21-432 



SMALL EMPLOYER HEALffl BENEFITS PROGRAM 11:21 App. EXH. BB 

HOW AND WHEN TO CONVERT 
The conversion period means the 31 days after the date group health coverage ends. The former spouse must apply for the individual contract in 
writing and pay the first premium for such contract during the conversion period. Evidence of good health will not be required. 

THE CONVERTED CONTRACT 
The individual contract will provide the medical benefits that We are required to offer. The individual contract will take effect on the day after group 
health coverage under this Contract ends. 

After group health coverage under this Contract ends, the funner spouse and any children covered under the individual contract may still receive 
benefits under this Contract. If so, benefits to be paid under the individual contract, if any, will be reduced by the amount paid or the reasonable cash 
value of services provided under this Contract.] 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Contract. The Employee must contact his or her Employer to find out if 
the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, Medicare will 
be the primary health plan and this Contract will be the secondary health plan for [Members] who are eligible for Medicare. 

The following provisions explain how this Contract's group health benefits interact with the benefits available under Medicare as Secondary Payor 
rules. A [Member] may be eligible for Medicare by reason of age, disability, or End Stage Renal Disease. Different rules apply to each type of 
Medicare eligibility, as explained below. 

With respect to the following provisions: 

a) "Medicare" when used above, means Part 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. 

b) A [Member] is considered to be eligi"ble for Medicare by reason of age from the first day of the month during which he or she reaches age 65. 
However, if the [Member] is born on the first day of a month, he or she is considered to be eligible for Medicare from the first day of the month 
which is immediately prior to his or her 65th birthday. 

c) A ''primary" health plan pays benefits for a [Member's] Covered Service or Supply or Covered Charge first, ignoring what the [Member's] 
"secondary" plan pays. A "secondary" health plan then pays the remaining unpaid allowable expenses. See the Coordination of Benefits and 
Services section for a definition of"allowable expense". 

MEDICARE ELIGIBILITY BY REASON OF AGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her covered spouse who is eligible for Medicare by reason of age. This section does not apply to an 
insured civil union partner [or an insured domestic partner) who is eligible for Medicare by reason of age. 

Under this section, such an Employee or covered spouse is referred to as a "Medicare eligible". 

This section does not apply to: 
a) a [Member], other than an Employee or covered spouse 
b) an Employee or covered spouse who is under age 65, or 
c) a [Member] who is eligible for Medicare solely on the basis ofEnd Stage Renal Disease. 

When An Employee or Covered Spouse Becomes Eligible For Medicare 
When an Employee or covered spouse becomes eligible for Medicare by reason of age, he or she must choose one of the two options below. 

Option (A)- The Medicare eligible may choose this Contract as his or her primary health plan. Ifhe or she does, Medicare will be his or her secondary 
health plan. See the When This Contract is Primary section below, for details. 

Option (B) - The Medicare eligible may choose Medicare as his or her primary health plan. Ifhe or she does, group health benefits under this Contract 
will end. See the When Medicare is Primary section below, for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age, We will provide services and 
supplies and pay benefits as ifhe or she had' chosen Option (A). 

When this Contract is primary 
When a Medicare eligible chooses this Contract as his or her primary health plan, ifhe or she incurs a Covered Service and Supply or Covered Charge 
for which benefits are payable under both this Contract and Medicare, this Contract is considered primary. This Contract provides services and supplies 
and pays first, ignoring Medicare. Medicare is considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan, he or she will no longer be covered for such benefits by this Contract. 
Coverage under this Contact will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 
A Medicare eligible who elects Medicare as his or her primary health plan, may later change such election, and choose this Contract as his or her 
primary health plan. 
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11:21 App. EXH. HH INSURANCE 

MEDICARE AS SECONDARY PAYOR (Continued) 

MEDICARE ELIGIBILITY BY REASON OF DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a [Member] who is: 
a) under age 65 except for the Employee's civil union partner [or domestic partner]or the child of the Employee's civil union partner [or domestic 

partner]; and 
b) eligible for Medicare by reason of disability. 

Under this section, such [Member] is referred to as a "disabled Medicare eligible". 

This section does not apply to: 
a) a (Member] who is eligible for Medicare by reason of age; or 
b) a [Member] who is eligible for Medicare solely on the basis of End Stage Renal Disease or 
c) a [Member] who is the Employee's civil union partner [or domestic partner] or the child of the Employee's civil union partner [or domestic 

partner]. 

When A [Member) Becomes Eligible For Medicare 
When a [Member] becomes eligible for Medicare by reason of disability, this Contract is the primary plan. Medicare is the secondary plan. 

If a [Member] is eligible for Medicare by reason of disability, he or she must be covered by both Parts A and B. Benefits will be payable as specified in 
the Coordination of Benefits and Services section of this Contract. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a [Member] who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such [Member] is referred to as a "ESRD Medicare eligible". 

This section does not apply to a [Member] who is eligible for Medicare by reason of disability. 

When A [Member] Becomes Eligible For Medicare Due to ESRD 
When a [Member] becomes eligible for Medicare solely on the basis ofESRD, for a period of up to 30 consecutive months, ifhe or she incurs a charge 
for the treatment ofESRD for which services and supplies are provided or benefits are payable under both this Contract and Medicare, this Contract is 
considered primary. This Contract provides services and supplies and pays first, ignoring Medicare. Medicare is considered the secondary plan. 

This 30 month period begins on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts; and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant, the first day of the month during which such [Member] becomes 

eligible for Medicare. 

After the 30 month period described above ends, if an ESRD Medicare eligible incurs a charge for which services and supplies are provided and 
benefits are payable under both this Contract and Medicare, Medicare is the primary plan. This Contract is the secondary plan. If a [Member] is eligible 
for Medicare on the basis of ESRD, he or she must be covered by both Parts A and B. Benefits will be payable as specified in the Coordination of 
Benefits and Services section of this Contract. 
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Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 293l(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.299, effective September 1, 1998. 
See: 30 N.J.R. 1883(a), 30 N.J.R. 2223(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
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Amended by R.2000 d.304, effective June 23, 2000. 
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Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
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See: 37 N.J.R. 3218(a), 37 N.J.R. 3834(a). 

Amended by R.2006 d.145, effective April 17, 2006 (operative June I, 
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Amended by R.2006 d.377, effective September 22, 2006. 
See: 38 N.J.R. 3484(a), 38 N.J.R. 4719(b). 
Amended by R.2008 d.132, effective April 24, 2008. 
See: 40 N.J.R. 1746(a), 40 N.J.R. 2476(a). 
Amended by R.2009 d.278, effective August 18, 2009 (operative June 1, 

2010). 
See: 41 N.J.R. 84(a), 41 N.J.R. 3444(a), 42 N.J.R. 669(a). 
Amended by R.2010 d.293, effective November 18, 2010 (operative 

April 1, 2011). 
See: 42 N.J.R. 2709(a), 42 N.J.R. 3060(a). 
Amended by R.2012 d.048, effective January 30, 2012 (operative July I, 

2012). 
See: 43 N.J.R. 3302(a), 44 N.J.R. 596(a). 
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January 1, 2013). 
See: 44 N.J.R. 2239(a), 44 N.J.R. 2365(b). 
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