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CHAPTER 21 

SMALL EMPLOYER HEALTH BENEFITS PROGRAM 
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APPENDIX-GENERAL INFORMATION 

SUBCHAPTER 1. GENERAL PROVISIONS 

11:21-1.1 Purpose and scope 
(a) This chapter implements prov1s1ons of P.L. 1992, 

c.162 as amended by P.L. 1993, c.162 (N.J.S.A. 17B:27A-17 
et seq.), the Small Employer Health Benefits Act. This 
chapter establishes procedures and standards for carriers to 
meet their obligations under N.J.S.A. 17B:27A-17 et seq., 
and establishes procedures and standards applicable for the 
fair, reasonable and equitable administration of the Small 
Employer Health Benefits Program pursuant to N.J.S.A. 
17B:27A-17 et seq. 

(b) Provisions of the New Jersey Small Employer Health 
Benefits Act and of this chapter shall be applicable to all 
carriers that are members of the Small Employer Health 
Benefits Program, and to such other carriers as the specific 

. provisions of the statute and this chapter may state. 

(c) Provisions of the New Jersey Small Employer Health 
Benefits 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 G. 
See: 26 N.J.R. 2488(b), 26 N.J.R. 3089(a), 26 N.J.R. 3758(a). 
Petition for Rulemaking: Exhibit G. 
See: 26 N.J.R. 5120(a), 27 N.J.R. 1321(b). 
Petition for Rulemaking: Exhibits A through G. 
See: 26 N.J.R. 5120(c), 27 N.J.R. 946(c). 

11:21-1.2 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 P.L. 1992, c.162 as amended by P.L. 1993, 
c.162 (N.J.S.A. 17B:27A-17 et seq.), also referred to herein 
as the Small Employer Health Benefits Plans Act. 

"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, except that any insurance company, 
health service corporation, hospital service corporation, or · 
medical services corporation that is an affiliate of a health 
maintenance organization located in New Jersey or any 
health maintenance organization located in New Jersey that 
is affiliated with an insurance company, hospital service 
corporation or medical service corporation shall treat the 
health maintenance organization as a separate carrier. 
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"Board" means the Board of Directors of the New Jersey 
Small Employer Health Benefits Program established by the 
Act. 

"Carrier" means any insurance company, health service 
corporation, hospital service corporation, medical service 
corporation, or health maintenance organization authorized 
to issue health benefits plans in New Jersey. 

"Cash deductible" means the amount of covered charges 
that a covered person must pay before the policy pays any 
benefits for such charges. 

"Co-insurance" means the percentage of a covered charge 
that must be paid by a covered person. Co-insurance does 
not include cash deductibles, co-payments or non-covered 
charges. 

"Co-insured charge limit" means the amount of covered 
charges a covered person must incur before no co-insurance 
is required with the following exception. Charges for men-
tal and nervous conditions and substance abuse treatment 
are not subject to or eligible for the co-insured charge limit. 

"Co-payment" means a specified dollar amount a covered 
person must pay for specified covered charges. 

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

"Department" means the New Jersey Department of 
Insurance. 

"Dependent" means the spouse or child of an eligible 
employee subject to applicable terms of the employee's 
health benefits plan. 

"Doctor" means a medical practitioner who: 

1. Is properly licensed or certified to provide medical 
care under the laws of the state where the practitioner 
practices; and 

2. Provides medical services which are within the 
scope of the practitioner's license or certificate and which 
are covered by policies provided pursuant to this chapter. 

"Eligible employee" means a full-time employee who 
works a normal work week of 25 or more hours. The term 
includes a sole proprietor, a partner of a partnership, or an 
independent contractor, if the sole proprietor, partner or 
independent contractor is included as an employee under a 
health benefits plan of a small employer, but does not 
include employees who work less than 25 hours a week, 
work on a temporary or substitute basis or are participating 
in an employee welfare arrangement pursuant to a collective 
bargaining agreement. 

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

"Health benefits plan" means any hospital and medical 
expense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in this State by any carrier to 
a small employer group pursuant to section 3 of the Act 
(N.J.S.A. 17B:27A-19), or any other similar contract, policy 
or plan issued to a small employer not explicitly excluded 
from the definition of health benefits plan. "Health bene-
fits plan" excludes the following plans, policies, or contracts: 

1. Accident only; 
2. Credit; 

3. Disability; 

4. Long-term care; 

5. Covera,ge for Medicare services pursuant to a con-
tract with the United States government; 

6. Medicare supplement; 

7. Dental only or vision only; 

8. Insurance issued as a supplement to liability insur-
ance; 

9. Coverage arising out of a workers' compensation or 
similar law; 

10. Hospital confinement or other supplemental limit-
ed benefit insurance coverage; 

11. Automobile medical payment insurance, or per-
sonal injury protection coverage issued pursuant to P.L. 
1972, c.70 (N.J.S.A. 39:6A-1 et seq.); and 

12. Stop loss or excess risk insurance with per person 
retention limits of no less than $25,000 per year and/or 
aggregate retention limits of no less than 125 percent of 
expected claims per year. 

"Late enrollee" means an eligible employee or dependent 
who requests enrollment in a health benefits plan of a small 
employer following the initial minimum 30-day enrollment 
period provided under the terms of the health benefits plan. 
An eligible employee or dependent shall not be considered 
a late enrollee if the individual: was covered under another 
employer's health benefits plan at the time he was eligible to 
enroll and stated at the time of the initial enrollment that 
coverage under that other employer's health benefits plan 
was the reason for declining enrollment; has lost coverage 
under that other employer's health benefits plan as a result 
of termination of employment, the termination of the other 
plan's coverage, death of a spouse, or divorce; and requests 
enrollment within 90 days after termination of coverage 
provided under another employer's health benefits plan. 
An eligible employee or dependent also shall not be consid-
ered a late enrollee if the individual is employed by an 

Supp. 10-16-95 
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employer which offers multiple health benefits plans and the 
individual elects a different plan during an open enrollment 
period; or if a court of competent jurisdiction has ordered 
coverage to be provided for a spouse or minor child under a 
covered employee's health benefits plan and request for 
enrollment is made within 30 days after issuance of that 
court order. 

"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-l 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. 

"Multiple employer arrangement" means an arrangement 
established or maintained to provide health benefits to 
employees and their dependents of two or more employers, 
under an insured plan purchased from a carrier in which the 
carrier assumes all or a substantial portion of the risk, as 
determined by the commissioner and shall include, but is 
not limited to, a multiple employer welfare arrangement, or 
MEW A, multiple employer trust or other form of benefit 
trust. 

"Member" means a carrier that issues health benefits 
plans in New Jersey on or after November 30, 1992. 

"Pre-existing condition" means a policy or contract provi-
sion that excludes coverage under that policy or contract for 
charges or expenses incurred during a specified period 
following the insured's effective date of coverage, for a 
condition that, during a specified period immediately pre-
ceding 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 
pregnancy existing on the effective date of coverage. 

"Primary care practitioner" means a network, or partici-
pating, provider who is a doctor specializing in family 
practice, general practice, internal medicine, obstetrics/gyne-
cology for those services only if applicable, or pediatrics, 
who supervises, coordinates, arranges and provides initial 
care and basic care medical services to a member; initiates 
a member's referral for specialist services; and is responsi-
ble for maintaining continuity of patient care. 

"Program" means the New Jersey Small Employer Health 
Benefits Program established pursuant to the Act. 
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"Small employer" means any person, firm, corporation, 
partnership, or association actively engaged in business 
which, on at least 50 percent of its working days during the 
preceding calendar year quarter, employed at least two but 
no more than 49 eligible employees, the majority of whom 
are employed within the State of New Jersey. In determin-
ing the number of eligible employees, companies which are 
affiliated companies shall be considered one employer. 
Subsequent to the issuance of a health benefits plan to a 
small employer pursuant to the provisions of the Act and 
this chapter, and for the purpose of determining eligibility, 
the size of a small employer shall be determined annually. 
Except as otherwise specifically provided, provisions of the 
Act and this chapter which apply to a small employer shall 
continue to apply until the anniversary date of the health 
benefits plan next following the date the employer no longer 
meets the definition of a small employer. 

"Small employer carrier" means any carrier that offers 
health benefits plans covering eligible employees of one or 
more small employers. 

"Small employer health benefits plan" means a health 
benefits plan for small employers approved by the Commis-
sioner pursuant to section 17 of P.L. 1992, c.162 (N.J.S.A. 
17B:27 A-33). 

"State approved HMO" is a health maintenance organiza-
tion which is approved pursuant to P.L. 1973 c.337 (N.J.S.A. 
26:21-1 et seq.). 

"Stop loss or excess risk insurance" means insurance 
designed to reimburse a self-funded arrangement of one or 
more small employers for catastrophic and unexpected ex-
penses exceeding specified per person retention limits 
and/or aggregate retention limits, wherein neither the em-
ployees nor other individuals are third party beneficiaries 
under the policy, contract or plan. 

"Supplemental limited benefit insurance" means insur-
ance that is provided in addition to a health benefits plan on 
an indemnity nonexpense incurred basis. 

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.228, effective April 11, 1994. 
See: 26 N.J.R. 1588(a), 26 N.J.R. 1873(a). 
Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 
Amended by R.1994 d.583, effective October 27, 1994. 
See: 26 N.J.R. 4308(a), 26 N.J.R. 4629(a), 27 N.J.R. 1618(c). 

11:21-1.3 Communications with the Board 
All written communications with the SEH Board shall be 

submitted to the SEH Board at the following address: 
New Jersey Small Employer Health Benefits Pro-

gram Board 
20 West State Street 
CN--325 
Trenton, New Jersey 08625 

Supp. 10-16-95 21-4 
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New Rule, R.1993 d.644, effective November 12, 1993. 
See: 25 N.J.R. 4437(a), 25 N.J.R. 5668(a). 
Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-1.4 Penalties 
Failure of a carrier to comply with any provision of this 

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

Amended by R.1993 d.669, effective December 20, 1993. 
See: 24 N.J.R. 4476(a), 25 N.JR 6019(a). 

11:21-1.5 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. 

Amended by R.1993 d.669, effective December 20, 1993. 
See: 24 N.J.R. 4476(a), 25 N.J.R. 6019(a). 

SUBCHAPTER 2. NEW JERSEY SMALL 
EMPLOYER HEALTH BENEFITS PROGRAM 
PLAN OF OPERATION 

Authority 
N.J.S.A. 17B:27D-30, as amended by P.L. 1993, c.162, Section 16. 

Source and Effective Date 
R.1994 d.48, effective December 22, 1993. 
See: 25 N.J.R. 4563(a), 26 N.J.R. 391(a). 

11:21-2.1 Purpose and structure 
(a) The Program has been created pursuant to section 12 

of P.L. 1992, c.162 (N.J.S.A. 17B:27A-28) as amended by 
P.L. 1993, c.162, section 6, to provide a mechanism: 

1. To assure the availability of five standardized 
health benefits plans to New Jersey small employers, their 
eligible employees and the dependents of those eligible 
employees, on a guaranteed issue basis; and 

2. Through which certain losses of specified member 
companies accruing under the five small employer health 
benefits plans will be reimbursed by other member com-
panies that are subject to assessments. 

(b) The Board has been created pursuant to Section 13 of 
P.L. 1992, c.162 (N.J.S.A. 17B:27A-29) to administer the 
Program reasonably and equitably under law. 

(c) The Program Plan of Operation ("Plan") has been 
created in accordance with Section 14 of P.L. 1992, c.162 
(N.J.S.A. l 7B:27A-30) to set forth as completely as possible 

11:21-2.1 

the reasonable and equitable manner by which the Board 
will administer the Program under applicable law. 

( d) The Program shall be administered by the Board. 
The Board shall administer the Program in accordance with 
the Plan developed and adopted by the Board pursuant to 
law, subject to the review and approval of the Commissioner 
of Insurance. 

( e) The Board shall consist of 18 persons, including the 
Commissioners of Health and Insurance or their designees, 
both of whom shall serve as ex officio, and 10 public 
members who shall be elected by the members of the 
Program, subject to approval by the Commissioner, and six 
public members who shall be appointed by the Governor 
with the advice and consent of the Senate. Initially, three 
of the elected public members of the Board shall be elected 
for a three-year term, three shall be elected for a two-year 
term, and three shall be elected for a one-year term. The 
tenth elected public member, added by P.L. 1994, c.97, shall 
be elected for a three-year term. Initially, of the six ap-
pointed public members added to the Board by P.L. 1994, 
c.97, two shall be appointed for a term of one year, two for 
a term of two years and two for a term of three years. 
Thereafter, all public members of the Board shall be elected 
or appointed for a term of three years. A vacancy in the 
membership of the Board shall be filled for an unexpired 
term in the manner provided for in the original election or 
appointment, as appropriate. No carrier shall have more 
than one representative on the Board. 

(f) The following categories shall be represented among 
·~ 

the elected public members: 

1. Two carriers whose principal health insurance busi-
ness is in the small employer market; 

2. One carrier whose principal health insurance busi-
ness is in the larger employer market; 

3. A health, hospital or medical service corporation; 

4. A health maintenance organization; 

5. A risk-assuming carrier; 

6. A reinsuring carrier; and 

7. Three persons representing small employers, at 
least one of whom represents minority small employers. 

(g) The following categories shall be represented among 
the appointed public members: 

1. Two insurance producers licensed to sell health 
insurance pursuant to N.J.S.A. 17:22A-1 et seq.; 

2. One representative of organized labor; 

3. One physician licensed to practice medicine and 
surgery in this State; and 

4. Two persons who represent the general public and 
are not employees of a health benefits plan provider. 

21-5 Supp. 10-16-95 
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Amended by R.1995 d.65, effective February 6, 1995. 
See: 26 N.J.R. 4310(a}, 27 N.J.R. 585(a). 

11:21-2.2 Definitions 
The words and terms used in this Plan shall have the 

meanings set forth at N.J.S.A. 17B:27A-17 and N.J.A.C. 
11:21-1.2, or as further defined below: 

"Administrator" means that person or entity selected by 
the Board to effectuate the administrative functions of the 
Program. 

"Board" means the Board of Directors of the Program. 
As used in this Plan, "Director" shall refer to members of 
the Board. 

"Carrier" means any insurance company, health service 
corporation, hospital service corporation, medical service 
corporation or health maintenance organization ("HMO") 
authorized to issue health benefits plans in this State. For 
purposes of this Plan, carriers that are affiliated companies 
shall be treated as one carrier, except that any insurance 
company, health service corporation, hospital service corpo-
ration, or medical service corporation that is an affiliate of a 
health maintenance organization located in the State or any 
health maintenance organization located in the State that is 
affiliated with an insurance company, health service corpo-
ration, hospital service corporation, or medical service cor-
poration shall treat the health maintenance organization as 
a separate carrier. 

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

"Deferral" means a deferment, in whole or in part, of 
payment by a member of any assessment issued by the SEH 
Program Board, granted by the Commissioner pursuant to 
N.J.S.A. 17B:27A-38 and N.J.A.C. 11:21-15. 

"Department" means the New Jersey Department of 
Insurance. 

"Dependent" means the spouse or child of an eligible 
employee subject to applicable terms of the health benefits 
plan covering the employee. 

"Earned premium" means the premium earned in New 
Jersey on health benefits plans less return premiums there-
on. 

"Eligible employee" means a full-time employee who 
works a normal work week of 25 or more hours. The term 
includes a sole proprietor, a partner of a partnership, or an 
independent contractor, if the sole proprietor, partner or 
independent contractor is included as an employee under a 
health benefits plan of a small employer, but does not 
include employees who work less than 25 hours a week, 
work on a temporary or substitute basis or are participating 
in an employee welfare arrangement established pursuant to 
a collective bargaining agreement. 
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"Health benefits plan" means any hospital and medical 
expense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health ~) 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in this State by any carrier to 
a small employer group pursuant to section 3 of the Act 
(N.J.S.A. 17B:27A-19). For purposes of this act, "health 
benefits plan" excludes the following plans, policies, or 
contracts; accident only, credit, disability, long-term care, 
coverage for Medicare services pursuant to a contract with 
the United States government. Medicare supplement, den-
tal only or vision only, insurance issued as a supplement to 
liability insurance, coverage arising out of a workers' com-
pensation or similar law, hospital confinement or other 
supplemental limited benefit insurance coverage, automo-
bile medical payment insurance, or personal injury protec-
tion coverage issued pursuant to P.L. 1972, c.70. 

"Member" means all carriers issuing health benefits plans 
in this State on or after the effective date of the Act. 

"Plan of Operation" means the plan of operation of the 
Program, including articles, by-laws and operating rules 
approved by the Board pursuant to the Act. 

"Program ' means the New Jersey Small Employer Health 
Benefits Program established pursuant to the Act. 

"Reinsuring carrier" means a small employer carrier 
electing to receive reimbursement from the program in 
accordance with Section 19 of the Act (N.J.S.A. 
17B:27A-35). 

"Risk-assuming carrier" means a small employer carrier 
electing to assume risks pursuant to section 18 of the Act 
(N.J.S.A. 17B:27A-34). 

"Small employer" means any person, firm, corporation, 
partnership, or association actively engaged in business 
which, on at least 50 percent of its working days during the 
preceding calendar year quarter, employed at least two but 
no more than 49 eligible employees, the majority of whom 
are employed within the State. In determining the number 
of eligible employees, companies which are affiliated compa-
nies shall be considered one employer. Subsequent to the 
issuance of a health benefits plan to a small employer 
pursuant to the provisions of the Act, and for the purpose of 
determining eligibility, the size of a small employer shall be 
determined annually. Except as otherwise specifically pro-
vided, provisions of the Act which apply to a small employer 
shall continue to apply until the anniversary date of the 
health benefits plan next following the date the employer no 
longer meets the definition of a small employer. 

"Small employer carrier" means any carrier that offers 
health benefits plans covering eligible employees of one or 
more small employers. 
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"Small employer health benefits plan" means a health 
benefits plan for small employers approved by the commis-
sioner pursuant to Section 17 of the Act (N.J.S.A. 
17B:27 A-33). 

"State" means the State of New Jersey. 

"Supplemental limited benefit insurance" means insur-
ance that is provided in addition to a health benefits plan on 
an indemnity nonexpense incurred basis. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 342l(a), 26 N.J.R. 4047(b). 

11:21-2.3 Powers of the Board 
(a) The Board has the specific authority pursuant to the 

Act to: 

1. Devefop the method to be used to determine the 
extent to which a reinsuring carrier's payment per insured 
for each health benefit plan provided for under the Act 
exceeds the Statewide average payment per insured for 
each health benefits plan provided for under the Act; 

2. Develop the method for determining the extent to 
which a reinsuring carrier whose average cost of insuring 
individuals covered by small employer health benefits 
plans exceeds the threshold described in Section 13 ( c) of 
the Act (N.J.S.A. 17B:27 A-29( c)) may receive reimburse-
ment from the Program; 

3. Develop a statement of the efficiency and risk 
management standards a reinsuring carrier must meet 
before a reinsuring carrier may receive reimbursement 
from the Program; 

4. Enter into contracts as are necessary or proper to 
carry out the provisions and purposes of the Act; 

5. Sue or be sued, including taking any legal actions as 
may be necessary for recovery of any assessments due to 
the Program or to avoid paying any improper claims; 

6. Establish benefit levels, deductibles and copay-
ments, exclusions, and limitations for the health benefits 
plans in accordance with applicable law; 

7. Establish guidelines to ensure that small employer 
carriers are assuming their share of high risk small em-
ployer groups in proportion to their market share of small 
employer health benefits plan business. In the event that 
any carrier does not assume its reasonable share of the 
high risk market, the Board may adjust the assessment 
formula, with the approval of the Commissioner, to re-
quire a proportionally higher assessment from the carrier; 

8. Promulgate one standard claim form. In order to 
provide a standard system of payment for medical ser-
vices, all claim forms for any claimant's use under a group 
health insurance policy delivered or issued for delivery in 
this State shall conform to the form adopted by the Board 
and promulgated in conjunction with the Individual 
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Health Coverage Program pursuant to P.L. 1993, c.162, 
Section 20; 

9. Assess members in accordance with the provisions 
of the Act, including such interim assessments as may be 
reasonable and necessary for organization and reasonable 
operating expenses. Such interim assessments shall be 
credited as offsets against any regular assessments due 
following the close of the fiscal year; 

10. Establish rules, conditions, and procedures per-
taining to the reimbursement and assessment of the mem-
bers of the Program; 

11. Establish a standard policy form for five standard 
health benefits plans and five rider packages, as provided 
in the Act; 

12. Appoint from among the members appropriate 
legal, actuarial, and other committees as necessary to 
provide technical and other assistance in the operation of 
the Program, policy and other contract design, and any 
other functions within the authority of the Program; 

13. Employ or retain such persons, firms or corpora-
tions to perform such functions as are necessary for the 
Board's performance of its duties. The Board may use 
the mailing address of such person, firm or corporation as 
the official address of the Program. Such persons may 
include an Administrator or executive director with such 
authority as may be delegated by the Board to implement 
and carry out broad directives of the Board made pursu-
ant to statutory powers. Such persons may include actu-
aries, accountants, auditors, insurance producers and such 
other specialists or persons whose advice or assistance is 
deemed by the Board to be necessary to the discharge of 
its duties under the Act. The Board may agree to 
compensate such persons so as best to serve the interests 
of the Program and the public. Such persons, firms or 
corporations shall keep and maintain such records of their 
activities as may be required by the Board; 

14. Develop a method of handling and accounting for 
assets and moneys of the Program and an annual fiscal 
reporting to the Commissioner; 

15. Develop a means of providing for the filling of 
vacancies on the Board, subject to the approval of the 
Commissioner; 

16. Address any additional matters which are appro-
priate to effectuate the provisions of this Act; and 

17. Develop a buyers' guide for the Program, and 
provide for a reasonable charge for its use and distribu-
tion. 

11:21-2.4 Plan of Operation 
(a) The Board shall perform its function under this Plan, 

and in accordance with the Act. The Plan is intended to 
assure the fair, reasonable and equitable administration of 
the Program and shall constitute a public record and accor-
dance with the Act. 
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(b) The Plan does not, nor is it intended to, create any 
contractual or other rights or obligations between the Pro-
gram and any entity or any person insured by any carrier. It 
does not provide any benefits or create any obligation, 
contractual or otherwise, to any person or entity. 

11:21-2.S Board structure and meetings 
(a) The Program shall exercise its powers through a 

Board. 
1. The Board shall be made up of the Commissioner, 

the Commissioner of Health, or their designees (who shall 
serve ex officio) and 16 public members. The composi-
tion of the Board shall be as described in N.J.S.A. 
17B:27A-29 as amended by P.L. 1994, c.97. No person 
representing one of the public members shall serve, or 
continue to serve, on the Board unless such person repre-
sents one of the categories specified in N.J.S.A. 
17B:27A-29 as amended by P.L. 1994, c.97. 

2. Initially, three of the elected public members shall 
serve for a term of three years; three shall serve for a 
term of two years; and three shall serve for a term of one 
year. The tenth elected public member, added by P.L. 
1994, c.97, shall be elected for a three-year term. Initial-
ly, of the six appointed public members added to the 
Board by P.L. 1994, c.97, two shall be appointed for a 
term of one year, two for a term of two years and two for 
a term of three years. Thereafter, all public members 
shall serve for a term of three years. A vacancy in the 
membership of the Board shall be filled for an unexpired 
term in the manner provided for in the original election 
or appointment, as appropriate. The public directors 
shall serve their terms of office until their replacements 
are duly elected or pursuant to the terms of their appoint-
ments as applicable. 

i. On or about 60 days prior to the date of the 
election meeting, the Board shall send written notice to 
the 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 nomina-
tions 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. 

ii. Following the close of the nomination period, the 
Board shall determine from among the carriers and/or 
small employer representatives nominated those per-
sons that are eligible and willing to serve in the position 
for which nominated. 

iii. 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 consid-
ered 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 specified by the 
Board, which shall be no earlier than three business 
days prior to the date of the election meeting. 
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iv. Affiliated carriers shall have no more than one 
vote for each position subject to vote. 

v. Elections shall be by the highest number of votes 
properly cast in person and absentee. 

vi. The Board shall maintain a written record of 
each election, including copies of all notices sent, bal-
lots received and the tally sheets in accordance with its 
record retention procedures set forth at N.J.A.C. 
11:21-2.12. 

3. The Board may elect a Chair, Vice Chair and 
Secretary from among its Directors, as well as other 
officers, as it deems appropriate. The election of officers 
shall be held annually or more frequently if needed to fill 
vacancies. Subject to the provisions of the Act and as 
authorized by the Board, such officers are authorized to 
serve as signatories on behalf of the Board and perform 
other ministerial functions necessary and proper to effec-
tuate the actions of the Board. 

(b) The votes of the Board shall be a one person, one 
vote basis. An elected public member, other than the three 
small employer representatives provided for in Section 13 of 
the Act (N.J.S.A. 17B:27A-29) as amended by P.L. 1994, 
c.97, and the Commissioners of Health and Insurance or 
their designees, may designate a voting alternate employed 
by the same carrier or same State agency, as appropriate. 
Appointed public members and the three small employer 
representatives, all of whom are appointed or elected as 
individuals, may not designate a voting alternate. 

(c) A majority of the Directors shall constitute a quorum 
for the transaction of business. The acts of the majority of 
the Directors at a meeting at which a quorum is present 
shall be the acts of the Board, except as otherwise provided 
herein. 

( d) A meeting of the Board shall be held no later than 
the first Tuesday in April each year in accordance with the 
State's Open Public Meetings Act. At that meeting and/or 
subsequent meetings, the Board shall: 

1. Review the financial results for the prior year, 
including expenses of Program administration and in-
curred losses, taking into account all other appropriate 
items; and 

2. Determine if an assessment is necessary for the 
proper administration of the Program. 

(e) At least once each year, the Board shall meet to: 

1. Review the Plan and submit proposed amendments, 
if any, to the Commissioner for review; 
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2. Review reports of the committees established by 
the Board; 

3. Review and approve the rate of interest to be 
charged for late payments; 
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4. Review and approve changes in the communica-
tions program, as recommended by the Marketing and 
Communications Committee; 

5. Determine whether any technical corrections or 
amendments to the Act should be recommended to the 
Legislature; 

6. Fill any vacancies among the Directors who repre-
sent 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; and 

7. Review, consider, and act on any matters deemed 
by the Board to be necessary and proper for the adminis-
tration of the program. 

(f) The Board shall hold other meetings upon the request 
of the Chair or three or more Directors, as deemed appro-
priate. A meeting may be held in person or by telephone. 
Notice of such a meeting and its purpose shall be provided 
to the general public and to the Directors in accordance 
with the State's Open Public Meetings Act. 

(g) The Board shall keep reasonably comprehensive min-
utes of all its meetings showing the time and place, the 
Directors present, the subjects considered, the actions taken, 
the vote of each Director, and any other information re-
quired to be shown in the minutes by law. The original of 
the public record shall be retained by the Board or its agent 
and shall be promptly available to the public to the extent 
that making such matters public shall not be inconsistent 
with Section 7 of the Open Public Meetings Act (N.J.S.A. 
10:4--12). At least two copies of the minutes of every 
meeting of the Board shall be delivered forthwith to the 
Commissioner. 

(h) The Board may establish rules of the Program consis-
tent with the Act and this Plan. 

(i) Amendments to the Plan or suggestions for technical 
corrections to the Act shall require the concurrence of a 
majority of the entire Board. 

(j) Directors shall not be compensated by the Program 
for their services but may be reimbursed for reasonable 
unreimbursed travel expenses incurred in attending Board 
and committee meetings pursuant to the State Travel 
Guidelines issued by the Department of the Treasury. 

(k) The Board may adopt rules for the taking of testimo-
ny from the public, which may include rules relating to the 
time and place of any such public hearing, and reasonable 
rules for the length and format of testimony from individu-
als, groups and organizations. 

(/ ) The Board may take up any additional matters which 
are appropriate to effectuate the provisions of this Act. 

11:21-2.6 

(m) The affirmative vote of at least two-thirds of the 
Directors present at a meeting shall be required to authorize 
assessments and the expenditure of Program funds. 

Amended by R.1994 d.319, effective May 31, 1994. 
See: 26 N.J.R. 1940(a), 26 N.J.R. 2587(a). 
Amended by R.1995 d.65, effective February 6, 1995. 
See: 26 N.J.R. 4310(a), 26 N.J.R. 4311(a), 27 N.J.R. 585(a). 
Amended by R.1995 d.223, effective May 1, 1995. 
See: 27 N.J.R. 438(a), 27 N.J.R. 438(b), 27 N.J.R. 1805(a). 

11:21-2.6 Committees 
(a) Appointments to Standing and other committees shall 

be approved by a majority of the Board present. Each of 
the Standing Committees shall include no more than five 
directors, but the Chair may appoint additional persons as 
needed, with the approval of a majority of the Board. A 
written record of the proceedings of each committee shall 
be maintained by a Secretary appointed from the member-
ship of the committee. Committee members are responsi-
ble for providing staff support, but may recommend that the 
Board provide funding for outside contractors. Committees 
may not take final action; however, within the scope of their 
mission and duties, committees may make recommendations 
and reports to the Board for its decision and action. 

(b) Standing Committees shall include the following: 

1. A Finance Committee which shall make recommen-
dations to the Board with respect to: 

i. The methods and rules for calculating assess-
ments and other risk sharing charges; 

ii. Assessment of members in accordance with the 
provisions of the Act, including such interim assess-
ments as may be reasonable and necessary for organiza-
tional and reasonable interim operating expenses; 

iii. Establishment of rules, conditions, and proce-
dures pertaining to the reimbursement of the members 
of the Program; 

iv. Independent consulting actuaries who may be 
approved by the Board; 

v. Establishment of rules, conditions, and proce-
dures pertaining to the registry of multiple employer 
arrangements in accordance with the provisions of the 
Act; and 

vi. Oversight of studies necessary for development 
of reinsurance mechanisms; 

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

i. The Plan and amendments thereto; 

ii. A uniform reinsurance compliance audit program 
to be utilized by independent auditors retained by 
carriers in their review of items related to assessments 
for each affected carrier; 
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iii. The selection of an independent auditor for the 
annual audit of the Program operations; 

iv. The review of reports prepared by independent 
auditors and other audit-related matters the Board 
deems necessary; 

v. Contracts which are necessary or proper to carry 
out the provisions and purposes of the Act; 

vi. Developing the means to select a plan adminis-
trator, a statement of the powers and duties of the 
Administrator, the compensation of the Administrator, 
and a statement of the efficiency standards an Adminis-
trator must meet; and 

vii. Recommendations for employing or retaining 
persons, firms or corporations to perform the functions 
necessary for the Board's performance of its duties, 
including retention of an Administrator for the Pro-
gram; 

3. A Legal Committee which shall make recommenda-
tions to the Board with respect to: 

i. Appropriate interpretations of the Act, and such 
other matters as the Board may desire, including rules 
and regulations promulgated by the Board pursuant to 
the Act; 

ii. Amendments to the Plan, and the various health 
benefits plans proposed by the Board for compliance 
with the Act, and by implication under Federal or other 
State legislation; 

iii. Proposed amendments to the Act for Board 
approval; 

iv. Contracts and legal documents for the Program; 

v. All litigation and other disputes involving the 
Program and its operations; 

vi. Maintenance of a written record of all questions 
received and responses provided by the Board; 

vii. Coordination with legal counsel for the Board, 
as needed, on matters relating to the Program opera-
tions, including proposed contracts, operational prac-
tices, and statutory construction; 

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

ix. The Board's entering into contracts necessary or 
proper to carry out the provisions and purposes of the 
Act; and 

x. Legal actions as may be necessary for recovery of 
any assessments due to the Program or to avoid paying 
any improper claims and other matters related to law-
suits by or against the Board; 
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4. 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 health benefits plans to eligible 
employees; 

ii. Marketing and communication plans for the Pro-
gram, as needed; 

iii. Issues or concerns arising out of the marketing 
of Program coverage; 

iv. The development of information concerning the 
Program to be released to the general public; and 

v. Reviewing marketing material submitted by carri-
ers in accordance with the Act; and 

5. A Dispute Resolution Committee which shall make 
recommendations to the Board with respect to: 

i. Consumer, policyholder and member carrier in-
quiries,complaints and disputes arising in connection 
with the 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 carriers to use in notifying the 
Board of complaints and disputes; 

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

(1) Recommendations by the Dispute Resolution 
Committee may include a recommendation that the 
Board issue a statement interpreting its regulations, 
seek declaratory or injunctive relief as may be appro-
priate, 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 Dispute Resolution 
Committee or Administrator may seek the input of 
other appropriate Committees in order to assist the 
Dispute Resolution Committee in reaching a recom-
mendation. 

\ 

(3) The Dispute Resolution Committee may refer 
matters as necessary to any other Committee which 
may also make recommendations to the Board. 
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(4) The Dispute Resolution Committee or Admin-
istrator shall compile statistics on complaints, dis-
putes and appeals received and resolved and submit 
an annual report to the Board and the Commissioner 
detailing the volume of complaints, disputes and 
appeals categorized by type, carrier and disposition. 

(5) Nothing in this paragraph shall be deemed to 
impair or otherwise affect the authority of the Com-
missioner 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 Com-
missioner's attention. 

(c) The Board may appoint other committees. The 
Board may by resolution adopted by a majority of the entire 
Board: 

1. Determine the size of and appoint members to 
and/or fill any vacancy in any committee; 

2. Appoint one or more persons to serve as alternate 
members of any committee, to act in the absence or 
disability of members of any committee with all the 
powers of such absent or disabled members; 

3. Abolish any committees, in its discretion; 

4. Remove any person from membership on any com-
mittee at any time, with or without cause; and 

5. Authorize or appoint the use of consultants or 
other advisors to work with any committee. 

11:21-2.7 Administrator selection and duties 
(a) The Administrator shall be selected by the Board. 

(b) The Administrator shall be selected by the Board in 
compliance with the public bidding law, N.J.S.A. 52:34-6 et 
seq. 

( c) The Administrator shall perform the administrative 
functions required under the Act and the Plan. The Ad-
ministrator is responsible, along with the Board, for the fair, 
equitable and reasonable administration of the Program. 

( d) The Administrator shall perform all administrative 
functions developed by the Board including the following: 

1. Preparing and submitting an annual report to the 
Board and the Commissioner no later than the third week 
of March; preparing and submitting monthly reports to 
the Board; 

2. Establishing the procedures and installing the sys-
tems needed to properly administer the operations of the 
Program; 

3. Establishing with Board approval, one or more 
depository accounts for the transaction of Program busi-
ness; 
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4. Collecting assessments due to the Program on a 
timely basis; 

5. Depositing all moneys collected on behalf of the 
Program in the established depository account( s) on a 
timely basis; 

6. Reimbursing reinsuring carriers following their sub-
mission of acceptable documentation; 

7. Issuing checks or drafts, on and/or approving 
charges against, bank accounts of the Program; 

8. Keeping all accounting, administrative and financial 
records of the Program; 

9. Acting as a resource for reinsuring carriers in com-
plying with the Program; 

10. Calculating all assessments in accordance with the 
methodology approved by the Board; notifying members 
of amounts due; tracking the amount of assessments in 
dispute or subject to deferral request; coordinating with 
the Department and other appropriate parties, including 
State agencies, regarding fiscal administrative matters; 

11. Preparing an annual estimate of the operating and 
administrative expenses of the Program; 

12. Preparing a detailed Operations and Procedures 
Manual which must include forms and procedures for 
processing business as required by the Plan; 

13. Based on minimum standards for participation in 
the Program as a reinsuring carrier developed by the 
Board, reviewing compliance with such standards; and 

14. Performing other functions as agreed between the 
Board and the Administrator. 

( e) The Administrator shall maintain calendar year rec-
ords of premiums, reimbursements, and operating and ad-
ministrative expenses and shall retain these records for a 
period of seven years following the end of such calendar 
year or as otherwise required pursuant to N.J.S.A. 47:3-15 
et seq. 

(f) The Board may select, and establish compensation for, 
such other staff as may be necessary for the administration 
of the Program. 

11:21-2.8 Assessments for administrative and operating 
expenses 

(a) Annually on or about April 15, the Board shall deter-
mine the final administrative expense total for the preceding 
calendar year, if any. 

1. Each member's final assessment shall be reduced 
by any interim assessment paid by the member or credited 
to the member by the Board. 

2. Each member's final assessment shall be reduced 
by any deferred assessments paid by assessed carriers in 
proportion to the original additional assessment made to 
cover the deferred amount. 
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3. Members shall be assessed for a proportionate 
share of the final administrative expenses on the basis of 
health benefits plan earned premiums for that year. The 
administrative expense assessment for each member shall 
be equal to the total of all administrative expenses for the 
calendar year multiplied by the ratio of that member's 
earned premium for health benefits plans to the earned 
premium for health benefits plans of all members for the 
calendar year. 

(b) The Board may make an interim assessment of mem-
bers for reasonable and necessary organizational expenses 
and to cover anticipated interim operating expenses. At the 
discretion of the Board, interim assessments may be made 
on a monthly basis or such other periodic basis as necessary 
to ensure the availability of funds to meet operating ex-
penses. 

(c) 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, SEH 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 45 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 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 amount has 
accrued, shall include the interest penalty amount ac-
crued as of the invoice date; otherwise, payment shall 
not be considered to be in full. 
2. Carriers that dispute whether they are subject to an 

assessment, or dispute the amount of assessment for 
which they have been determined liable by the Board, 
shall be assessed 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 carrier, or, if a contest-
ed case, the Board has rendered a final determination in 
favor of that carrier in accordance with the Administrative 
Procedure Act, N.J.S.A. 52:14B-1 et seq. 

3. A member may request that the Commissioner 
grant a deferral of its obligation to pay an assessment in 
accordance with N.J.A.C. il:21-15. 

i. 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 to be held in an interest bearing escrow account 
in accordance with the procedures set forth herein, 
pending final disposition by the Commissioner of the 
deferral request. 
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ii. If the member withholds payment, as permitted 
herein and the Commissioner denies the request for 
deferral, the member shall be subject to payment of the 
interest penalty set forth herein, accruing from the date 
of the invoice for the assessment. 
4. Amounts deferred by the Commissioner or subject 

to dispute, which dispute is resolved in favor of the 
carrier, shall be redistributed among all other members 
proportionately. 

(d) The Administrator shall coordinate with the Depart-
ment and other appropriate parties, including State agen-
cies, regarding fiscal administrative matters, and develop 
appropriate procedures for such matters, and disburse funds 
for administrative expenses upon the directive of the Board. 

1. Amounts of assessment in dispute or subject to 
deferral request, including any interest penalty paid by a 
carrier pursuant thereto, shall not be disbursed by the 
Administrator until such time as the dispute has been 
settled against the disputing carrier, or the deferral de-
nied, 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 immediately according to Board directive. 

2. Amounts of assessment disputed or subject to de-
ferral wherein the dispute is settled in favor of the 
disputing carrier, or a deferral is granted, shall be re-
turned to the appropriate carrier within 15 days of the 
date that the Administrator receives notice of the deter-
mination by the Board or the Commissioner, as applica-
ble, along with the proportionate amount of interest 
penalty, if any, paid by the carrier for late payment of the 
amount. 

( e) A member requesting a deferral from the Commis-
sioner of an assessment amount shall concurrently provide 
notice of such request in duplicate to the Administrator in 
order to preserve its right to the moneys owed and paid 
pursuant to the invoice for assessment. 

(f) If a member 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 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 or to take such 
other action against the carrier as may be authorized by law. 
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. 

11:21-2.9 Assessment for reimbursable losses 
(a) The Board shall determine the total reimbursable 

losses, which shall be the net loss of the Program, if any, for 
the calendar year based upon the information submitted by 
reinsuring carriers annually on or before August 15 to the 
Board beginning in 1995. Such a determination shall be 
made by the Board on or about October 1 annually. 
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(b) The total reimbursable losses for the year shall be the 
aggregate of the reimbursable losses for all reinsuring carri-

/ ers reporting reimbursable losses. 

( c) Reinsuring carriers shall be liable for a portion of the 
reimbursable losses. A reinsuring carrier's assessment 
amount shall equal reimbursable losses but shall not exceed 
four percent of the earned premiums for small employer 
health benefits plans for any reinsuring carrier. 

l. Each reinsuring carrier's assessment amount shall 
be determined by multiplying the total assessment amount 
by the ratio of the reinsuring carrier's earned premiums 
for that calendar year for small employer health benefits 
plans to the total earned premiums for that calendar year 
for all reinsuring carriers for small employer health bene-
fits plans. 

2. The Board shall provide notice to reinsuring carri-
ers in writing on or about October 1 of the total reimburs-
able losses for the year and whether the reinsuring carrier 
may be liable for a portion of the total reimbursable 
losses. 

3. The Board shall notify each reinsuring carrier of 
the assessment and reimbursement for reimbursable loss-
es by invoice stating the dollar amount then due by 
November 1. As a result of the assessment, any monies 
determined to be owed to or by the Board shall be 
calculated without provision for interest. 

4. Assessment amounts for reinsuring carriers granted 
a deferral by the Commissioner, or subject to dispute by a 
carrier wherein the dispute is settled in favor of the 
disputing carrier, shall be apportioned to other reinsuring 
carriers based on their respective share of earned premi-
ums for small employer health benefits plans. 

5. A reinsuring carrier's assessments in amounts ex-
ceeding four percent of earned premiums shall be appor-
tioned to all small employer carriers based upon their 
respective share of small employer health benefits plan 
earned premiums until such other members reach one 
percent of small employer health benefits plan earned 
premiums or the total reimbursable losses are fully as-
sessed, whichever occurs first. 

6. If a member that is not a reinsuring carrier demon-
strates that it would have qualified for reimbursable losses 
if it had elected to be a reinsuring carrier, such carrier 
shall be eligible for a reduction in its assessment. Said 
reduction shall be equal to 1.00 minus the carrier's ratio 
of its earned premium for small employer health plans to 
the total earned premium for small employer health plans 
divided by the ratio of the carrier's reimbursable loss 
calculated above to the total of all calculated reimbursa-
ble losses. In no event shall this calculation cause the 
assessment to be increased. 

11:21-2.9 

7. Reductions in assessments made according to (c)6 
above shall be apportioned to other members until such 
other members are assessed one percent of small employ-
er health benefits plan earned premiums. 

( d) 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 Treasur-
er-State of New Jersey, SEH Program, c/o the New Jersey 
Department of Insurance, 20 W. State Street, CN-325, 
Trenton, NJ 08625. 

L 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. 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. Errors that are reported and paid in full to the 
Board by a member within 60 days of their occurrence 
shall not be subject to the interest penalty set forth 
above. 
2. Carriers that dispute whether they are subject to an 

assessment, or dispute the amount of assessment for 
which they have been determined liable by the Board 
shall be assessed 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 carrier, or, if a 
contested case, the Board has rendered a final determina-
tion in favor of that carrier in accordance with the 
Administrative Procedure Act, N.J.S.A. 52:14B-l et seq. 

( e) A member may request that the Commissioner grant 
a deferral of its obligation to pay an assessment in accor-
dance with N.J.A.C. 11:21-15. 

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 to be held in an interest bearing escrow account in 
accord.ance with the procedures set forth herein, pending 
final disposition by the Commissioner of the deferral 
request. 

2. If the member withholds payment, as permitted 
herein, and the Commissioner denies the request for 
deferral, the member shall be subject to payment of the 
interest penalty set forth herein, accruing from the date of 
the invoice for the assessment. 
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(f) The Board shall approve the disbursement of any 
payments to those members determined by the Board as 
having reimbursable losses. Disbursement shall be in pro-
portion to the member's share of the total reimbursable 
losses, until all such available funds have been paid out, or a 
member's reimbursable losses have been reimbursed, which-
ever comes first. 

1. Amounts of assessment in dispute or subject to a 
deferral request shall not be disbursed to members having 
reimbursable losses until such time as the dispute has 
been settled or concluded with the disputing carrier, or 
the deferral denied, except that any portion of an assess-
ment 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 reimbursa-
ble losses 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 carrier, or a deferral is granted, shall be re-
turned to the appropriate carriers within 15 days of the 
date that the Administrator receives notice of the deter-
mination by the Board or the Commissioner, as applica-
ble, along with the proportionate amount of interest 
penalty, if any, paid by the carrier or 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. 

(g) Assessment amounts shall be redistributed to the 
appropriate reinsuring carriers for their losses on or about 
December 1 of each calendar year. 

(h) A member requesting a deferral from the Commis-
sioner of an assessment amount shall concurrently provide 
notice of such request in duplicate to the Administrator in 
order to preserve its right to the moneys owed and paid 
pursuant to the invoice for assessment. 

(i) If a member 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 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 or to take such 
other action against the carrier as may be authorized by law. 
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. 
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G) A reinsuring carrier may apply to the Board for 
reimbursem~nt from the program if such reinsuring carrier 
demonstrates to the Board that it has satisfied the efficiency ~' 
and risk management standards promulgated by the Board, 
as set forth herein, and demonstrates it has incurred an 
average cost of insuring individuals covered by small em-
ployer health benefits plans that exceeds the Statewide 
average payment per insured by 20 percent. A reinsuring 
carrier satisfactorily demonstrating it has met these thresh-
old standards may seek reimbursement from the Program 
for the lesser of its actual losses or 80 percent of the excess 
of its incurred claims over 120 percent of the Statewide 
average payment per insured, as defined herein, multiplied 
by the number of insured months for the reinsuring carrier. 

(k) Before a member may receive reimbursement from 
the Program, the member must demonstrate to the Board's 
satisfaction, subject to its review and audit by the Board, 
that it has conducted its business operations with respect to 
administering its small employer health benefits plans in 
accordance with generally accepted industry practice and 
has made good faith efforts to apply sound risk management 
principles in an efficient manner. 

1. Such risk management and efficiency standards 
shall include, but are not limited to, claim processing and 
payment practices showing the member has: 

i. Paid or declined for payment 85 percent of all 
claims within 10 working days from the date the com-
pleted submission was received; 

ii. Reviewed a statistically valid sample of claims on 
a regular basis for accuracy and proper use of the 
reimbursement methodology, with dollar accuracy, 
without allowance for offsets of over/under payments, 
being at least 99.0 percent; and 

iii. Responded to all inquiries from insureds or 
covered individuals within 30 business days. 
2. A member shall apply its case management and 

claims handling techniques and other methods of opera-
tion in the same manner with respect to all its business. 

(/ ) Statewide average payment per insured means the 
ratio of the claims incurred in the calendar year for all 
members to the total number of insured months for that 
calendar year for all members calculated separately for each 
small employer health benefits plan. 

1. A carrier's average payment per insured means the 
ratio of the claims incurred in the calendar year to the 
total number of insured months for that calendar year 
calculated separately for each small employer health ben-
efits plan. 

2. The extent to which that carrier's average payment 
per insured for the small employer health benefits plan 
exceeds the Statewide average payment per insured for 

\ 
·~ 

the small employer health benefits plan shall equal the 
difference between the carrier's average payment per '--,.,,,) 
insured and the Statewide average payment per insured 
for a given small employer health benefits plan. 
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3. The calculations shall be performed after the close 
of the calendar year at a time which the Board establishes 
that most claims incurred will have emerged. 

(m) In order to ensure small employer carriers are as-
suming their share of high risk employer groups in propor-
tion to their share of the small employer health benefits 
plan business, the Board shall charge the appropriate Com-
mittee(s) with conducting a survey of the market beginning 
sometime after the first full calendar year of operation 
under the Program to measure and define the proportion of 
high risk small employer groups within the small employer 
group health market and to determine the distribution of 
such groups among the members in the market. Based on 
this survey, the Board shall request that the appropriate 
Committee(s) assess the reasons for any member's dispro-
portionately low share of such high risk groups. 

1. Based on the findings, the Board shall consider 
appropriate steps to ensure each member's share of the 
high risk market is proportionate to its total small em-
ployer health benefits plan business and shall, based upon 
the survey data, direct the Finance Committee to develop 
suitable mechanisms for adjusting the assessment formula 
to require a proportionately higher assessment for mem-
bers not assuming their reasonable share of the high risk 
market. The Board shall further determine the best 
means of regularly ensuring the proportionate distribution 
of high risk groups among members for subsequent years 
of the Program's operation. 

2. The Board shall set forth within this Plan the 
standards and procedures used to adjust the assessment 
formula and/or means to ensure the proportionate distri-
bution of high-risk groups in subsequent years. 

11:21-2.10 Reporting requirements 
Carriers shall submit statements, assessments and other 

reports as may be required by the Board pursuant to the 
Act. 

11:21-2.11 Financial administration 
(a) The Board shall maintain the books and records of 

the Program so that financial statements can be prepared to 
satisfy the Act. Further, these books shall satisfy any 
additional requirements of the Board and outside auditors. 

1. The receipt and disbursement of cash by the Pro-
gram shall be recorded as it occurs. 

2. Non-cash transactions shall be recorded when as-
sets or liabilities should be realized by the Program in 
accordance with generally accepted accounting principles. 

3. Assets and liabilities of the Program, other than 
cash, shall be accounted for and described in itemized 
records. 

4. The net balance due to or from the Program shall 
be calculated for each carrier and confirmed as deemed 

11:21-2.11 

appropriate by the Board or when requested by the 
respective carrier. These balances should be supported 
by a record of each individual carrier's financial transac-
tions with the Program. These records include: 

i. Net losses of the Program calculated in accor-
dance with this Plan; 

ii. Any adjustments to assessments as explained in 
this Plan; 

iii. Adjustments to the amount due to/from the 
Program based upon corrections to carrier submissions; 

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

v. Other records required by the Board. 

5. The Board shall maintain a general ledger which 
balances are used to produce the 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 ledg-
ers or journals. 

6. Assessments shall be paid when billed. If the 
assessment is not received by the Board within 45 days of 
the invoice date, the carrier shall pay interest on the 
assessment from the invoice date at the rate of 1.5 
percent per month except if the carrier is granted a 
deferral. 

(b) All funds of the Program shall be deposited in, and 
all disbursements made from, the General Treasury in ac-
cordance with procedures established and approved by the 
Department of Treasury, Office of Management and Bud-
get, and all financial records shall be kept in a form 
acceptable to the Office of Management and Budget. 

1. Funds of the Program shall be deposited into a 
dedicated account within the General Fund. 

2. Moneys shall be credited from the General Fund, 
with the approval of the Director of the Division of 
Budget and Accounting, to the Program's bank accounts 
upon request by the Board through the Department, 
which request shall include a justification for the request, 
with supporting documentation. 

3. The Administrator shall make such requests for 
funds as directed by the Board and shall deposit all 
moneys received from the Treasury in a Board bank 
account. 

(c) Bank checking accounts shall be established separate-
. ly in the name of the 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 

21-15 Supp. 10-16-95 



11:21-2.11 

by the Board as permitted by applicable law. All invest-
ment income earned shall be credited to the Program and 
shall be applied to reduce future assessments of members 
for the Program losses and administrative expenses. 

11:21-2.12 Records 

(a) The Board shall provide for the maintenance and 
retention of its official records in accordance with the 
Destruction of Public Records law (N;J.S.A. 47:3-15-32) 
and all other applicable laws. 

(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; 

4. Riders proposed or adopted by the Board, includ-
ing 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. Regulations or actions proposed or adopted by the 
Board; including all comments received; and 

8. 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-1 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 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 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. 
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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. "-,,.j 
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 cif reproducing and mailing the copies. 

11:21-2.13 Audit functions 

(a) The necessity for and the frequency of audits of 
carriers shall be determined by the Board. The reasonable 
cost of the audit of a carrier shall be borne by that carrier. 
The Board shall have the right to conduct appropriate 
additional audits of carriers. 

1. All information disclosed in the course of the audit 
of a carrier shall be kept privileged and protected by the 
carrier, the auditing firm, and the Program, to the extent 
permitted by law. 

2. Any information disclosed in the course of the 
audit may be used by the Board or Department to 
effectuate the provisions of this Act. 

(b) The Program shall have an annual audit of its opera-
tions conducted by an independent certified public accoun-
tant approved by the Board. This audit shall encompass at 
least the following items: 

1. The handling and accounting of assets and money 
for the Program; 

2. The annual fiscal report of the Program; and 

3. The calculation and collection by the Program of 
any assessments of carriers for net losses. 

11:21-2.14 Penalties/adjustments and dispute resolution 

(a) Numerous factual determinations and tasks shall be 
performed by carriers relative to their participation in the 
Program. It is expected that all carriers will exercise good 
faith and due diligence in all aspects of their relationship 
with the Program. Errors may occur, however, and it is 
appropriate th_at the sanctions applicable to such errors be 
detailed. 

1. Carrier errors related to assessments shall require 
the immediate payment of additional amounts due plus 
interest, calculated from the date such sum should have 
been paid, except as provided herein. 

2. All other additional sums due to the Program as a 
result of errors made by carriers shall be paid immediate-
ly, with interest. 
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3. If the Board determines that the nature or extent of 
errors made by a particular carrier evidences gross negli-
gence or intentional misconduct, the Board may, after 

- notice, recommend to the Commissioner, Attorney Gen-
eral, and other appropriate officials, penalties and sanc-
tions as may be appropriate in accordance with the Act. 

/ 

4. All interest payments required under this Plan shall 
be calculated at 1.5 percent per month, from the date the 
incorrect payment occurred or a payment should have 
been made, through the date the correct payment is 
made. Errors reported by carriers within 60 days of their 
occurrence shall not be subject to interest. 

(b) A carrier seeking to challenge the amount of an 
assessment shall do so within 20 days of receiving the notice 
of assessment following the procedures in (d) below. 

(c) A carrier which disputes being subject to an assess-
ment and wishes to contest that issue shall file its appeal 
with the Board no later than 20 days after receiving the 
notice of assessment following the procedures in ( d) below. 

( d) Concurrent with its challenge to the assessment, a 
carrier shall advise the Board in detail of the reasons why 
the assessment is inaccurate or not appropriate and shall 
submit all documentation that supports or tends to support 
the carrier's position. The carrier shall also advise at this 
time whether a hearing is requested. 

( e) 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 shall review the 
challenge itself or delegate this review to an appropriate 
Committee to make a recommendation to the Board. 

11:21-2.15 Indemnification 

(a) The Board shall not be liable for any obligation of the 
Program. No Director, officer, or employee of the Board 
or the Department or Department of Health shall be indi-
vidually 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. 

(b) The Program shall adopt additional procedures for 
indemnifying the Directors and any officers or employees, as 
the Board deems appropriate, which procedures shall be so 
forth in this Plan. 

11:21-3.1 

11:21-2.16 Amendment and termination 
(a) This Plan may be amended by a majority vote of the 

entire Board, subject to approval of the Commissioner as 
provided hereinafter. A vote on an amendment may be 
taken at any meeting called, in whole or in part, for the 
purpose of considering a proposed amendment. Written 
notice of any meeting at which an amendment to the Plan is 
to be considered shall be sent to each Director by mail or 
facsimile transmission at least 10 days ( exclusive of the 
meeting day) prior to the date of the meeting. Such notice 
shall state that an amendment to the Plan is to be consid-
ered at the meeting and shall set forth the substance of any 
amendments which have been proposed or a description of 
the section or sections which are proposed to be amended. 
Notice to a Director shall be deemed sufficient if mailed, 
postage prepaid, to the most recent address provided by the 
Director to the Board or sent by facsimile transmission to 
the most recent facsimile reception number provided by the 
Director. At any meeting for the consideration of an 
amendment to the Plan, for which proper notice has been 
given pursuant to this section, the Board may vote on any 
amendment proposed by a Director prior to, or during the 
meeting. Any amendment adopted by the Board shall be 
submitted to the Commissioner for approval. Any such 
amendment submitted to the Commissioner shall be 
deemed approved no later than 90 days after receipt by the 
Commissioner unless expressly disapproved in writing by the 
Commissioner before expiration of the approval period. 
Amendments to the Plan must be adopted pursuant to P.L. 
1993, c.162. · 

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

SUBCHAPTER 3. STANDARD BENEFIT PLANS 
AND RIDERS 

11:21-3.1 Benefits provided 
(a) The small employer health benefits plans established 

by the Board contain the benefits, limitations and exclusions 
set forth in the Appendix to this chapter which is incorpo-
rated herein by reference as follows: 

1. Plan A, "The Small Group Health Benefits Basic 
Policy," Exhibit A; 

2. Plan B, "The Small Group Health Benefits Policy 
B," Exhibit B and Exhibit F; 
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3. Plan C, "The Small Group Health Benefits Policy 
C," Exhibit C and Exhibit F; 

4. Plan D, "The Small Group Health Benefits Policy 
D," Exhibit D and Exhibit F; 

5. Plan E, "The Small Group Health Benefits Policy 
E," Exhibit E and Exhibit F; 

6. Exhibit F contains those terms of Plans B, C, D and 
E which are common among the plans; and 

7. HMO Plan, "The Small Group Health Mainte-
nance Organization Contract," Exhibit G. 

(b) In accordance with this chapter, members that offer 
small employer health benefits plans in this State shall only 
offer all of the health benefits Plans A, B, C, D, and E as 
set forth in Exhibits A through F, in the Appendix, except as 
set forth in (c) below. 

1. Plans B, C and D shall contain the following annual 
deductible options to the small employer for each plan: 

i. $250.00 per covered person and $500.00 per cov-
ered family. The family deductible limit must be satis-
fied by two separate covered persons; 

ii. $500.00 per covered person and $1,000 per cov-
ered family. The family deductible limit must be satis-
fied by two separate covered persons; and 

iii. $1,000 per covered person and $2,000 per cov-
ered family. The family deductible limit must be satis-
fied by two separate covered persons. 
2. Members offering Plan E shall offer only an annual 

deductible of $150.00 per covered person and $300.00 per 
covered family. The family deductible limit must be 
satisfied by two separate covered persons. 

(c) State approved and Federally qualified HMO mem-
bers may offer the HMO Plan, as set forth in Exhibit G of 
the Appendix, in lieu of Plans A through E in (a) above. 
HMO members offering the HMO Plan shall offer the 
following arrangements: $150.00 hospital inpatient co-pay-
ment, $50.00 separate emergency room co-payment, $25.00 
pre-natal care office visit co-payment (initial visit only) and 
$15.00 co-payment for all other co-payments. Prescription 
drugs may be subject to 50 percent coinsurance or $15.00 
co-payment at HMO member's option. HMO members 
choosing to offer optional health benefits plans may offer 
one or more of the following co-payment options, provided 
that all options offered by the HMO member shall be 
offered to each small employer: 

1. $75.00 hospital inpatient co-payment, $50.00 sepa-
rate emergency room co-payment, $25.00 pre-natal care 
office visit co-payment (initial visit only) and $5.00 co-
payment for all other co-payments; 

2. $100.00 hospital inpatient co-payment, $50.00 sepa-
rate emergency room co-payment, $25.00 pre-natal care 
office visit co-payment (initial visit only) and $10.00 co-
payment for all other co-payments; and/or 
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3. $250.00 hospital inpatient co-payment excluding 
mental/nervous and substance abuse, $200.00 mental/ner-
vous and substance abuse hospital inpatient co-payment, 
$50.00 separate emergency room co-payment, $25.00 pre-
natal care office visit co-payment (initial visit only) and 
$20.00 co-payment for all other co-payments. 

( d) The small employer health benefits Plans B, C, D and 
E and the HMO Plan and optional riders may be offered 
through or in conjunction with an approved contracting 
arrangement approved pursuant to P.L. 1993, c.162, Section 
22, and shall be subject to the following: 

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

2. The co-insured charge limit and deductibles speci-
fied for the standard health benefits plan being offered 
through or in conjunction with a managed care arrange-
ment, as set forth in Exhibits B through G in the Appen-
dix, shall be the co-insured charge limit and deductibles 
for the in-network and out-network benefits combined; 

3. The HMO Plan standard co-payment levels for 
practitioner visits, emergency room and hospital confine-
ments may be substituted for deductibles applicable to in-
network benefits and out-network benefits. Where such 
co-payments are utilized, the applicable deductible and 
co-insured charge limit shall be applicable only to out-
network benefits; and 

4. Where in-network services are directed through a 
primary care physician under Plans B, C, D and E and 
HMO Plan, in-network services must conform to one of 
the options provided in (c) above, and out-network ser-
vices must conform to one of the options provided in (b) 
above. 

( e) The small employer health benefits Plan A may be 
offered through or in conjunction with a managed care 
arrangement, and shall be subject to the following: 

1. For those services which are subject to 20 percent 
co-insurance, the in-network benefit shall not be subject 
to co-insurance; and 

2. For those services which are subject to 50 percent 
co-insurance, the in-network co-insurance shall be 30 
percent. 

11:21-3.2 Optional benefit riders to standard plans and 
administrative functions 

(a) Members that offer health benefits Plans B, C, D and 
E may offer one or more of the optional benefit riders set 
forth in (c)l and 2 below. Members that offer the HMO 
health benefits plan may offer the prescription drug riders 
set forth in ( c )3 below. All riders shall contain the benefits, 
limitations and exclusions set forth in the Appendix which is 
incorporated herein by reference and shall be issued in the 
standard form set forth in the Appendix which is incorporat-
ed herein by reference. A member electing to offer an 
optional benefits rider with a health benefits plan (Plan B, 
C, D, E or HMO Plan, as applicable) must offer the rider to 
any employer seeking to purchase that health benefits plan. 
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(b) Any member electing to offer one or more optional 
benefits riders shall file a statement identifying the rider(s) 
to be offered and identifying the health benefits plan(s) with 

,_ which the rider will be offered. The statement shall be filed 
with the Board no later than 30 days prior to the date the 
rider is to be offered to employers, and shall set forth the 
date on which the carrier proposes to offer such rider(s). 

(c) The optional benefit riders are as follows: 

1. Replacement prescription drug benefits for Plans B, 
C, D and E. The carrier may select one or more of the 
following riders to be offered with each health benefits 
Plan (Plan B, C, D, or E): 

1. Exhibit H, part 1 (mail order and card); 

ii. Exhibit H, part 2 (card only); or 

iii. Exhibit H, part 3 (mail order only). 

2. Replacement mental and nervous conditions and 
substance abuse benefits, Exhibit I; and 

3. Replacement prescription drug benefits for HMO 
Plans. The carrier may select one or more of the follow-
ing riders to be offered with the HMO health benefits 
plan: 

i. Exhibit J, part 1 (mail order and card); 

ii. Exhibit J, part 2 (card only); or 

iii. Exhibit J, part 3 (mail order only). 

( d) In addition to the optional benefit riders listed in ( c) 
above, members may offer riders that revise in any way the 
coverage offered by standard health benefit Plans A, B, C, 
D, and E or HMO, subject to the provisions set forth in (d)l 
through 5 below. 

1. Before a member may sell a rider or amendment 
thereof that decreases any one benefit or decreases the 
actuarial value of standard health benefit Plans A, B, C, 
D, E or HMO, the member shall file the rider or amend-
ment thereof for informational purposes with the Board, 
and for approval by the Commissioner. No rider filed 
with the Commissioner may be sold until approved by the 
Commissioner. 

2. Before a member may sell a rider or amendment 
thereof that increases any benefits or increases the actuar-
ial value of standard health benefit Plans A, B, C, D, E or 
HMO, the member shall file the rider or amendment 
thereof with the Board for informational purposes. 

3. In addition to ( d)l and 2 above, any benefit rider 
or amendments thereof shall be subject to the provisions 
of Sections 2, 3(b), 6, 7, 8, 9 and 11 of P.L.1992, c. 162. 

4. A member making an informational filing to the 
Board pursuant to ( d) above shall: 

i. Submit an original and seven copies of the filing 
and any related materials to the Board at the address 
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specified at N.J.A.C. 11:21-1.3, and one copy to the 
Commissioner, if required by (d)l above, at the New 
Jersey Department of .Insurance, Office of the Life and 
Health Actuary, 20 West State Street, CN-325, Tren-
ton, New Jersey, 08625, Attn: SEH Optional Benefit 
Rider Filing; 

ii. Submit copies of the rider or riders which amend 
the standard group policy and certificate forms, which 
rider or riders shall include cross-references to the 
standard group policy and certificate provisions or sec-
tions and/or pages which are being modified; 

iii. Specify whether the rider or amendment thereof 
is to be used in connection with standard health benefit 
Plans A, B, C, D, E or HMO and provide clear and 
conspicuous notice of such on the forms submitted for 
each rider; 

iv. The standard group policy and employee certifi-
cate language shall not be altered, and the benefit 
modifications shall appear only on the rider or riders; 

v. Submit copies of the standard group policy and 
certificate page or pages which are affected by the rider 
or riders marked to identify which provisions are affect-
ed by the rider or riders; and 

vi. Submit copies of a certification signed by a duly 
authorized officer of the member that states clearly: 

(1) That the rider or amendment thereof increases 
a benefit or benefits and does not include a decrease 
of any benefit or a decrease in the actuarial value of 
standard health benefits Plan A, B, C, D, E, or HMO 
not approved by the Commissioner; 

(2) That the filing is complete and in accordance 
with all the requirements of this subsection and 
applicable New Jersey statutes and regulations; 

(3) That the member will offer the rider or 
amendment thereof to any small employer seeking to 
purchase the health benefits plan it modifies; and 

(4) That a rate filing has been made with the 
Commissioner pursuant to N.J.A.C. 11:21-9. 

5. The Board shall notify a member in writing of its 
determination of whether an informational filing is com-
plete and in substantial compliance with this subsection, 
within 45 days of the Board's receipt of the member's 
submission of a rider or amendment thereof. If the 
Board does not notify a member of its determination with 
respect to an informational filing within 45 days of the 
Board's receipt of the submission, the informational filing 
shall be deemed complete. 

i. If an informational filing is incomplete, but in 
substantial compliance with the requirements of this 
subchapter, the notification shall provide the reasons 
the filing is incomplete and what additional information 
needs to be submitted by the member. The member 
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shall provide the Board with the information required 
to complete the filing. 

ii. If an informational filing is incomplete and not in 
substantial compliance with the requirements of this 
subchapter, the notification shall provide the reasons 
the filing is incomplete and what additional information 
needs to be submitted by the member. The member 
shall provide the Board with the information required 
to complete the filing. Upon receipt of notice from the 
Board that a filing is incomplete and not in substantial 
compliance with the requirements of this subchapter, 
the member shall not sell the rider or amendment 
thereof until the member has received written notice 
from the Board that the informational filing is in 
substantial compliance or complete. 

iii. If the Board takes no action within 45 days of 
receipt by the Board of a member's submission of 
information requested by the Boai;d to complete an 
informational filing, the filing shall be deemed to be in 
substantial compliance. 

( e) A carrier may provide for alternative means of admin-
istering aspects of the standard forms which administration 
does not affect the benefits provided in the standard policy 
forms and riders. Administration includes, but is not limit-
ed to, administration of claims, COBRA, premium collec-
tion, and issue functions. The delegation of administrative 
functions shall be achieved by a separate contract between 
the carrier and/or the small employer, and a third party. 
Such arrangements shall not alter the standard group policy 
and certificate language. 

Amended by R.1994 d.418, effective July 15, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3442(b). 
Amended by R.1995 d.116, effective March 6, 1995. 
See: 26 N.J.R. 4729(a), 27 N.J.R. 918(a). 

SUBCHAPTER 3A. NON-STANDARD HEALTH 
BENEFITS PLANS 

Authority 

N.J.S.A. 17B:27A-17 et seq., as amended by N.J.S.A. 
17B:27A-51 and P.L. 1994, c.11. 

Source and Effective Date 

R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-3A.1 Purpose and scope 
This subchapter establishes which non-standard health 

benefits plans may be issued, renewed, reinstated or contin-
ued pursuant to P.L. 1994, c.11, and specifies the standards 
which shall apply to the issuance, renewal, reinstatement or 
continuation of a non-standard health benefits plan. 

DEPT. OF INSURANCE 

11:21-3A.2 Definitions 

Words and terms, when used in this subchapter, shall , 
have the meanings as defined at N.J.S.A. 17B:27 A-17 or ~, 
N.J.A.C. 11:21-1.2 unless defined below or the context 
clearly indicates otherwise. 

"Anniversary date" and "12-month anniversary date" 
means: 

1. With respect to coverage of a small employer who 
has coverage other than as a member of an association, 
multiple employer arrangement or out-of-State trust hold-
ing the master policy or contract: 

i. The annual 12-month renewal date following the 
initial effective date of coverage for that small employer 
under the policy or contract; or 

ii. If such annual renewal date has been changed 
prior to April 4, 1994 and thus no longer is the same 
calendar date and with the initial effective date, the 
new annual renewal date; 

2. With respect to coverage of a small employer as a 
member of an association, multiple employer arrangement 
or out-of-State trust holding the master policy or contract, 
wherein there is no common renewal date established for 
coverage of all such member small employers; 

i. The annual 12-month renewal date following the \.,,•,/ 
initial effective date of coverage for that small employ-
er; or 

ii. If such annual renewal date has been changed 
prior to April 4, 1994, and thus no longer coincides with 
the initial effective date, the new annual renewal date; 
or 

3. With respect to coverage of a small employer cov-
ered as a member of an association, multiple employer 
arrangement or out-of-State trust holding the master poli-
cy or contract, wherein there is a common renewal date 
established for coverage of all such small employers not-
withstanding each small employer's initial effective date; 

1. The common renewal date; or 

ii. If the common renewal date has been changed 
prior to April 4, 1994, the new common renewal date. 

"Non-standard health benefits plan" means a health bene-
fits plan that was issued to cover one or more small employ-
ers by or through a carrier, association, multiple employer 
arrangement or out-of-State trust prior to January 1, 1994, 
and which was in effect on February 28, 1994. 

"Standard health benefits plan" means a health benefits 
plan promulgated by the SEH Board and set forth at \~ \ 
N.J.A.C. 11:21-3.1. 
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11:21-3A.3 Renewal of non-standard health benefits plans 

(a) During the period beginning on April 4, 1994 and 
ending on September 10, 1994, a carrier, association, multi-
ple employer arrangement or out-of-State trust shall renew 
or continue a non-standard health benefits plan, at the 
option of the small employer policy or contract holder, 
pursuant to P.L. 1994, c.11. 

(b) Beginning on September 11, 1994, a carrier, associa-
tion, multiple employer arrangement or out-of-State trust 
shall renew or continue a non-standard health benefits plan, 
at the option of the small employer policy or contract, 
subject to the following: 

1. On the first anniversary date of a small employer's 
coverage under the non-standard health benefits plan 
occurring on or after September 11, 1994, the non-stan-
dard health benefits plan shall comply with the provisions 
of N.J.S.A. 17B:27A-18, 17B:27A-19b, 17B:27A-22, 
17B:27A-23, 17B:27A-24, 17B:27A-25 and 17B:27A-27. 

2. A small employer shall have the option to renew or 
continue a non-standard health benefits plan on any 
anniversary occurring between February 28, 1994 and 
February 28, 1996. Such non-standard health benefits 
plan may at the employer's option remain in effect until 
the end of the policy or contract year that begins on the 
12-month anniversary date occurring on or before Febru-
ary 28, 1996. 

3. The non-standard health benefits plan shall not be 
amended or modified, except as (b)l above may require 
and except for the purpose of changing deductible or 
copayments for the non-standard health benefits plan. 

4. The carrier, association, multiple employer arrange-
ment or out-of-State trust shall file such renewed or 
continued non-standard health benefits plan with the 
Commissioner in accordance with N.J.A.C. 11:21-8. 

11:21-3A.4 Reinstatement of non-standard health benefits 
plans 

(a) A non-standard health benefits plan whose anniversa-
ry occurred March 1, 1994 through April 4, 1994 may be 
reinstated, at the option of the small employer policy or 
contract holder, by providing written notice to the carrier 
within 60 days of that anniversary date. 

(b) A non-standard health benefits plan that is reinstated 
in accordance with subsection (a) may be renewed in accor-
dance with and subject to the provisions of N.J.A.C. 
11:21-3A.3. 

11:21-3A.5 New issuance of non-standard health benefits 
plans 

(a) A carrier shall not offer or issue a non-standard 
health benefits plan to a small employer except through an 
association, multiple employer arrangement or out-of-State 
trust in accordance with this section. 

11:21-3A.5 

(b) An association, multiple employer arrangement or 
out-of-State trust shall not offer or issue a non-standard 
health benefits plan unless the non-standard health benefits 
plan: 

1. Was available for purchase through the association, 
multiple employer arrangement or out-of-State trust to its 
members on December 31, 1993; 

2. If issued during period beginning on April 4, 1994 
and ending on September 10, 1994, complies with the 
requirements of N.J.A.C. ll:21-3A.3; 

3. If issued on or after September 11, 1994, complies 
with the requirements of N.J.S.A. 17B:27A-18, 19b, 22, 
23, 24, 25 and 27 upon the date of issue; 

4. Shall not be amended or modified except as neces-
sary to comply with (b )2 and 3 above, or for the purpose 
of changing deductible or copayments; 

5. Shall remain available for renewal, at the option of 
the small employer through the 12-month anniversary 
date which occurs on or before February 28, 1996; and 

6. If issued or renewed on or before February 28, 
1996, shall, at the option of the small employer, remain in 
effect until the 12-month anniversary date which occurs 
on or before February 28, 1997. 

( c) An association, multiple employer arrangement or 
out-of-State trust may offer and issue a non-standard health 
benefits plan pursuant to (b) above, if the association, 
multiple employer arrangement or out-of-State trust com-
plies with the following: 

1. The non-standard health benefits plan shall be 
offered and issued only to a small employer, as defined in 
N.J.S.A. 17B:27 A-17 and rules promulgated pursuant to 
the Act, that is a member of that association, multiple 
employer arrangement or out-of-State trust; 

2. No non-standard health benefits plan shall be of-
fered, issued or renewed after February 28, 1996; 

3. An association, multiple employer arrangement or 
out-of-State trust also shall offer and, if accepted, issue 
standard health benefits plans to all of its small employer 
members; and 

4. An employee's actual or expected health status 
shall not be used in determining whether to offer or issue 
a non-standard health benefits plan to any member small 
employer or to offer or issue coverage to employees, or 
their dependents, of any small employer. 

(d) A carrier, association, multiple employer arrangement 
or out-of-State trust may offer or issue coverage under a 
non-standard health benefits plan to new employees of a 
small employer that was covered under a non-standard 
health benefits plan on February 28, 1994, and remain 
covered under such a non-standard health benefits plan, 
subject to the following: 
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1. A carrier, association, multiple employer arrange-
ment or out-of-State trust shall not discriminate between 
small employers in making the offer or issue; and 

2. A carrier, association, multiple employer arrange-
ment or out-of-State trust shall not discriminate between 
a small employer's eligible employees in making the offer 
or issue. 

11:21-3A.6 Cessation of issuance, renewal or continuation 
of non-standard health benefits plans; 
conversion to small employer health benefits 
plans 

No non-standard health benefits plan may be issued or 
renewed in accordance with this subchapter after February 
28, 1996. No non-standard health benefits plan issues, 
renewed or continued in accordance with this subchapter 
may remain in effect after the 12-month anniversary date 
which occurs on or before February 28, 1997. At least 60 
days prior to the non-standard health benefits plan's final 
12-month anniversary date, the carrier shall provide to the 
small employer notice that the existing policy or contract 
will be cancelled on its anniversary date. The carrier shall 
give the small employer an outline of the standard health 
benefits plans and the premium cost for the standard health 
benefits plan which is most equivalent to that policy or 
contract which will be cancelled. Upon request of the small 
employer, the small employer carrier shall provide the pre-
mium costs with respect to the other standard health plans 
pursuant to N.J.A.C. 11:21-7.10. 

11:21-JA.7 Penalties 

A carrier, association, multiple employer arrangement or 
out-of-State trust that violates any provision of this subchap-
ter shall be subject to penalty and fine available under law. 

SUBCHAPTER 4. POLICY FORMS 

11:21-4.1 Policy forms 

(a) Members shall use the standard policy forms for Plans 
A, B, C, D and E which are set forth in the Appendix to this 
chapter as Exhibits A through F, subject to the "Explanation 
of Brackets (Plans A, B, C, D)" set forth in Exhibit K, Part 
1 of the Appendix, incorporated herein by reference. 

1. Notwithstanding (a) above, a small employer carrier 
may, upon approval of the Board and subject to the 
requirements of N.J.S.A. 17B:27A-17 et seq., apply an 
alternative method of utilization review to small employer 
health benefits plans issued by such carrier pursuant to 
this rule. 

DEPT. OF INSURANCE 

i. A small employer carrier shall submit its alterna-
tive method of utilization review in triplicate to the 
Board at the address specified at N.J.A.C. 11:21-1.3. 
The submission shall include an explanation why the 
alternative method of utilization review is reasonable 
and a statement that the carrier shall apply the alterna-
tive method of utilization review uniformly to all small 
employer health benefits plans and to all small employ-
ers. The submission shall be certified by a duly autho-
rized officer of the carrier. 

ii. The Board shall notify the small employer carrier 
in writing within 60 days of the small employer carrier's 
filing with the Board whether such request is approved. 

iii. The small employer carrier shall have a right of 
appeal if the Board disapproves the small employer 
carrier's alternative method of utilization review, in 
accordance with procedures established by the Board in 
its Plan of Operation. 

(b) Members shall use the standard policy form for HMO 
Plan which is set forth in the Appendix to this chapter as 
Exhibit G, subject to the "Explanation of Brackets (HMO 
Plan)" set forth in Exhibit K, Part 2 of the Appendix, 
incorporated herein by reference. 

1. Notwithstanding (b) above, a small employer carri-
er may, upon approval of the Board and subject to the 
requirements of N.J.S.A. 17B:27 A-17 et seq., apply an i 
alternative method of utilization review to small employer ~/ 
health benefits plans issued by such carrier pursuant to 
this rule. 

i. A small employer carrier shall submit its alterna-
tive method of utilization review in triplicate to the 
Board at the address specified at N.J.A.C. 11:21-1.3. 
The submission shall include an explanation why the 
alternative method of utilization review is reasonable 
and a statement that the carrier shall apply the alterna-
tive method of utilization review uniformly to all small 
employer health benefits plans and to all small employ-
ers. The submission shall be certified by a duly autho-
rized officer of the carrier. 

ii. The Board shall notify the small employer carrier 
in writing within 60 days of the small employer carrier's 
filing with the Board whether such request is approved. 

iii. The small employer carrier shall have a right of 
appeal if the Board disapproves the small employer 
carrier's alternative method of utilization review, in 
accordance with procedures established by the Board in 
its Plan of Operation. 

(c) In issuing riders pursuant to N.J.A.C. 11:21-3.2(c), 
members shall use the standard rider forms which are set 
forth in the Appendix to this chapter as Exhibits H, I and J, \c.~ 
as applicable. 
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( d) All health benefits plans and optional benefits riders 
issued to small employers on and after January 1, 1994 shall 
be issued in accordance with these rules. 

( e) Members shall use the standard small group health 
benefits certificate for Plan A which is set forth in the 
Appendix to this chapter as Exhibit V, subject to the 
"Explanation of Brackets-Certificate Forms" set forth in 
Exhibit X, Part 1 of the Appendix, incorporated herein by 
reference. 

(f) Members shall use the standard small group health 
benefits certificate for Plans B, C, D and E which is set 
forth in the Appendix to this chapter as Exhibit W, subject 
to the "Explanation of Brackets-Certificate Forms" set 
forth in Exhibit X, Part 1 of the Appendix, incorporated 
herein by reference. 

(g) Members shall use the standard employee evidence of 
coverage for HMO Plan which is set forth in the Appendix 
to this chapter as Exhibit Y, subject to "Explanation of 
Brackets (HMO Plan)" set forth in Exhibit X, Part 2 of the 
Appendix, incorporated herein by reference. 

(h) Members shall use the Rider-Certificate Forms for 
Plans B, C, D and E as set forth in the Appendix to this 
chapter as Exhibit Z, Part 1, "Card/Mail"; Part 2, "Card"; 
Part 3, "Mail"; and Part 4 "Mental and Nervous Conditions 
and Substance Abuse Benefits." 

(i) Members shall use the Riders-Employee evidence of 
coverage for HMO Plan as set forth in the Appendix to this 
chapter as Exhibit AA, Part 1, "Card/Mail"; Part 2, "Card"; 
and Part 3, "Mail." 

(j) All small group health benefits certificates and em-
ployee evidences of coverage issued to employees covered 
under small employer health benefits plans on and after 
January 1, 1994, shall be issued in accordance with these 
rules. 

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.418, effective July 15, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3442(b). 

11:21-4.2 Certification or filing of forms 
(a) No carrier shall issue any health benefits plan certifi-

cate or evidence of coverage to a small employer or the 
employees of a small employer or use any application form, 
employer or employee certification, waiver or enrollment 
form or make any amendments thereto until the carrier has 
certified that its health benefits plans and forms are in 
compliance with the small employer health benefits plans 
and all provisions of N.J.A.C. 11:21-4 and 6. 

1. A carrier shall submit, in triplicate, completed Cer-
tification of Compliance forms, set forth in Part 1 of 
Exhibit BB of the Appendix to this chapter and incorpo-
rated herein by reference. 

11:21-4.2 

2. Completed Certification of Compliance forms shall 
be submitted to the Board at the address set forth at 
N.J.A.C. 11:21-1.3, and to the Commissioner at the fol-
lowing: 

Attn: SEH Form Certification of Compliance 
Division of Life and Health Actuarial Services 
New Jersey Department of Insurance 
20 West State Street 
CN 325 
Trenton, NJ 08625-0325 

3. Certification of Compliance forms shall be certified 
by a duly authorized officer of the carrier. 

(b) A carrier that elects to include in its health benefits 
plans an alternative method of utilization review shall sub-
mit, in addition to the required Certification of Compliance, 
its alternative method of utilization review as specified at 
N.J.A.C. 11:21-4.1 with copies in triplicate submitted to the 
Commissioner as set forth in (a)2 above. 

( c) As a condition of approval, all alternate methods of 
utilization review provisions shall contain the statement that 
the utilization review modifies the small employer health 
benefits policy form language and has been approved for 
use by the carrier pursuant to N.J.A.C. 11:21-4.3. As a 
condition of ap:.>roval, all combined form policies shall 
contain a statement that together, the two policies provide 
coverage as specified in N.J.A.C. 11:21-3.1, and have been 
approved pursuant to the requirements of N.J.A.C. 
11:21-4.3. 

( d) Any amendment to an approved alternative method 
of utilization review shall be submitted to the Board and 
simultaneously to the Commissioner for review and approval 
as set forth in (b) above. 

( e) Carriers that submit Certification of Compliance 
forms may issue and make effective small employer health 

· benefits plans upon filing such forms with the Board and the 
Commissioner, or January 1, 1994, whichever date is later, 
and may continue to do so until such time as the filing is 
disapproved in writing by the Board (in consultation with 
the Commissioner), following an opportunity for a hearing 
held in accordance with the Administrative Procedures Act, 
N.J.S.A. 52:14B-1 et seq., and any rules promulgated there-
under. 

(f) Notwithstanding ( e) above, a carrier shall neither 
issue nor make effective any health benefits plan to which 
an alternative method of utilization review or amendment 
thereto will apply until approved by the Board in consulta-
tion with the Commissioner. 

(g) All forms to be used by a hospital service corporation 
and another carrier in conjunction in order to offer the 
small employer health benefits plans pursuant to N.J.S.A. 
17B:27 A-19e shall be submitted simultaneously to the 
Board and the Commissioner, and shall not be used until 
approved by the Board in consultation with the Commis-
sioner. 
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1. Forms shall be submitted in triplicate as set forth in 
(a)2 above. 

2. Carriers shall submit a certification of substantial 
compliance and a description of the differences between 
the combined forms and the forms promulgated by the 
Board. The certification of substantial compliance shall 
be certified by a duly authorized officer of each of the 
carriers. 

3. The Board shall notify the small employer carriers 
in writing within 60 days of receipt by the Board and the 
Commissioner of a completed submission, whether the 
combined forms are approved. 

4. The small employer carriers shall have a right of 
appeal if the Board, in consultation with the Commission-
er, disapproves the combined forms, in accordance with 
procedures established by the Board in its Plan of Opera-
tion. 

New Rule, R.1994 d.153, effective February 28, 1994. 
See: 26 N.J.R. 741(a), 26 N.J.R. 1352(a). 

11:21-4.3 Standards for review 
(a) In determining whether to approve an alternative 

method of utilization review or combined forms ( of a hospi-
tal service corporation and another small employer carrier), 
a carrier shall consider in submitting in its Certification of 
Compliance (with respect to an alternative method of uti-
lization review), and its certification of substantial compli-
ance (with respect to combined forms), and the Board and 
Commissioner shall consider in their review whether: 

1. The inclusion of words, terms and descriptions that 
are not contained in the Board's forms changes the 
meaning or effect of any material aspect of the small 
employer health benefits plans and other attendant Board 
forms; 

2. The alternative method of utilization review or 
combined forms contain all provisions required by New 
Jersey law and the small employer health benefits plans 
forms which, if not the same as that required by law or in 
the small employer health benefits plans forms, is at least 
as favorable to the covered person; 

3. The alternative method of utilization review or 
combined forms contain all coverages, coverage limits and 
exclusions set forth in the small employer health benefits 
plans forms; 

4. There is any deviation from the effective date of 
coverage, renewal or termination provisions in the small 
employer health benefits plans forms; and 

5. Easy comparison with the appropriate small em-
ployer health benefits plans forms by the consumer, the 
Board 0r the Commissioner is impeded. 

(b) In addition to (a) above, the Board, in consultation 
with the Commissioner, may disapprove an alternative 
method of utilization review or combined forms on the 
grounds that its provisions are unjust, unfair, inequitable, 
misleading, contrary to law or to the public policy of this 
State. 
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New Rule, R.1994 d.153, effective February 28, 1994. 
See: 26 N.J.R. 741(a), 26 N.J.R. 1352(a). 

11:21-4.4 Compliance and variability rider 

(a) Notwithstanding the requirements of N.J.A.C. 
11:21-4.1, members may incorporate regulatory changes re-
quired to be made to the standard policy forms, standard 
HMO contract, certificates, and evidence of coverage for 
Plans A, B, C, D, E and HMO and for the standard riders 
promulgated by the Board, through the use of th.e Compli-
ance and Variability Rider as set forth as Exhibit DD of the 
Appendix, incorporated herein by reference, subject to the 
following: 

1. The Compliance and Variability Rider may be is-
sued by members to incorporate changes to the standard 
policy forms, HMO contract, certificates, evidence of 
coverage, or standard riders promulgated by the Board. 
Nothing contained in this section shall prevent a member 
from issuing a standard policy form, HMO contract, 
certificates, evidence of coverage or standard rider which 
has incorporated Board promulgated changes. 

(b) Notwithstanding the requirements of N.J.A.C. 
11:21-4.1, members may make any changes to the standard 
policy forms, standard HMO contract, certificates, and evi-
dence of coverage for Plans A, B, C, D, E and HMO and 
for the standard riders promulgated by the Board consistent 
with the variability as explained in Exhibit K to the chapter 
Appendix through the use of the Compliance and Variabili-
ty Rider as set forth as Exhibit DD of the Appendix. 

(c) Members may use the Compliance and Variability 
Rider only as permitted by (a) and (b) above. In no event 
shall the Compliance and Variability Rider be used in lieu 
of optional benefit riders which riders are subject to filing 
requirements set forth in N.J.A.C. ll:21-3.2(d). 

New Rule, R.1995 d.312, effective June 19, 1995. 
See: 27 N.J.R. 439(a), 27 N.J.R. 2407(b). 

SUBCHAPTER 5. STANDARD CLAIM FORM 

11:21-5.1 Standard Claim Form 

(a) All members offering health benefits plans to small 
employers shall, to the extent that the member uses claims 
forms in its transaction of business, require as a condition of 
payment, the standard claim form approved by the Board 
and set forth as Exhibit L in the Appendix to this chapter, 
incorporated herein by reference. The HCFA 1500 form 
and patient instructions, set forth in Exhibit L, Part 1, shall 
be the standard claim form for all medical expenses incurred 
for services other than hospital inpatient services. The form 
UB-82 set forth as Exhibit L, Part 2, shall be the standard 
claim form for all hospital inpatient services. 
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(b) If a carrier determines that additional information is 
necessary of the claimant to process a claim, the carrier shall 
use the "Annual Family Profile and Claim Notice" form as 
set forth as Exhibit M and incorporated herein by reference. 
A carrier shall not use any other form to solicit family 
profile information of the claimant. 

SUBCHAPTER 6. STANDARD EMPLOYER AND 
EMPLOYEE APPLICATION AND SMALL 
EMPLOYER CERTIFICATION FORMS 

Authority 
N.J.S.A. 17B:27A-17 et seq., amended by P.L. 1993, 

c.162, section 16 and N.J.S.A. 52:14B-4(f). 

Source and Effective Date 
R.1993 d.644, effective November 12, 1993. 
See: 25 N.J.R. 4437(a), 25 N.J.R. 5668(a). 

11:21-6.1 Standard application form 
(a) All small employer carriers offering small employer 

health benefits plans with an effective date on or after 
January 1, 1994, shall use the standard application form 
approved by the Board and specified in Exhibit N of the 
Appendix to this chapter incorporated herein by reference. 

(b) Small employer carriers shall require any small em-
ployer applying for a small employer health benefits plan to 
be issued by that small employer carrier to complete, as part 
of the application, the New Jersey Small Employer Certifi-
cation form approved by the Board and specified in Exhibit 
0 of the Appendix to this chapter incorporated herein by 
reference. 

11:21-6.2 Annual Small Employer Certification Form 
Small employer carriers shall require each small employer 

covered by a small employer health benefits plan issued by 
the small employer carrier to that small employer to com-
plete each year the New Jersey Small Employer Certifica-
tion form approved by the Board and specified in Exhibit 0 
of the Appendix to this chapter incorporated herein by 
reference. This form shall be sent to the small employer for 
completion no earlier than 120 days prior to the renewal of 
the small employer's health benefits plan. 

11:21-6.3 Enrollment 
(a) Small employer carriers shall require each eligible 

employee electing coverage under the small employer health 
benefits plan to complete the Enrollment form approved by 
the Board and specified in Exhibit Q of the Appendix to this 
chapter incorporated herein by reference, except that carri-
ers can reformat the standard application in any manner 
necessary to simplify administration for the carrier without 
modification of the content of the form. At the end of the 
standard application in an additional section, a carrier may 
also require periodic updates of the following information: 
name changes, primary care physician change, health center 
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change, additions or deletions to family coverage, address 
changes and State and Federal continuation election. 

(b) Small employer carriers offering the HMO plan shall 
require each eligible employee electing coverage under the 
HMO plan to complete the enrollment form approved by 
the Board and specified in Exhibit R of the Appendix to this 
chapter incorporated herein by reference, except that carri-
ers can reformat the standard application in any manner 
necessary to simplify administration for the carrier without 
modification of the content of the form. At the end of the 
standard application in an additional section, a carrier may 
also require periodic updates of the following information: 
name changes, primary care physician change, health center 
change, additions or deletions to family coverage, address 
changes and State and Federal continuation election. 

(c) A small employer carrier may require a report of an 
eligible employee's health status for the purpose of deter-
mining the applicability of a preexisting condition limitation 
in accordance with the Act. The carrier shall require 
eligible employees to complete the Health Status form 
approved by the Board and specified in Exhibit S of the 
Appendix to this chapter incorporated herein by reference. 

1. Beginning on September 11, 1994, such report may 
be used only for the purpose of determining the applica-
bility of a preexisting condition limitation in accordance 
with the Act. 

Amended by R.1994 d.418, effective July 15, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3442(b). 

11:21-6.4 Waiver 
Any eligible employee who declines coverage under the 

small employer health benefits plan shall complete the 
employee waiver form approved by the Board and specified 
in Exhibit T of the Appendix to this chapter incorporated 
herein by reference. The waiver form may be combined 
with Exhibit Q, into a single form, at the option of the 
carrier without modification of the content of either form, 
except to reformat in any manner necessary to simplify 
administration. 

SUBCHAPTER 7. PROGRAM COMPLIANCE 
Authority 

N.J.S.A. 17B:27A-17 et seq., amended by P.L. 1993, 
c.162, section 16 and N.J.S.A. 52:14B-4(f). 

Source and Effective Date 
R.1993 d.644, effective November 12, 1993. 
See: 25 N.J.R. 4437(a), 25 N.J.R. 5668(a). 

11:21-7.1 Purpose and scope 
This subchapter sets forth the standards all carriers must 

meet in offering, issuing and renewing all health benefits 
plans to any small employer, the small employer's eligible 
employees, and the dependents of those eligible employees 
on or after January 1, 1994. 
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Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.2 Definitions 
All words and terms used in this subchapter shall have the 

meanings as set forth in the Act, N.J.A.C. 11:21-1.2 or as 
further defined below, unless the context clearly indicates 
otherwise. 

"Affiliated company" means any corporation which is a 
member of a controlled group of corporations; organization 
under common control with the small employer; organiza-
tion which is included with the small employer in an affiliat-
ed service group; or other entity required to be aggregated 
with the small employer, allin accordance with sections 414 
and 1563 (without regard to sections 1563(a)(4) and 
(e)(3)(c)), of the Internal Revenue Code of 1986, as amend-
ed. 

"Health benefits plan" includes: 
1. A standard health benefits plan; 
2. From September 11, 1994 until the third anniversa-

ry date following February 28, 1994, a non-standard 
health benefits plan renewed, reinstated or continued in 
accordance with N.J.A.C. 11:21-3A.3 or 11:21-3A.4; and 

3. From September 11, 1994 until the 12-month anni-
versary date which occurs on or before February 28, 1997, 
a non-standard health benefits plan issued in accordance 
with N.J.A.C. 11:21-3A.5. 

"Non-standard health benefits plan" means only a health 
benefits plan that was issued to cover one or more small 
employers by or through a carrier, association, multiple 
employer arrangement or out-of-State trust prior to January 
1, 1994, and which was in effect on February 28, 1994. 

"Standard health benefits plan" means a health benefits 
plan promulgated by the SEH Board subject to the review 
and approval of the Commissioner, whether or not modified 
by rider. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.3 Eligibility and issuance 
(a) Except as may otherwise be provided in N.J.A.C. 

11:21-3A.1 et seq. with respect to non-standard health 
benefits plans, a small employer carrier shall issue a health 
benefits plan to any small employer which requests it, pays 
the premiums therefor and meets the contribution and 
participation requirements, if any, of the small employer 
carrier. All standard health benefits plans that are issued 
or renewed on or after January 1, 1994, and all non-
standard health benefits plans that are renewed or issued in 
accordance with N.J.A.C. 11:21-3A.3 or 11:21-3A.5, respec-
tively, on or after September 11, 1994, shall provide cover-
age for all eligible employees and their dependents who 
elect to participate regardless of their health and without 
exclusionary riders. 
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1. A small employer carrier shall not refuse to issue 
coverage, or discriminate in the issuance of coverage, to a 
small employer based upon the geographic location of the , ) 
small employer, except that small employer carriers that \.._,I 
are HMOs may refuse to issue coverage to a small 
employer not physically located in the HMO's service 
area. 

2. A small employer carrier shall not refuse to issue 
coverage, or discriminate in the issuance of coverage, to a 
small employer based upon the geographic location of the 
employees of the small employer, except that: 

i. The small employer carrier shall refuse to issue 
coverage to a small employer if the majority of its 
eligible employees are not employed within the State of 
New Jersey; or 

ii. The small employer carrier may refuse to issue 
coverage if the participating employees are not physi-
cally located within the small employer carrier's service 
area, if the small employer carrier is an HMO. 
3. Every small employer carrier, except small employ-

er carriers that are· HM Os, shall, as a condition of trans-
acting business in this State, actively offer to small em-
ployers the five standard health benefits plans, including 
all riders it writes, except as such riders may be restricted 
to specific standard health benefits plans. Small employ-
er carriers that are HMOs shall, as a condition of trans-
acting business in this State, actively offer to small em-
ployers every standard health benefits plan it writes, 
including all riders it writes, except as such riders may be \ 
restricted to specific standard health benefits plans. ~_,! 

4. A small employer carrier shall consider the number 
of all eligible employees of all affiliated companies of a 
small employer in determining whether an employer is a 
small employer. 

5. At the time of application, the determination of 
whether an employer is a small employer shall be based 
upon the small employer's completed New Jersey Small 
Employer Certification form. 

i. If an employer qualified as a small employer in 
the immediately preceding calendar quarter, the em-
ployer shall be considered a small employer regardless 
of the status of the employer on the date of application 
or the effective date of coverage. 

ii. If an employer did not qualify as a small employ-
er in the immediately preceding calendar quarter, the 
employer shall not be considered a small employer, 
regardless of the status of the employer on the date of 
application or the proposed effective date of coverage, 
if any. 

(b) Except as otherwise provided in N.J.A.C. 11:21-3A.5 
with respect to the issuance of non-standard health benefits 
plans, a small employer carrier shall issue only standard 
health benefits plans to an association, trust or multiple 
employer arrangement to provide coverage to member small 
employers or to two or more eligible employees of a mem-
ber small employer. 
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1. No carrier shall issue a health benefits plan to any 
association, trust or multiple employer arrangement which 
bases membership criteria of any small employer or em-
ployee of the small employer, in whole or in part, upon 
the health status or claims experience of the employer or 
employee. 

2. Every small employer member of an association, 
trust or multiple employer arrangement shall be offered 
coverage under every health benefits plan issued to the 
association. 

(c) In determining an employer's number of eligible em-
ployees, a small employer carrier shall consider in the 
calculation the number of independent contractors that the 
employer may include on its application for coverage to the 
extent that each independent contractor: 

1. Is performing a service for the employer pursuant 
to a written contract for monetary or other legal consider-
ation; 

2. Is working exclusively for the employer; 
3. Works 25 or more hours per week for the employ-

er; 
4. Works on other than a temporary or substitute 

basis; and 
5. The independent contractor relationship has been 

established to serve a substantial business need of the 
employer and is not intended primarily to obtain insur-
ance coverage. 

( d) Employees who enroll within 30 days of first becom-
ing eligible for coverage shall be accepted for coverage by 
the small employer carrier without any restrictions o.r limita-
tions on coverage related to their risk characteristics or that 
of their dependents, except that a small employer carrier 
may exclude coverage for preexisting conditions consistent 
with the provisions of N.J.A.C. 11:21-7.8. 

(e) A small employer carrier may elect to provide cover-
age to a small employer's part-time employees (that is, 
working fewer than 25 hours per week), if the small employ-
er covered part-time employees under a health benefits plan 
issued prior to January 1, 1994, when the carrier renews or 
reinstates the plan in accordance with N.J.A.C. 11:21-3A.3 
or 11:21-3A.4 and/or when the carrier converts the small 
employer to a standard health benefits plan, provided that: 

1. The small employer carrier shall offer to cover all 
part-time employees of all such small employers so renew-
ing or reinstating such health benefits plans and/or con-
verting to standard health benefits plans, and, in the latter 
case, shall do so without regard to the standard health 
benefits plan to which a small employer converts. 

2. Such covered employees shall not be considered in 
determining whether an employer is a small employer, nor 
for determining whether the small employer meets the 
requisite participation requirements. 

(f) A small employer carrier may elect to provide cover-
age to a small employer's retired employees, if the small 

11:21-7.5 

employer's retired employees were covered under a health 
benefits plan issued prior to January 1, 1994, when the 
carrier renews or reinstates the plan in accordance with 
N.J.A.C. 11:21-3A.3 or 3A.4 and/or when the carrier con-
verts the small employer to a standard health benefits plan, 
provided that: 

1. The small employer carrier shall offer to cover all 
retired employees of all such employers so renewing or 
reinstating such health benefits plans and/or converting to 
standard health benefits plans, and, in the latter case, 
shall do so without regard to the standard health benefits 
plan to which a small employer converts; and 

2. Such covered retired employees shall not be consid-
ered in determining whether an employer is a small 
employer, nor for determining whether the small employ-
er meets the requisite participation requirements. 

(g) A small employer carrier may elect to provide cover-
age to retired employees and/or part-time employees of an 
employer that becomes a small employer subsequent to 
January 1, 1994, if the employer covered retired and/or part-
time employees under a group health plan issued prior to 
January 1, 1994, under a health benefits plan renewed or 
reinstated by the carrier in accordance with N.J.A.C. 
11:21-3A.3 or 3A.4, or a standard health benefits plan 
issued to the small employer by the carrier, subject to the 
requirements of (e)l and 2 and (f)l and 2 above. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.4 Carriers acting as administrators for small 
employers 

(a) A small employer carrier may act as administrator for 
a small employer's self-funded plan and shall not be consid-
ered to be acting in circumvention of N .J .S.A. 17B:27 A-17 
et seq. if the small employer's self-funded plan meets the 
definition of an employee welfare benefit plan at 29 U.S.C. 
1002(1) and is not a multiple employer welfare arrange-
ment, in whole or in part, as defined at 29 U.S.C. 1002(40). 

(b) A small employer carrier may act as administrator for 
a self-funded plan for a group of small employers and shall 
not be considered to be acting in circumvention of N.J.S.A. 
17B:27A-17 et seq., if the group of small employers meets 
the requirements of 29 U.S.C. 1002(40)(B), establishing the 
criteria of what constitutes a control group single employer 
for the purposes of the federal Employee Retirement In-
come Security Act. 

Amended by R.1994 d.583, effective October 27, 1994. 
See: 26 N.J.R. 4308(a), 26 N.J.R. 4629(a), 27 N.J.R. 1618(c). 

11:21-7.5 Restrictions on replacement of health benefits 
plans 

(a) A small employer who purchases a standard health 
benefits plan or rider pursuant to the Act shall not be 
permitted to purchase a standard health benefits plan or 
rider with a greater actuarial value until the first anniversary 
date of the small employer's existing standard health bene-
fits plan. 
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(b) When a small employer replaces a standard health 
benefits plan or rider with a standard health benefits plan or 
rider of greater actuarial value, the small employer shall not 
be permitted to change the standard health benefits plan or 
rider to one of less actuarial value until the anniversary date 
of the small employer's standard health benefits plan. 

(c) A small employer who has purchased a standard 
health benefits plan or rider pursuant to the Act may 
purchase a standard health benefits plan or rider of lesser 
actuarial value prior to the anniversary date of the existing 
standard health benefits plan or rider, provided that the 
existing standard health benefits plan or rider was purchased 
at least 12 months prior to the latest anniversary date of the 
standard health benefits plan or rider. 

( d) In the event that the previous standard health bene-
fits plan of a small employer group was cancelled for 
nonpayment of premiums or fraud, a small employer carrier 
may: 

l. Refuse to issue a standard health benefits plan to 
the small employer group for one year from the last date 
of coverage of the previous plan; or 

2. Require the small employer group to pay up to six 
months of premiums in advance of the issuance of a 
standard health benefits plan. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.6 Participation requirements 

(a) A small employer carrier shall require a mmunum 
participation under the small employer's health benefits 
plan of 75 percent of eligible employees except as set forth 
in (b) below. This participation requirement shall be ap-
plied by the small employer carrier uniformly among all 
health benefits plans and all small employers. An eligible 
employee who is not covered under the small employer's 
health benefits plan because the employee is covered as a 
dependent under a spouse's health benefits plan, or is 
covered under an indemnity plan or any HMO plan offered 
by the small employer, shall be counted as covered under 
the small employer's health benefits plan for the purpose of 
satisfying participation requirements. 

(b) A small employer carrier may, upon approval by the 
Board, require a minimum participation of less than 75 
percent provided that the small employer carrier: 

1. Notifies the Board in writing of its minimum re-
quirement; 

2. Explains why the lesser requirement is reasonable; 
and 

DEPT. OF INSURANCE 

3. Applies the requirement uniformly to all small em-
ployer health benefits plans and to all small employers. 

(c) The Board shall notify the small employer carrier in "-) 
writing within 60 days of the small employer carrier's filing 
with the Board whether such request is approved. 

(d) The small employer carrier shall have a right of 
appeal if the Board disapproves the small employer carrier's 
lesser participation requirements, in accordance with proce-
dures established by the Board in its Plan of Operation. 
Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.7 Contribution requirements 
(a) A small employer carrier shall not require a minimum 

small employer contribution of more than 10 percent of the 
annual cost of the small employer's health benefits plan. 
This contribution requirement shall be applied by the small 
employer carrier uniformly among all health benefits plans 
and all small employers. 

(b) A small employer carrier may, upon approval of the 
Board, require a minimum contribution of less than 10 
percent provided that the small employer carrier: 

1. Notifies the Board in writing of its contribution 
requirement; 

2. Explains why the lesser requirement is reasonable; 
and 

3. Applies the requirement uniformly to all small em-
ployer health benefits plans and to all small employers. 

( c) The Board shall notify the small employer carrier in 
writing within 60 days of the small employer carrier's filing 
with the Board whether such request is approved. 

( d) The small employer carrier shall have a right of 
appeal if the Board disapproves the small employer carrier's 
lesser contribution requirements, in accordance with proce-
dures established by the Board in its Plan of Operation. 
Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.8 Preexisting condition standards 
(a) A health benefits plan covering five or fewer eligible 

employees, as determined on the effective date of each 
subsequent policy anniversary, shall not deny, exclude or 
limit benefits, for a covered individual for losses incurred 
more than 180 days following the effective date of the 
individual's coverage due to a preexisting condition. A 
preexisting condition is an illness or injury which manifests 
itself in the six months before a covered individual's cover-
age under the health benefits plan becomes effective and for 
which: the individual received medical care, treatment, or 
took prescribed drugs; or, an ordinarily prudent person 
would have sought medical advice, care or treatment in the 
six months before the individual's coverage starts. A preg-
nancy which exists on the date an individual's coverage 
becomes effective is also a preexisting condition. 

Supp. 10-16-95 21-28 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

(b) A small employer carrier shall waive any time period 
applicable to a preexisting condition limitation period for 
the period of time an individual was covered under any 

.,_ previous hospital and medical expense insurance policy or 
certificate; or health, hospital or medical service corpora-
tion contract or certificate; or health maintenance organiza-
tion subscriber contract or certificate delivered or issued for 
delivery in the United States, that provided benefits with 
respect to such condition, provided that the qualifying previ-
ous coverage was continuous to a date not more than 90 
days prior to the effective date of the new coverage. The 
period of continuous coverage shall not include any waiting 
period for the effective date of the new coverage applied 
under the terms of the health benefits plan. 

(c) The standards set forth in (a) above shall also apply 
to a late enrollee under a health benefits plan, unless ten or 
more late enrollees request enrollment during any 30 day 
enrollment period. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.9 Effective date of coverage 

(a) A small employer carrier, prior to issuing a health 
benefits plan, may require the following: 

1. A completed small employer standard application 
form including the small employer certification form in 
accordance with N.J.A.C. 11:21-6.l(a) and (b); 

2. Complete employee enrollment material in accor-
dance with N.J.A.C. 11:21-6.3 and 6.4; and 

3. An advance premium payment not to exceed one 
month's premium, except as provided in N.J.A.C. 
ll:21-7.5(d)2, which shall be refunded to the employer if 
the health benefits plan is not issued by the small employ-
er carrier. 

(b) A small employer carrier shall provide notice to the 
employer within 15 working days of receipt by the small 
employer carrier of the information set forth in (a) above 
whether the small employer carrier approves or disapproves 
the employer's application for the health benefits plan. If 
approved, the effective date of coverage under the health 
benefits plan shall be no later than the first day of the 
month following the date of notice of such approval by the 
small employer carrier unless the small employer has re-
quested a later effective date which is agreed to by the small 
employer carrier. 

(c) At the option and upon the request of the small 
employer, a waiting period may be applied by the small 
employer carrier with respect to employees when they first 
become eligible for coverage, not to exceed six months. 
Waiting periods may be applied to these employees by class 
of employee based upon conditions pertaining to employ-
ment. 
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( d) A small employer carrier may offer an automatic 
checking withdrawal option to small employer groups for 
the monthly or quarterly payment of premiums. In the 
event that a small employer carrier elects to offer an 
automatic checking withdrawal option, the carrier shall offer 
the same option to all small employer groups, regardless of 
the size of the group or the type of health benefits plan. 

( e) A small employer carrier may require that its small 
employer groups make monthly or quarterly premium pay-
ments through an automatic checking withdrawal option. 
In the event that a small employer carrier elects to require 
that its small employer groups pay premiums through an 
automatic checking withdrawal option, the small employer 
carrier shall apply this requirement to every small employer 
group, regardless of the size of the group or the type of 
health benefits plan. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.10 Price quotes; disclosures 

(a) A small employer carrier shall provide a price quote 
to a small employer, directly or through an authorized 
producer, within 10 working days of receiving a request for a 
quote and such information as is reasonable and necessary 
to provide the quote. A small employer carrier shall notify 
a small employer, directly or through an authorized produc-
er, within five working days of receiving a request for a price 
quote of any additional information needed by the small 
employer carrier to provide the quote. 

(b) Each small employer carrier shall make reasonable 
disclosure in price quotes provided to small employers of 
the provisions concerning the small employer carrier's right 
to change premiums and the criteria in the small employer 
carrier's rate filing which affect changes in premium rates. 

11:21-7.11 Tie-ins 

A small employer carrier shall not require, as a condition 
to the offer or sale of a health benefits plan to a small 
employer, that the small employer purchase or qualify for 
any other insurance products or services. 

11:21-7.12 Guaranteed renewal 

(a) All health benefits plans that are issued or renewed 
on or after January 1, 1994, must be guaranteed renewable 
at the option of the small employer, except for the following 
reasons: 

1. Nonpayment of required premiums; 

2. Fraud or misrepresentation with respect to cover-
age of eligible employees or dependents or status as a 
small employer; 

3. The number of employees covered under the health 
benefits plan is less than the percentage of eligible em-
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ployees required by participation requirements under the 
plan; 

4. The small employer is no longer a small employer. 
The determination as to the small employer's status as a 
small employer shall be made at the anniversary date of 
the small employer's health benefits plan, in accordance 
with N.J.A.C. 11:21-7.3(a)5; 

5. Noncompliance with a small employer carrier's em-
ployer contribution requirements; 

6. The number of employees covered under the health 
benefits plan is less than two; 

7. A small employer ceases its membership in an 
association or trust of employers where the health bene-
fits plan was issued in connection with such membership; 
or 

8. The small employer carrier institutes a withdrawal 
in accordance with N.J.S.A. 17B:27A-23e and rules pro-
mulgated thereunder by the Commissioner. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.13 Reporting requirements 
(a) Effective January 1, 1995, a small employer carrier 

shall file with the Board, annually no later than March 15, 
the following information reported separately with respect 
to standard and non-standard health benefits plans: 

1. The number of small employers, covered employees 
and dependent units that were issued health benefits 
plans in the previous calendar year, separately as to newly 
issued plans and renewals, and separately for standard 
health benefits plans A, B, C, D, E, and HMO; 

2. The number of health benefits plans in force by 
three digit zip code and by two digit Major Group of the 
Standard Industrial Classification as of December 31 of 
the previous calendar year; 

3. The number of health benefits plans that were 
voluntarily cancelled by small employers in the previous 
calendar year; 

4. The number of health benefits plans that were 
cancelled or nonrenewed by the carrier in the previous 
calendar year, and the reason for such cancellation or 
nonrenewal; and 

5. The number of small employers, covered employees 
and dependents that were issued health benefits plans in 
the previous calendar year that were uninsured for at least 
the three months prior to issue. 

(b) Effective on the fiscal quarter ending on September 
30, 1994, a small employer carrier shall file with the Board, 
quarterly no later than 45 days after the end of the fiscal 
quarter, the following information reported separately with 
respect to standard and non-standard health benefits plans: 

DEPT. OF INSURANCE 

1. The number of small employers, covered employees 
and dependents that were issued health benefits plans in 
the previous calendar quarter, reported separately as to "-=-/ 
newly issued plans and renewals and separately for each 
standard health benefits plan A, B, C, D, E, and HMO; 

2. The total number of health benefits plans in force 
at the end of the quarter, and the total number of 
employees and dependents covered, reported separately 
for each standard health benefits plan A, B, C, D, E, and 
HMO; 

3. The number of small employers, covered employees 
and dependents that were issued health benefits plans in 
the previous calendar quarter and were uninsured for at 
least the three months prior to issue. 

(c) Annual and quarterly reports shall be filed at the 
address listed in N.J.A.C. 11:21-1.3. 

Amended by R.1994 d.499, effective September 2, 1994. 
See: 26 N.J.R. 3421(a), 26 N.J.R. 4047(b). 

11:21-7.14 Paying benefits 
(a) In paying benefits for covered services under the 

terms of the small employer health benefits plans provided 
by health care providers not subject to capitated or negotiat-
ed fee arrangements, small employer carriers shall pay 
covered charges on a reasonable and customary standard 
based on the Prevailing Healthcare Charges System profile 
for New Jersey, incorporated herein by reference published 
and available from the Health Insurance Association of 
America, 1025 Connecticut Avenue, NW, Washington, D.C. 
20036-3998. 

1. The maximum allowable charge shall be based on 
the 80th percentile of the profile. 

2. Carriers shall use the profile effective as of July 
1993, and shall update their databases within 60 days after 
receipt of periodic updates released by the Prevailing 
Healthcare Charges Systems. 

11:21-7.15 Permissible rate classification factors 
(a) For health benefits plans issued or renewed on or 

after September 11, 1994, a carrier shall not differentiate 
premium rates charged to different small employers for the 
same health benefits plan except on the basis of age, gender, 
and geography in accordance with the following restrictions: 

1. Age factor categories shall be limited to the follow-
ing increments: 24 and under; 25-29; 30-34; 35-39; 
40-44; 45-49; 50-54; 55-59; 60-64; 65-69; 70 and 
over. 

2. Geographic categories shall be limited to six territo-
ries, each consisting of the areas covered by the first three 
digits of the U.S. Postal Service zip codes or the counties 
listed below. A carrier shall determine which territory 
applies to a small employer on the basis of the address of 
the small employer's principal place of business. The six 
territories are the following: 
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i. Territory A consists of zip codes 070--073 or 
Essex, Hudson and Union counties; 

ii. Territory B consists of zip codes 074--076 or 
Bergen and Passaic counties; 

iii. Territory C consists of zip codes 077-079 or 
Monmouth, Morris, Sussex and Warren counties; 

iv. Territory D consists of zip codes 088--089 or 
Hunterdon, Middlesex and Somerset counties; 

v. Territory E consists of zip codes 081, 085--086 or 
Burlington, Camden, and Mercer counties; and 

vi. Territory F consists of zip codes 080, 082--084, 
and 087 or Atlantic, Cape May, Ocean, Salem, Cumber-
land and Gloucester counties. 

(b) Notwithstanding (a) above, a carrier may differentiate 
premium rates charged to different small employers for the 
same standard health benefits plan, whether it be A, B, C, 
D, E or HMO, on the basis of family structure according to 
only the following four rating tiers: 

1. Employee only; 

2. Employee and spouse; 
3. Employee and child(ren); and 
4. Family. 

New Rule, R.1994 d.418, effective July 15, 1994 (operative September 
11, 1994). 

See: 26 N.J.R. 2843(a), 26 N.J.R. 3442(b). 

SUBCHAPTER 7A. (RESERVED) 
Subchapter Historical Note 

Subchapter 7A, formerly Continuation and Conversion of Existing 
Contracts, was adopted as R.1993 d.644, effective November 12, 1993. 
See: 25 N.J.R. 4437(a), 25 N.J.R. 5668(a). Subchapter 7A was re-
pealed by R.1994 d.499, effective September 2, 1994. See: 26 N.J.R. 
3421(a), 26 N.J.R. 4047(b). 

SUBCHAPTER 8. CARRIER CERTIFICATION OF 
NON-MEMBER STATUS 

Authority 
N.J.S.A. 17B:27A-17 et seq., as amended by 17B:27A-51. 

Source and Effective Date 
R.1994 d.228, effective April 11, 1994. 

See: 26 N.J.R. 1588(a), 26 N.J.R. 1873(a). 

11:21-8.1 Purpose and scope 
(a) The purpose of this subchapter is to establish which 

carriers or other entities are not members of the SEH 

11:21-8.3 

Program and how those carriers or entities may be certified 
as non-members. 

(b) This subchapter applies to any carrier which files 
Annual Statements with the Department evidencing premi-
um earned on group health insurance. 

11:21-8.2 Definitions 

Words and terms used in this subchapter shall have the 
meanings set forth in the Act or N.J.A.C. 11:21-1.2, unless 
otherwise defined below, or the context indicates otherwise. 

"Group health benefits plan" means a hospital and medi-
cal expense insurance policy, a health service corporation 
subscriber contract, a hospital service corporation subscriber 
contract or a health maintenance organization enrollment 
contract issued to a small employer. A group health bene-
fits plan includes, but is not limited to, a health benefits 
plan. A group health benefits plan excludes the following 
plans, policies, or contracts: accident only, credit, disability, 
long-term care, coverage for Medicare services pursuant to a 
contract with the United States government, Medicare sup-
plement, dental only or vision only, insurance issued as a 
supplement to liability insurance, coverage arising out of a 
workers compensation or similar law, automobile medical 
payment insurance or personal injury protection coverage 
issued pursuant to P.L. 1972, c.70 (N.J.S.A. 39:6A-1 et seq.) 

"Small employer" means any person, firm, corporation, 
partnership, or association actively engaged in business 
which, on at least 50 percent of its working days during the 
preceding calendar year quarter, employed no more than 49 
eligible employees, the majority of whom are employed 
within the State. In determining the number of eligible 
employees, companies which are affiliated companies shall 
be considered one employer. 

11:21-8.3 Non-member status 
(a) A carrier or other entity shall be a non-member of 

the SEH Program for the calendar year for which it submits 
a completed request for non-member certification if the 
non-member certification is approved by the Board. 

(b) A request for non-member certification shall state 
that: 

1. The carrier or entity neither issued nor had in force 
a group health benefits plan covering New Jersey small 
employers during the calendar year for which certification 
is submitted; 

2. The carrier: 

i. Has issued only one group health insurance policy 
in New Jersey; 

ii. Issued the policy exclusively to the members of 
an association, as defined and authorized by N.J.S.A. 
17B:27-27, 28 or 29, or N.J.S.A. 17B:27-8; 
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iii. Issued the policy on or before November 30, 
1992; 

iv. Issued the policy in the name of the association; 
and 

v. Currently insures under the policy more than 49 
certificateholders who are members of the association; 
or 

3. Other reasons which under law permit a carrier or 
entity to be certified a non-member. 

Amended by R.1994 d.583, effective October 27, 1994. 
See: 26 N.J.R. 4308(a), 26 N.J.R. 4629(a), 27 N.J.R. 1618(c). 

11:21-8.4 Non-member certification requests 

(a) To be considered a non-member in any calendar year, 
a carrier or entity shall file with the Board a completed 
request for non-member certification no later than March 1 
of the following calendar year, except that, to be considered 
a non-member for calendar year 1993, a carrier or entity 
shall file a completed request for non-member certification 
no later than April 15, 1994. Such request shall be sent to 
the SEH Program Administrator as specified at N.J.A.C. 
11:21-1.3. 

(b) All requests for non-member certification shall be 
certified by a duly authorized officer of the carrier or other 
entity and shall include an affirmative statement that the 
carrier or entity had no group health benefits plan covering 
New Jersey small employers in force during the calendar 
year for which non-member status is requested, or shall set 
forth the other reason(s) under law why the carrier or entity 
qualifies as a non-member. 

(c) A copy of such request also shall be filed by the 
carrier or other entity with the Commissioner as follows: 

Attn: SEH Annual Certification of Non-member 
Status 

Life/Health Actuarial Services 
New Jersey Department of Insurance 
CN 325 
Trenton, NJ 08625-0325 

11:21-8.S Decisions on filings by the Board 

The Board shall grant or deny requests for non-member 
certification in writing, stating the reasons for the determi-
nation, after review of a carrier's filing. A copy of such 
decision shall be sent to the carrier or other entity and to 
the Commissioner. 

11:21-8.6 Review 

(a) A carrier or other entity which has been denied non-
member certification may contest that determination by 
filing an appeal with the Board no later than 20 calendar 
days after receiving the written determination from the 
Board. 

DEPT. OF INSURANCE 

(b) The appeal shall specify the reasons why the Board's 
determination is inaccurate and shall include all documenta-
tion that supports or tends to support the carrier's or entity's 
position. The carrier or entity also shall specify whether a 
hearing is requested. 

(c) Within 30 days of its receipt of a request for a 
hearing, the Board shall determine whether bona fide issues 
of material fact exist such that a hearing shall be conducted. 
If bona fide factual issues do not exist, the Board shall 
review the challenge itself and may delegate this review to 
an appropriate Board committee to make a recommenda-
tion to the Board. If a hearing is appropriate, the Board 
shall determine whether to hear the matter itself or refer it 
to the Office of Administrative Law for a hearing in accor-
dance 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. 

SUBCHAPTER 9. INFORMATIONAL RATE 
FILING REQUIREMENTS PURSUANT TO 
THE SMALL EMPLOYER HEALTH 
BENEFITS PROGRAM 

Authority 

N.J.S.A. 17:1-8.1, 17:1C-6(e), 17B:27A-25f, and 17B:27A-46. ~) 

Source and Effective Date 

R.1994 d.25, effective December 9, 1993. 
See: 25 N.J.R. 5757(a), 26 N.J.R. 245(a). 

11:21-9.1 Purpose and scope 

(a) The purpose of this subchapter is to establish infor-
mational rate filing requirements and procedures applicable 
to health benefits plans, including riders or endorsements, 
issued, renewed, reinstated or continued pursuant to the 
Act. 

(b) This subchapter applies to all carriers issuing, renew-
ing, reinstating or continuing health benefits plans to small 
employers pursuant to the Act. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-9.2 Definitions 

Words and terms, when used in this subchapter, shall 
have the meanings as defined at N.J.S.A. 17B:27A-17 or 
N.J.A.C. 11:21-1.2 unless defined below or the context 
clearly indicates otherwise. 

"Classification factor" means a factor used to vary rates 
based upon characteristics of the employee, employer or 
policyholder. 
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"Health benefits plan" means any standard health bene-
fits plan or nonstandard health benefits plan including any 
rider or endorsement thereto. 

"Nonstandard health benefits plan" means a health bene-
fits plan issued prior to January 1, 1994, which was in effect 
on February 28, 1994, and which has been reinstated, re-
newed or continued at the option of a small employer 
pursuant to the requirements of the Act. 

"Nonstandard rider" means a rider or endorsement devel-
oped by a carrier to be offered with one or more of the 
standard health benefits plans. 

"Plan" means a policy or contract form under which 
policies, contracts or certificates are issued evidencing bene-
fits for expenses incurred or coverage of services rendered 
when referring to a type of health benefits plan. 

"Standard health benefits plan" means a health benefits 
plan promulgated by the SEH Board subject to the review 
and approval of the Commissioner. 

"Standard rider" means a rider or endorsement promul-
gated by the SEH Board to be offered with one or more of 
the standard health benefits plans. 

Amended by R. J 994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 31 lS(a), 26 N.J.R. 4620(a). 

11:21-9.3 Informational rate filing requirements for 
health benefits plans renewed between January 
1, 1994 and January 1, 1997 

(a) All carriers issuing policies, contracts or certificates 
under standard health benefits plans, including any standard 
or nonstandard rider option, on or before September 11, 
1994, prior to issuing any policy, contract or certificate 
under such plan, shall file with the Commissioner an infor-
mational rate filing which shall include the following data: 

1. A schedule of premiums specifying the standard 
health benefits plans offered, indicating the delivery sys-
tem for each plan, describing the benefit differentials for 
the in-network and out-of-network benefits for selective 
contracting arrangements and listing the premium rates to 
be charged; 

2. A description of the rating methodology or plan 
and the numerical value of the classification factors uti-
lized in the calculation of a group's premium rate or rates, 
including but not limited to: age, gender, industry, geo-
graphic location, effective date, and rating categories (for 
example, standard and substandard) resulting from under-
writing rules (for example, medical and non-medical); 

3. A detailed actuarial memorandum setting forth the 
assumptions and methods used in the development of the 
rates, which shall include: 

21-33 
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i. Recent claim cost experience, a description of the 
source of the claim costs and the time period for which 
the claim costs were calculated; 

ii. The assumptions used in developing the antici-
pated loss experience, including trend, plan relativity 
assumptions and the anticipated distribution of business 
by rating classification described in (a)2 above and any 
other factors used; and 

iii. If the policyholder will or may receive policy-
holder dividends other than the dividends required by 
N.J.S.A. 17B:27 A-25g(2), the carrier shall also submit 
the following: 

(1) The assumptions for claim adjudication and 
payment expense, other administrative expenses, 
commissions, premium taxes, federal income taxes, 
risk margin, profit margin and any other margins 
applicable to the filing; 

(2) The assumptions for anticipated investment in-
come; and 

(3) The assumptions and the carrier's practices for 
distributing anticipated divisible surplus including a 
statement explaining how divisible surplus will be 
determined and paid; and 

4. A certification signed by a member of the Ameri-
can Academy of Actuaries attesting to the accuracy and 
completeness of the information provided pursuant to 
(a)l, 2 and 3 above and of the following information 
which shall also be included: 

i. A statement that the filing is complete; 

ii. The issue period for which the filed rates are 
effective, which shall not exceed 12 months; 

iii. The coverage period, if any, for which the rates 
for a group are guaranteed; 

iv. A statement of the anticipated incurred loss 
ratio for each plan and deductible option which shall 
not be less than 75 percent of the premium therefor; 

v. For rates to be charged for policies, contracts or 
certificates issued or renewed on and after January 1, 
1994 through December 31, 1995, a statement that the 
rating classification will not produce rates (for an indi-
vidual and for each family status) for the highest rated 
group which are greater than 300 percent of rates (for 
an individual and for each family status) produced for 
the lowest rated group for each policy form (plan and 
deductible); 

vi. For rates to be charged for policies, contracts or 
certificates issued or renewed on or after January 1, 
1996 through December 31, 1996, a statement that the 
rating classification will not produce rates (for an indi-
vidual and for each family status) for the highest rated 
group which are greater than 200 percent of rates (for 
an individual and for each family status) produced for 
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the lowest rated group for each policy form (plan and 
deductible option); 

vii. For rates to be charged for policies, contracts or 
certificates issued or renewed on and after January 1, 
1997, a statement that each policy form (plan and 
deductible option) is community rated for each rating 
tier (individual, husband/wife, parent/child(ren) and 
family). 

viii. Whether the policies provide that the policy-
holder will or may receive policyholder dividends other 
than the dividends required by N.J.S.A. 
17B:27A-25g(2); and 

ix. A statement that the factors which will be used 
to establish claim reserves are appropriate. 

(b) All carriers issuing or renewing policies, contracts or 
certificates under a standard health benefits plan, including 
any standard or nonstandard rider option, after September 
11, 1994, prior to issuing or renewing any policy, contract or 
certificate under such plan, shall file with the Commissioner 
an informational rate filing which shall include the data set 
forth in (a) above, except that the classification factors 
utilized in the calculation of a group's premium rate or rates 
pursuant to (a)4v and vi above shall be limited to age, 
gender and geography in accordance with N.J.A.C. 
11:21-7.15. 

( c) Ail carriers renewing policies, contracts or certificates 
under a nonstandard health benefits plan (or issuing poli-
cies, contracts or certificates under a nonstandard health 
benefits plan through an association, multiple employer 
arrangement or out-of-State trust) after September 11, 19?~• 
prior to renewing ( or issuing) any policy, contract or certifi-
cate under such plan, shall file with the Commissioner an 
informational rate filing which shall include the data set 
forth in (a) above, except that the classification factors 
utilized in the calculation of a group's premium rate or rates 
pursuant to ( a )4v and vi above shall be limited to age, 
gender and geography in accordance with N.J.A.C. 
11:21-7.15. 

( d) Any carrier which seeks to change its rates for its 
health benefits plans shall, prior to the effective date of the 
revised rates, submit to the Commissioner an informational 
filing which shall include all of the data set forth in (a) 
above, except that any change in rates intended to occur 
after September 11, 1994 shall be filed in compliance with 
(b) or (c) above, as appropriate. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-9.4 Informational filing procedures 
(a) Informational filings submitted pursuant to this sub-

chapter shall be sent to the Department at the following 
address: 

DEPT. OF INSURANCE 

Attention: SEH Informational Filings 
Division of Life/Health Actuarial Services 
New Jersey Department of Insurance 
20 West State Street 
CN 325 
Trenton, NJ 08625-0325 

(b) If the Commissioner determines that an informational 
filing submitted pursuant to this subchapter is incomplete, 
the Commissioner shall provide written notice within 30 
days to the carrier specifying those portions of the filing 
which are deficient and the information required to be 
submitted by the carrier. The notice shall specify whether 
or not the informational filing is deemed to be in substantial 
compliance with the requirements of N.J.A.C. 11:21-9.3. If 
the Commissioner takes no action with respect to the infor-
mational filing within 30 days of the date of submission 
thereof, the informational filing shall be deemed complete. 

(c) If the informational filing is incomplete but in sub-
stantial compliance with the requirements of N.J.A.C. 
11:21-9.3, the carrier shall, within 30 days of receipt of 
written notice in (b) above, provide the Commissioner with 
the information required to complete the filing. Failure on 
the part of the carrier to comply with the provisions of this 
subsection may result in the imposition of a penalty pursu-
ant to N.J.A.C. 11:21-9.6. 

( d) If the informational filing is incomplete and not in 
substantial compliance with the requirements of N.J.A.C. 
11:21-9.3, the Commissioner shall provide written notice to 
the carrier specifying the portions of the filing which are 
deficient and the information required to be submitted by 
the carrier. Upon receipt of notice from the Commissioner 
that the filing for any health benefits plan is not in substan-
tial compliance, no contract, policy or certificate shall be 
entered into or renewed using the submitted rates until the 
Commissioner has determined that the informational filing 
is in substantial compliance or complete, and has provided 
written notice of that fact to the carrier. If the Commis-
sioner takes no action within 30 days of the carrier's submis-
sion of information in an effort to render the filing in 
substantial compliance, the filing shall be deemed to be in 
substantial compliance. 

( e) Any carrier aggrieved by a determination of the Com-
missioner pursuant to (b), (c) or (d) above may request a 
hearing on the Commissioner's determination, within 20 
days of the receipt of notice of such determination, 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; 

ii. A copy of the notice involved; 
iii. A statement requesting the hearing; and 
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iv. A concise statement specifying the reason(s) the 
carrier is aggrieved by the Commissioner's determina-
tion. 

2. The hearing shall be conducted pursuant to the 
Administrative Procedures Act, N.J.S.A. 52:14B-1 et seq., 
and the Uniform Administrative Procedures Rules, 
N.J.A.C. 1:1. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-9.5 Public disclosure of filed information 

(a) All data or information filed with the Department 
pursuant to N.J.A.C. 11:21-9.3(a) are public records and 
may be disclosed in accordance with N.J.S.A. 47:lA-1 et 
seq., except that actuarial memoranda which contain confi-
dential and proprietary information pursuant to N.J.A.C. 
11:21-9.3(a)3 shall not be disclosed by the Department to 
any person other than employees and representatives of the 
Department. 

(b) A carrier shall separately identify in all informational 
rate filings the confidential actuarial information from all 
other information required by this regulation. If not so 
identified, all information shall be considered public infor-
mation and subject to disclosure. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-9.6 Penalties 

Failure to comply with the provisions of this subchapter 
may result in the imposition of fines or other penalties 
provided by law, including suspension or revocation of a 
carrier's authority to do business in the State of New Jersey. 

SUBCHAPTER 10. THE MARKET SHARE 
REPORT 

Authority 
N.J.S.A. 17B:27A-17 et seq., as amended by 17B:27A-51. 

Source and Effective Date 
R. I 994 d.228, effective April 11, 1994. 

See: 26 N.J.R. 1588(a), 26 NJ.R. 1873(a). 

11:21-10.1 Scope and applicability 

(a) This subchapter sets forth annual reporting require-
ments of market share data for the assessment of operation-
al and administrative expenses of the SEH Program. 

(b) This subchapter shall apply to all carriers that are, or 
become, members of the SEH Program for any portion of a 
calendar year for which reports under this subchapter are 

11:21-10.3 

required to be filed, whether or not the carrier is a member 
on the report filing due date. 

11:21-10.2 Definitions 
Words and terms used in this subchapter shall have the 

meanings as set forth in the Act or the chapter, unless 
otherwise defined below, or the context clearly indicates 
otherwise. 

"Group health benefits plan" means a hospital and medi-
cal expense insurance policy, a health service corporation 
subscriber contract, a hospital service corporation subscriber 
contract or a health maintenance organization enrollment 
contract issued to a small employer. A group health bene-
fits plan includes, but is not limited to, a health benefits 
plan. A group health benefits plan excludes the following 
plans, policies, or contracts: accident only, credit, disability, 
long-term care, coverage for Medicare services pursuant to a 
contract with the United States government, Medicare sup-
plement, dental only or vision only, insurance issued as a 
supplement to liability insurance, coverage arising out of a 
workers compensation or similar law, automobile medical 
payment insurance or personal injury protection coverage 
issued pursuant to P.L. 1972, c.70 (N.J.S.A. 39:6A-1 et seq.) 

"Small employer" means any person, firm, corporation, 
partnership, or association actively engaged in business 
which, on at least 50 percent of its working days during the 
preceding calendar year quarter, employed no more than 49 
eligible employees, the majority of whom are employed 
within the State. In determining the number of eligible 
employees, companies which are affiliated companies shall 
be considered one employer. 

11:21-10.3 Filing of the Market Share Report 
(a) Every member of the SEH Program shall file the 

Market Share Report set forth as Exhibit CC in the Appen-
dix to this chapter, incorporated herein by reference, on or 
before April 15, 1994 and annually thereafter no later than 
March 1. Every member shall complete Parts A, B, C, and 
D of the Market Share Report. 

1. Affiliated carriers shall submit a combined Market 
Share Report, except as (a)2 below implies. The com-
bined Market Share Report shall be submitted under the 
name of one of the affiliated carriers' members. 

2. Any insurance company, health service corporation, 
hospital service corporation, or medical service corpora-
tion that is an affiliate of a health maintenance organiza-
tion located in the State, and any health maintenance 
organization located in the State that is affiliated with an 
insurance company, health service corporation, hospital 
service corporation, or medical service corporation shall 
submit separate Market Share Reports. 

(b) Certified Market Share Reports shall be submitted by 
mail or facsimile to the SEH Program Administrator, as set 
forth at N.J.A.C. 11:21-2. 

21-35 Supp. 10-16-95 



11:21-10.4 

11:21-10.4 Net earned premium 

(a) Every member's net earned premium for the preced-
ing calendar year ending December 31 shall be set forth in 
Part C of the Market Share Report. 

1. Net earned premium set forth in Part C of the 
Market Share Report shall include net earned premium 
resulting from health benefits plans issued, continued or 
renewed during the preceding calendar year for one or 
more small employers. 

2. Net earned premium reported in Part C 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 definition of group health benefits 
plan, 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 and 1993, if elected), page 32 Report # 2, 
Current Year Lines 1 plus 2 plus 4 plus 5; or 

v. The NAIC HMO Blank (for 1993, if elected, and 
1994 thereafter), page 4, Report # 2, Column 2, lines 1 
plus 2 plus 3 plus 4. 

11:21-10.5 Certification 

All reports shall be certified as accurate, complete and 
conforming with the requirements of this subchapter by the 
Chief Financial Officer or other duly authorized officer of 
the member. 

11:21-10.6 Failure to comply 

Failure to comply with the reporting provisions of this 
subchapter shall result in the Board determining that the 
premium set forth in the member's most recent Annual 
Statement filed with the Department is the premium based 
upon which that member's market share allocation of assess-
ments shall be calculated by the Board. 
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SUBCHAPTER 11. NONSTANDARD HEALTH 
BENEFITS PLAN FILINGS WITH THE 
COMMISSIONER: FORM FILINGS AND 
REQUEST TO WITHDRAW PLAN FORMS 

Authority 

N.J.S.A. 17:1-8.1, 17:1C-6(e), 17B:27A-17 et seq., P.L. 1994, c.11. 

Source and Effective Date 

R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-11.1 Purpose and scope 

(a) This subchapter defines those health benefits plans 
that were in effect on December 31, 1993 which a carrier, 
association, multiple employer arrangement or out-of-State 
trust shall not withdraw with respect to small employer 
policy or contractholders prior to February 28, 1997, without 
the approval of the Commissioner in accordance with P.L. 
1994, c.11, except as N.J.S.A. 17B:27A-23 may apply. 

(b) This subchapter defines those health benefits plans 
which were in effect on December 31, 1993 and have been 
or will be renewed, continued or reinstated that shall be 
filed with the Commissioner for informational purposes in 
accordance with P.L. 1994, c.11, § 3j. 

(c) This subchapter establishes the procedures for making 
a request to the Commissioner to withdraw a nonstandard 
health benefits plan for reasons other than those specified at 
N.J.S.A. 17B:27A-23, and the standards for review and 
approval of the request. 

( d) This subchapter establishes the procedures for mak-
ing a complete informational filing of nonstandard health 
benefits plans with the Commissioner, and the standards for 
review of the filings submitted. 

11:21-11.2 Definitions 

Words and terms, when used in this subchapter, shall 
have the meanings as set forth in the Act and N.J.A.C. 
11:21-1.2, unless defined below or the context indicates 
otherwise. 

"Market" or "marketed" means to offer or have offered 
or advertised as available a nonstandard health benefits plan 
for initial purchase by small employers. 

"Nonstandard health benefits plan" means a health bene-
fits plan policy or contract form under which policies or 
contracts were issued on or before December 31, 1993 to 
small employers or to one or more employees of a small 
employer by virtue of the employment arrangement. 
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"Substantial threat to a carrier's financial condition" 
means that a carrier is in a hazardous financial condition as 
specified in N.J.A.C. 11:2-27, or that a carrier is financially 
impaired, meaning that a carrier, after the effective date of 
this subchapter, is not insolvent, but is deemed by the 
Commissioner to be potentially unable to fulfill its contrac-
tual obligations, or is placed under an order of receivership, 
rehabilitation or conservation by a court of competent juris-
diction. 

"Withdraw" or ''withdrawal" means a cancellation or 
nonrenewal initiated by a carrier, association, multiple em-
ployer arrangement or out-of-State trust of all in force 
policies, contracts or certificates issued under a nonstandard 
health benefits plan. 

11:21-11.3 Restiricted withdrawal and marketing 

(a) A carrier, association, multiple employer arrangement 
or out-of-State trust shall not withdraw a nonstandard 
health benefits plan before March 1, 1997 without prior 
approval of the Commissioner if there was one or more 
policies or contracts in force under that nonstandard health 
benefits plan on December 31, 1993, and the nonstandard 
health benefits plan was marketed to small employers as of 
December 31, 1993, except as (b) below applies. 

(b) A carrier may withdraw a nonstandard health benefits 
plan without obtaining prior approval pursuant to this sub-
chapter if the carrier is effecting withdrawing from the small 
employer market in accordance with NJ.AC. 11:21-16. 

(c) A carrier shall not market a nonstandard health bene-
fits plan subject to (a) above except as (d) below applies. 

( d) An association, multiple employer arrangement or 
out-of-State trust shall not be required to market a nonstan-
dard health benefits plan subject to (a) above; however, an 
association, multiple employer arrangement or out-of-State 
trust that does market a nonstandard health benefits plan to 
its members' employees and dependents shall offer coverage 
to all eligible employees and their dependents within the 
membership of the association, multiple employer arrange-
ment or out-of-State trust, and in no instance shall actual or 
expected health status be used in determining membership. 

11:21-11.4 Request to withdraw nonstandard health 
benefits plans 

(a) A carrier may submit to the Commissioner a complet-
ed request to withdraw one or more nonstandard health 
benefits plan(s) at any time except that a carrier shall not: 

1. Submit more than one request to withdraw at any 
one time, but may amend its request to withdraw, if 
necessary; or 

2. Submit a request to withdraw while a request for 
relief pursuant to N.J.A.C. 11:20-11 or 11:21-15 is pend-
ing. 

11:21-11.4 

(b) A carrier may submit a single filing to request with-
drawal of more than one nonstandard health benefits plan, 
but shall clearly specify each nonstandard health benefits 
plan for which a withdrawal is sought. 

( c) A carrier shall submit five copies of each request to 
withdraw in loose leaf form, inserted into two-ring or three--
ring binders, tabbed or otherwise indexed to correspond to 
the exhibits set forth below; and shall include: 

1. A cover letter stating: 

i. The name of the carrier, and the name, title, 
telephone number and telefax number of a contact 
person familiar with the filing to whom the Department 
may direct any additional questions; 

ii. A clear specification of the nonstandard health 
benefits plan( s) which the carrier is seeking to with-
draw, including the market name(s), form number(s), 
and the date(s) the form filing was approved by the 
Department, if any; and 

iii. A statement of facts relied upon as the basis 
under which the request is sought, including the specific 
factor(s) upon which the Commissioner may find that 
there is a substantial threat to the carrier's financial 
condition, specifically using the criteria set forth in 
N.J.A.C. ll:2-27.3(a)l to 29; 

2. A detailed explanation, with supporting documenta-
tion, of the projected effect that fulfillment of the obli-
gation not to withdraw the nonstandard health benefits 
plan(s) prior to March 1, 1997 would have on the immedi-
ate and long term financial condition of the carrier unless 
the request to withdraw is approved; 

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

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

5. If the carrier is a member of a holding company 
system: 

i. A list of all members of the holding company 
system; 

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 carrier; and 

iii. A copy of the registration statement filed pursu-
ant to 17:27A-3 and the carrier's organizational 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 carrier 
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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 
carrier (if the carrier is a health maintenance organiza-
tion, the carrier shall obtain and file an actuarial opinion 
which complies with these requirements); 

7. A report signed by the attesting actuary 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 inter-
pretation; 

8. A copy of the annual statement of the carrier, 
including all accompanying exhibits, filed with this State 
immediately preceding the date of the request to with-
draw; 

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. Three-year financial projections beginning with 
the calendar year of the date of the filing assuming both 
that the request to withdraw is granted and that it is 
denied. The projections shall include the following: 

i. In summary form if necessary, all data utilized, 
and a complete explanation of methods and assump-
tions utilized and relied upon by the carrier in making 
the projections; 

ii. Results for the carrier's operations worldwide by 
line of business and for the carrier's operations in New 
Jersey only for health benefits plans issued, renewed, 
continued or reinstated pursuant to N.J.S.A. 
17B:27A-17 et seq.; 

iii. Assumptions that the rate of assessments for the 
carrier in the three year projections shall be the same 
as the assessments received by the carrier in the year in 
which the request to withdraw is filed; and 

iv. Projections of the carrier's operating results con-
taining the information and in the format set forth in 
the following: 

(1) For life and health insurers, the balance sheet 
and summary of operations exhibits of the statutory 
annual statement filed by the carrier; 

(2) For property and casualty insurers, the balance 
sheet and Underwriting and Investment Exhibit of 
the statutory annual statement filed by the carrier; 

(3) For health service corporations, hospital ser-
vice corporations and medical service corporations, 
the balance sheet and Underwriting and Investment 
Exhibit of the statutory annual statement filed by the 
service corporation; and 

DEPT. OF INSURANCE 

(4) 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 statement specifying the method ( either cancel-
lation or nonrenewal) to be used for the withdrawal, with 
a certification that the withdrawal shall comply with the 
standards of N.J.A.C. 11:21-11.6; and 

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

( d) A carrier asserting that the Department's review of its 
request be evaluated on a specific 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 specific basis is appropriate to that carrier, 
and the specific reasons, with supporting documentation, if 
any, for which evaluation on other bases would be inappro-
priate. 

( e) All requests to withdraw shall be accompanied by the 
following cettification signed by the chief financial officer of 
the carrier: "I, (the signatory's name), hereby certify that 
the attached filing complies with all requirements set forth 
in N.J.A.C. 11:21-11.4 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 
Company name)." 

(f) All requests to withdraw shall be accompanied by a 
non-refundable filing fee of $1,000, unless the carrier 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 
carrier's state of domicile, and the submission includes a 
statement to that effect, and shall be filed with the Depart-
ment at the following address: 

SEH Program 
Request to Withdraw Nonstandard Plans 
Division of Financial Solvency 
New Jersey Department of Insurance 
CN 325 
Trenton, NJ 08625 

(g) Carriers requesting to withdraw a nonstandard health 
benefits plan shall concurrently provide notice of the re-
quest to the SEH Program at the address specified at 
N.J.A.C. 11:21-1.3. 
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11:21-11.5 Review and approval of a request to withdraw 
(a) The Department shall deny a request to withdraw if 

the request fails to substantially comply with the filing 
format and information requirements set forth in N.J.A.C. 
11:21-11.4. The Department shall notify the carrier in 
writing that its request to withdraw is deficient on such 
grounds. The notice shall also set forth any information or 
other action required to cure the deficiency(ies). If the 
carrier intends to pursue its request to withdraw, the carrier 
shall submit the additional information specified or other-
wise submit a filing in accordance with the format require-
ments specified in N.J.A.C. 11:21-11.4 within 15 days of 
receipt of the Department's notice of deficiency. Failure to 
submit within 15 days the required information shall result 
in the carrier's request being denied without prejudice. 

(b) When the Commissioner determines pursuant to (c) 
below that the carrier is or would be placed in a financially 
impaired condition because of the requirement to continue 
servicing the nonstandard health benefits plan(s) specified in 
the request to withdraw, the Commissioner shall notify the 
carrier in writing that it may withdraw the specified nonstan-
dard health benefits plan(s), subject to the standards of 
N.J.A.C. 11:21-11.6. 

(c) The Commissioner shall find that there is a substan-
tial threat to a carrier's financial condition if: 

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

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

3. The Commissioner finds that a denial of the re-
quest to withdraw the specified nonstandard plan(s) 
would place the carrier in a hazardous financial condition, 
as determined pursuant to N.J.A.C. 11:2-27. 

( d) If the Commissioner denies a carrier's request to 
withdraw made pursuant to the provisions of N.J.A.C. 
11:21-11.4, the carrier may request a hearing on the Com-
missioner's determination within seven days from the date 
of receipt of such determination 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; 

ii. A copy of the Commissioner's determination; 

iii. A statement requesting a hearing; and 

iv. A statement describing in detail the basis for 
which the carrier believes that the Commissioner's de-
nial is erroneous. 
2. The Commissioner may, after receipt of a properly 

completed request for a hearing, provide for an informal 

11:21-11.6 

conference between the carrier and such personnel of the 
Department as the Commissioner may direct, to deter-
mine whether there are material issues of fact in dispute. 

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 
Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq. 

i. 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 fact and the 
matter may be decided on the documents filed, the 
Commissioner may notify the applicant in writing as to 
the final disposition on the matter. 

ii. 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. 

( e) All data or information contained in the request to 
withdraw 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 follow-
ing items which shall only be released upon written, speci-
fied request and following 10 days written notice by the 
Department to the carrier: 

1. The cover letter naming the carrier and describing 
the request to withdraw; 

2. The name, title, telephone number and telefax 
number of a person familiar with the filing; 

3. The most recent financial examination report; 

4. The list of members of holding company systems 
and intercompany transactions for the period preceding 
the date of the filing; 

5. The annual statement filed immediately preceding 
the date of the filing; and 

6. The non-refundable filing fee. 

11:21-11.6 Standards for the process of withdrawal of a 
nonstandard health benefits plan either by 
cancellation or nonrenewal 

(a) Carriers shall specify in their request to withdraw, as 
required by N.J.A.C. 11:21-ll.4(c)12, whether they shall 
effect the withdrawal of the specified nonstandard health 
benefits plan(s), if the request is granted, through nonre-
newal or cancellation of the policies, contracts or certificates 
issued under the nonstandard health benefits plan(s). A 
carrier shall effect its withdrawal through only one of the 
two methods. 

(b) Carriers may elect to withdraw by nonrenewing poli-
cies, contracts or certificates at the time of the 12-month 
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anniversary date of each such policy, contract or certificate, 
provided that: 

1. Each policyholder, contractholder or certificate-
holder is given 60 days written notice prior to the date of 
the nonrenewal; 

2. The notice specifies the reasons for the nonrenewal 
(that is, that withdrawal of the health benefits plan has 
been approved by the Commissioner pursuant to this 
subchapter); 

3. The notice includes an offer to obtain coverage 
under the standard health benefits plans issued by the 
carrier if the policyholder, contractholder, or certificate-
holder is a small employer (unless the carrier has been 
granted relief by the Commissioner pursuant to 
17B:27A-26) or specifies that coverage may be available 
under an individual health benefits plan if the policyhold-
er, contractholder or certificateholder is not a small em-
ployer; 

4. The notice contains the name, address and tele-
phone number of the employee or agent of the carrier 
who may be contacted for assistance and information 
concerning the withdrawal; 

5. Notice of the withdrawal is provided to the produc-
er of record for each policy, contract or certificate within 
60 days of the date that the request to withdraw is 
granted; 

6. The withdrawal of the nonstandard health benefits 
plan shall be completed within 14 months of the date that 
the request to withdraw is granted; and 

7. The nonstandard health benefits plan that is the 
subject of the request to withdraw shall not be offered by 
the carrier or through an association, multiple employer 
arrangement or out-of-State trust to any new small em-
ployer from the date that the request to withdraw is 
granted. 

(c) A carrier may elect to withdraw by cancelling the 
policies, contracts or certificates issued under a nonstandard 
health benefits plans, provided that: 

1. Each policyholder, contractholder or certificate-
holder is given no less than 60 days written notice prior to 
the date of the cancellation; 

2. The notice specifies the reason for the cancellation; 

3. The notice offers the opportunity to obtain cover-
age under the standard health benefits plans issued by the 
carrier if the policyholder, contractholder or certificate-
holder is a small employer (unless the carrier has been 
granted relief by the Commissioner pursuant to N.J.S.A. 
l 7B:27 A-26), or specifies that coverage may be available 
under an individual health benefits plan if the policyhold-
er, contractholder or certificateholder is not a small em-
ployer; 
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4. The notice includes the name, address and tele-
phone number of the employee or agent of the carrier 
who may be contacted for assistance and information ~""/ 
regarding the withdrawal; 

5. Notice of the withdrawal is provided to the produc-
er of record for each policy, contract or certificate within 
60 days of the date that the request to withdraw is 
granted; 

6. The date of cancellation shall be uniform for all 
policyholders, contractholders and certificateholders un-
der a nonstandard health benefits plan; 

7. The date of cancellation of each nonstandard 
health benefits plan that is the subject of the request to 
withdraw shall be no later than six months following the 
date that the request to withdraw is granted; and 

8. The nonstandard health benefits plan that is the 
subject of the request to withdraw shall not be offered to 
any new small employer by the carrier or through an 
association, multiple employer arrangement or out-of-
State trust from the date that the request to withdraw is 
granted. 

( d) At the time of the filing of the request to withdraw, a 
carrier shall specify which of the two methods it shall use, 
and shall include in the filing the notice that it will provide 
to its policyholders, contractholders, and certificateholders. 

( e) At the time of the filing of the request to withdraw, 
the carrier shall specify the number of policies, contracts 
and certificates issued under each nonstandard health bene-
fits plan that is the subject of the request to withdraw, the 
approximate number of lives covered under each such non-
standard health benefits plan, and the approximate number 
of small employers covered under each such nonstandard 
health benefits plan. 

11:21-11.7 Other policyholder rights unaffected 

Nothing in this subchapter shall be construed to contra-
vene any rights of policyholders concerning cancellation 
requirements or obligations set forth in a policy or contract 
of a health benefits plan that is the subject of a request to 
withdraw. 

11:21-11.8 Informational filing of nonstandard health 
benefits plans 

(a) A carrier shall submit a Certification of Prior Filing 
and Compliance with P.L. 1994, c.11, as set forth in Part 3 
of Exhibit BB of the Appendix to this chapter, incorporated 
herein as part of this subchapter, for all nonstandard health 
benefits plans continued, renewed or reinstated pursuant to 
P.L. 1994, c.11, if the carrier has previously submitted the 
nonstandard health benefits plans to the Commissioner for 
filing and the nonstandard health benefits plans were so 
filed. 
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(b) A carrier shall submit a Certification of Informational 
Filing and Compliance with P.L. 1994, c.11, as set forth in 
Part 4 of Exhibit BB of the Appendix to this chapter, 
incorporated herein as part of this subchapter, for all non-
standard health benefits plans continued, renewed or rein-
stated pursuant to P.L. 1994, c.11, if those nonstandard 
health benefits plans were not previously submitted to the 
Commissioner for filing. 

( c) A separate certification shall be submitted for each 
nonstandard health benefits plan no later than January 20, 
1995 if any policy, contract or certificate under the nonstan-
dard health benefits plan was renewed in 1994 prior to 
November 21, 1994, or no later than 30 days after the date 
that the first policy, contract, or certificate under the non-
standard health benefits plan shall be first renewed after the 
effective date of this subchapter, whichever date is earlier. 

( d) A certification submitted pursuant to this section shall 
not be filed by the Commissioner until it is complete. 

1. The Commissioner shall notify a carrier when a 
certification is determined by the Commissioner to be 
deficient, specifying the reasons therefor in writing. 

2. The Commissioner shall determine a certification 
to be deficient if the certification in any way deviates from 
the forms as set forth in the Appendix, fails to provide 
answers to any of the questions contained therein, or the 
form fails to be certified by a duly authorized officer of 
the carrier. A certification shall continue to be consid-
ered deficient until the carrier submits information satis-
factory to the Department to render the certification 
complete. 

3. A carrier shall submit the information necessary to 
cure any deficiency(ies) or incompleteness specified with-
in 30 days of the date of the notice, or shall become 
subject to fine. 

( e) The completed certification shall include all amend-
ments necessary to bring the nonstandard health benefits 
plan into compliance with N.J.S.A. 17B:27A-17 et seq. as 
required by P.L. 1994, c.11. The amendments shall include 
all necessary language changes, and shall clearly indicate 
(for ease of reference) all additions and deletions in lan-
guage necessary for both the nonstandard health benefits 
plan and any riders and endorsements which may have been 
issued with or for the nonstandard health benefits plan. 

11:21-11.9 Penalty and fines 
(a) A carrier failing to obtain prior approval of a with-

drawal of a nonstandard health benefits plan in accordance 
with this subchapter, or initiating a withdrawal of a nonstan-
dard health benefits plan that fails to conform with the 
requirements of N.J.A.C. 11:21-11.6 shall be subject to 
penalties and fines as follows: 

I. The carrier shall offer to reinstate any and all 
policyholders, contractholders and certificateholders un-

11:21-14.2 

der each nonstandard health benefits plan, including any 
riders or endorsements which may have attached thereto, 
that is the subject of a violation under this subchapter; 
and 

2. The carrier shall incur and remain liable for, until 
paid in full, a fine of $1,000 per each policyholder, 
contractholder or certificateholder nonrenewed or can-
celled. 

(b) A carrier failing to submit any completed certification 
required by N.J.A.C. 11:21-11.8 shall be subject to payment 
of a fine not less than $2,000 nor more than $5,000 per 
violation. 

( c) Carriers assessed penalties or fines may request a 
hearing in accordance with N.J.A.C. 11:21-11.S(d). 

SUBCHAPTERS 12 THROUGH 13. (RESERVED) 

SUBCHAPTER 14. DECLARATION AND 
APPROVAL OF REINSURING OR RISK-
ASSUMING CARRIER STATUS 

Authority 

N.J.S.A. 17:1-8.1, 17:1C-6(e), 17B:27A-34 and 17B:27A-46. 

Source and Effective Date 
R.1993 d.551, effective October 15, 1993. 

See: 25 N.J.R. 4572(a), 25 N.J.R. 5347(a). 

11:21-14.1 Purpose and scope 
This subchapter establishes the rules applicable to all 

carriers requesting to operate as a risk-assuming and rein-
suring carrier under the Program, and sets forth the stan-
dards for approval of risk-assuming applications by the 
Commissioner. 

11:21-14.2 Definitions 
(a) Words and terms defined at N.J.S.A. 17B:27A-17 and 

N.J.A.C. 11:21-1.2, when used in this subchapter, shall have 
the meanings as defined by the Act or for the chapter, 
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: 

"Health maintenance organization" or "HMO" means a 
company operating in accordance with N.J.S.A. 26:2J-l et 
seq. 
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"Health service corporation" is a company operating in 
accordance with N.J.S.A. 17:48E-1 et seq. 

"Hospital service corporation" is a company operating in 
accordance with N .J .S.A. 17 :48E-1 et seq. 

"Insurer" means a company, transacting the business of 
health insurance as defined at N.J.S.A. 17B:17-4. 

"Medical service corporation" is a company operating in 
accordance with N.J.S.A. 17:48A-1 et seq. 

"Permissive election" means that election which carriers 
may make to be a risk-assuming carrier or reinsuring carrier, 
notwithstanding any previous affirmative or deemed elec-
tion, pursuant to P.L. 1994, c.11, and as specified at 
N.J.A.C. 11:21-14.4(b). The "permissive election period" is 
that period which runs from July 15 through December 21, 
1994. 

"Reinsuring carrier" means a small employer carrier issu-
ing small employer health benefits plans on a guaranteed 
issue basis that has elected pursuant to N.J.S.A. 17B:27A-34 
or P.L. 1994, c.11, § 6 and this subchapter to be eligible for 
reimbursement of losses it may incur under those small 
employer health benefits plans as well as to be responsible 
for payment of assessments for reimbursable losses incurred 
by other reinsuring carriers. 

"Relief' means a deferral of obligation granted pursuant 
to N.J.S.A. 17B:27A-38 or a waiver of obligations granted in 
accordance with N.J.S.A. 17B:27 A-26. 

"Risk-assuming carrier" means a small employer carrier 
issuing small employer health benefits plans that has elected 
and been approved by the Commissioner pursuant to 
N.J.S.A. 17B:27A-34 or P.L. 1994, c.11, § 6 and this sub-
chapter to cover risks on a guaranteed issue basis without 
being subject to assessments for net reimbursable losses of 
the SEH Program incurred by reinsuring carriers which total 
the first four percent or less of the aggregate premiums 
from health benefits plans issued by reinsuring carriers, and 
is not eligible for reimbursement of any losses it may incur 
under its small employer health benefits plans. 

"Statutory election period" means the period of time 
specified at N.J.S.A. 17B:27A-35b, or P.L. 1994, c.11, § 6 
with respect to elections made pursuant thereto, for which 
an election to be a reinsuring carrier is binding. The initial 
"statutory election period" is that period in which carriers 
made their election on or before October 4, 1993, or within 
30 days following the date that the Board submitted its Plan 
of Operation to the Commissioner, whichever date was 
later, which election shall be effective for two years. The 
secondary "statutory election period" is that period autho-
rized by P.L. 1994, c.11, § 6, in which carriers make their 
permissive election which election shall be effective for two 
years. Otherwise, the "statutory election period," which 
shall be binding for five years, is that period that shall be 
applicable to any reinsuring carrier election made on or 
after the initial or secondary statutory election period. 
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Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-14.3 General requirement 
Each carrier, including each carrier among affiliated carri-

ers, which is or becomes a small employer carrier, shall 
submit the information required by this subchapter indepen-
dently from any other carrier. To the extent that any 
carrier's information is insufficient to meet the requirements 
of this subchapter, the carrier may submit the required 
information incorporating appropriate data from all of its 
affiliated carriers, if any, and so indicated on the form(s) 
submitted. 

11:21-14.4 Declaration to be a reinsuring or risk-
assuming carrier 

(a) Every small employer carrier shall file a declaration 
with the Board and Commissioner on or before October 4, 
1993 or within 30 days of the date that the Board files its 
Plan of Operation with the Commissioner for review, which-
ever date is later, stating whether the small employer carrier 
elects to operate as a risk-assuming carrier or a reinsuring 
carrier for purposes of compliance with the Program. 

1. For purposes of compliance with this declaration 
deadline, the 30 day period shall begin to run from the 
date set forth on the notice sent to carriers by the Board 
of the submission of the Plan of Operation to the Com-
missioner, rather than the actual date of the Plan of 
Operation's submission, if the two dates are different. 

2. The notice shall be considered properly sent if the 
Board sends it to the mailing address of the carrier which 
the carrier has on file with the Board. 

3. Any small employer carrier that fails to file a timely 
declaration shall be deemed to have submitted a declara-
tion to be a reinsuring carrier on October 4, 1993 or the 
30th day following the date that the Board submitted its 
Plan of Operation to the Commissioner, whichever date is 
later, for purposes of determining the statutory election 
period for that carrier. 

4. Any small employer carrier that is disapproved as a 
risk-assuming carrier shall be deemed to have elected to 
operate as a reinsuring carrier on October 4, 1993 or the 
30th day following the date that the Board submitted its 
Plan of Operation to the Commissioner, whichever date is 
later, for purposes of determining the statutory election 
period for that small employer carrier. 

5. The statutory election period shall be deemed to 
begin on January 1, 1994. 

(b) A small employer carrier may make a permissive 
election pursuant to this subsection, notwithstanding either 
an affirmative or deemed filing by that carrier pursuant to 
(a) above. A small employer carrier that makes a permis-
sive election pursuant to this subsection shall file a declara-
tion with the Board and the Commissioner on or before 
December 21, 1994, stating whether the small employer 
carrier elects to operate as a risk-assuming carrier or as a 
reinsuring carrier for purposes of compliance with the Pro-
gram. 
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1. Any small employer carrier that is disapproved as a 
risk-assuming carrier pursuant to its permissive election 
shall be deemed to have elected to operate as a reinsuring 
carrier as of the close of the permissive election period 
under this subsection. 

2. Any carrier that is determined by the Department 
to have been a small employer carrier as of the close of 
the permissive election period under this subsection, 
which was not a small employer carrier at the time that 
the election pursuant to (a) above was required to be 
made, and that has not made an election before the close 
of the permissive election period under this subsection, 
shall be deemed to have elected to operate as a reinsuring 
carrier as of the final date of the permissive election 
period under this subsection. 

3. A small employer carrier that has either affirma-
tively filed or has been deemed to have filed pursuant to 
(a) above that fails to submit a separate filing during the 
permissive election period, pursuant to this subsection, 
shall continue to be considered by the Board and the 
Commissioner to have filed pursuant to (a) above. 

4. The statutory elect;_on period for any affirmative or 
deemed permissive election shall be deemed to begin on 
January 1, 1994. 

( c) Every carrier that is not currently a small employer 
carrier but determines to become one, shall file, at least 90 
days prior to issuing any small employer health benefits 
plans, a declaration with the Board and the Commissioner 
stating whether the carrier elects to operate as a risk-
assuming carrier or as a reinsuring carrier for purposes of 
compliance with the Program. 

1. Any such carrier that fails to file a timely declara-
tion shall be deemed to have elected to operate as a 
reinsuring carrier as of the date the carrier files policy 
forms or certification of utilization of small employer 
policy forms, as appropriate, with the Board and the 
Commissioner. 

2. Any such carrier that is disapproved as a risk-
assuming carrier shall be deemed to have elected to 
operate as a reinsuring carrier as of the date the carrier 
elected to operate as a risk-assuming carrier. 

3. In any calendar year in which a carrier elects to 
operate, or is deemed to have elected to operate, as a 
reinsuring carrier: 

i. If the date, or deemed date, of election is on or 
before June 30 of that year, the statutory election 
period shall be deemed to begin on January 1 of that 
calendar year. 

ii. If the date, or deemed date, of election is on or 
after July 1 of that year, the statutory election shall be 
deemed to begin on January 1 of the immediately 
succeeding calendar year. 

11:21-14.5 

( d) A carrier operating as a reinsuring carrier which 
elects to operate as a risk-assuming carrier effective upon 
the expiration of the statutory election period applicable tc 
the reinsuring carrier shall file a declaration with the Bm1rd 
and the Commissioner 90 days prior to the end of the 
applicable statutory election period stating that the reinsur-
ing carrier elects to operate as a risk-assuming carrier for 
purposes of compliance with the Program. 

1. The election shall not be effective until the ef'd of 
the statutory election period. 

2. The election shall not be effective until approved 
by the Commissioner as provided in this subchapler, 
except that all approved such risk-assuming elections shall. 
relate back to January 1, if approval occurs subsequent to 
the end of the carrier's reinsuring statutory election pefi • 
od. 

3. A reinsuring carrier that does not file such an 
election in a timely manner, or that is disapproved as a 
risk-assuming carrier, shall remain a reinsuring carrfr:r 
through the end of the succeeding statutory election 
period, commencing upon the expiration date of the then~ 
current statutory election period. 

( e) Carriers electing to be reinsuring carriers shall com-
plete the "Reinsuring Carrier Declaration" form set forth in 
Exhibit U, Part 1 of the Appendix to this chapter, incomo· 
rated herein by reference. Carriers electing to be risk-
assuming carriers shall complete the "Risk-Assuming Carri-
er Declaration" form set forth in Exhibit U, Part 2 of the 
Appendix to this chapter, incorporated herein by reference. 
Completed declaration forms shall be certified by the chir:f 
financial officer or other duly authorized officer ef tbc 
carrier. 

Amended by R.1994 d.55, effective December 30, 1993. 
See: 26 N.J.R. 328(b), 26 N.J.R. 809(a). 
Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R, 4620(a). 

11:21-14.5 Application to be a risk-assuming carrier 
(a) Every carrier filing a declaration electing to operate 

as a risk-assuming carrier additionally shall submit to the 
Commissioner an application to be a risk-assuming carrier 
as set forth below in (b), (c), (d) and (e). 

(b) Carriers shall file five copies of the declaration and 
application with the Commissioner at the following address: 

Attention: SEH Declaration/Approval 
New Jersey Department of Insurance 
Division of Financial Examinations 
20 West State Street 
CN-325 
Trenton, New Jersey 08625-0325 

(c) Every carrier filing for risk-assuming carrier status 
shall complete in full the Risk-Assuming Application F(1rrn 
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set forth in Exhibit U, Part 3 of the Appendix to this 
chapter, incorporated herein by reference. 

1. Carriers shall complete section D, E, or F of the 
Risk-Assuming Application Form, as is appropriate for 
the type of carrier. 

2. The completed Risk-Assuming Application Form 
shall be certified by the chief financial officer, or other 
duly authorized officer, of the carrier. 

3. The Risk-Assuming Application Form shall be sup-
ported by an actuarial opinion that the carrier's portfolio 
is of good and sufficient value, liquidity and diversity to 
assure the carrier's ability to meet its outstanding obli-
gations as they mature. As an alternative, the carrier may 
submit an actuarial opinion that complies with the Model 
Actuarial Opinion and Memorandum Regulation adopted 
by the National Association of Insurance Commissioners 
(Volume IV, Page 822-1, available by calling (816) 
374-7259). A carrier need not submit the actuarial mem-
orandum specified by the Model Actuarial Opinion and 
Memorandum Regulation for purposes of this subchapter. 

4. The Risk-Assuming Application Form shall be ac-
companied by a statement setting forth the carrier's group 
experience in New Jersey for the past three years, if any. 
If a carrier or its affiliated carriers have no New Jersey 
group experience, then the statement shall set forth the 
national experience of the carrier and its affiliate(s). The 
experience information shall include: 

1. The number of group contracts in force annually; 

ii. The number of small employer group contracts 
in force annually; 

iii. The respective lapse rates of all group contracts 
and of small employer group contracts annually; 

iv. The respective net earned premium for group 
contracts and for small employer group contracts annu-
ally; 

v. The respective incurred claims for group con-
tracts and for small employer group contracts annually; 

vi. Assumptions used in developing the calculations 
in ( c )4i through v above, where estimations have been 
made; and 

vii. Assumptions regarding similarities and dissimi-
larities between the marketplace upon which the fore-
going data is based and the current New Jersey small 
employer group market. 

5. In completing and certifying the Risk-Assuming 
Declaration Form and the Risk-Assuming Application 
Form, the carrier agrees that, upon approval by the 
Commissioner as a risk-assuming carrier: 

DEPT. OF INSURANCE 

i. It will not seek any reimbursement for any losses 
that will be incurred with respect to small employer 
health benefits plans as long as it retains its status as a \,,.,..) 
risk-assuming carrier; 

ii. It is financially competent to accept any obli-
gation( s) required by the Act; and 

iii. It does not intend to file an application for relief 
of any kind from its obligations under the Act for a 
period of one calendar year from the date that its 
application is approved or deemed approved. 

( d) Carriers that have previously sought and obtained 
relief from their obligation(s) under the Act as a small 
employer carrier shall demonstrate to the satisfaction of the 
Commissioner that the carrier no longer has any need for 
relief and has been operating in full compliance with the 
Act, including the payment of all assessment amounts owed 
and issuance of small employer health benefits plans on a 
guaranteed issue basis, for a period of no less than 12 
consecutive calendar months preceding the date of applica-
tion. 

(e) A declaration filed with the SEH Board to be a risk-
assuming carrier shall not be effective until an application 
for risk-assuming carrier status has been approved as provid-
ed in this subchapter. 

I 

Amended by R.1994 d.55, effective December 30, 1993. \.,,,.,J 
See: 26 N.J.R. 328(b), 26 N.J.R. 809(a). 
Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-14.6 Procedures for review of applications for risk-
assuming carrier status 

(a) The time period for the Commissioner's review of an 
application for risk-assuming carrier status shall commence 
upon the day a complete application is received by the 
Commissioner. 

(b) If the application is incomplete, the Department shall 
so advise the carrier in writing not later than 30 days after 
receipt of the application. 

1. The application shall be deemed to be complete if 
the carrier is not notified in writing that the application is 
incomplete. 

2. Notice to the carrier that the application is incom-
plete shall specify the missing item(s) or information. 
The notice shall advise the carrier that the deficiency 
must be cured within 30 days of receipt of notice, and that 
failure to cure the deficiency within 30 days of receipt of 
notice shall result in disapproval of the application. A 
deficiency shall not be considered cured until all of the 
missing items or information is received by the Depart-
ment from the carrier. 
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3. Receipt of the specified missing items or informa-
tion by the Department subsequent to the 30 day period 
specified in (b )2 above shall be deemed to be a new 
application and shall begin a new time period for review. 
Whenever a carrier submits information or missir1g items 
not specified by the Department in accordance with (b )2 
above, it shall be deemed to be an amendment of the 
submission to which the information or missing items are 
to be attached, and shall begin a new time period for 
review. 

(c) The Commissioner may approve an application for 
risk-assuming carrier status if the carrier meets the stan-
dards set forth in N.J.A.C 11:21-14.7. 

L The Commissioner shall notify the carrier of the 
approval or any disapproval of its application in writing, 
and shall contemporaneously send a copy of the notice to 
the SEH Board. 

2. Except as set forth in (b) above, an application 
shall be deemed approved if not disapproved within 90 
days of its receipt. 

3. Notice to the carrier that the application is disap-
proved shall be in writing and specify the reasons for 
disapproval. 

11:21-14.7 Standards for approval 

(a) The Commissioner may approve an application for 
risk-assuming status for a carrier that is an insurer if the 
carrier meets the following standards: 

1. The carrier is authorized or admitted to transact 
the business of health insurance in this State; 

2. The carrier is not in a hazardous financial condition 
as set forth in N.J.A.C. 11:2-27 and as may be amended 
hereafter; 

3. The carrier has at least the capital and surplus 
currently required to commence business in this State, 
unless a carrier has made application for a waiver of such 
requirements pursuant to P.L. 1993, c.235 and N.J.A.C. 
11:2-39 and such application has not been disapproved; 
and 

4. The carrier is qualified based on its history of 
assuming and managing risk, and its experience in manag-
ing small employer group business. 

(b) The Commissioner may approve an application for 
risk-assuming carrier status for health service corporations, 
hospital service corporations and medical service corpora-
tions if the carrier meets the following standards: 

1. The carrier is authorized to transact business in this 
State; 

2. The carrier is not in a hazardous financial condition 
as set forth in N.J.A.C. 11:2-27 and as may be amended 
hereafter; 

3. The carrier has either: 

i. The surplus amounts required to be rnaint£!, w,; 
in accordance with N.J.S.A. 17:48-10 or N.J.S.A. 
17:48A-l 4, if the carrier is a hospital service caypc-?, 
tion or a medical service corporation, respc::ctiv.o:y; 

ii. The amount required to be maintained i,,1 it" 
special contingent surplus account for its othc; w:r;v, 
in accordance with N.J.S.A. 17:48E-17.la and b, 'r 1/1,; 
carrier is a health service corporation; and 

4. The carrier is qualified based on its bisiO,; 
assuming and managing risk, and its experience m i na-r, ap,-
ing small group business. 

(c) The Commissioner may approve an applicaticn ro,-
risk-assuming carrier status for HMOs if the c~rr\c; .T<:ci•, 
the following standards: 

1. The carrier is authorized to transact business as r.\tl 

HMO in this State; 

2. The carrier is not in a hazardous financial ca:Lil::H 
as set forth in N.J.A.C. 11:2-27 and as may be a.,,1tn.J~cl 
hereafter; 

3. The carrier has a statutory net worth as filed 0:nnu-
ally with the Department of at least $1 rnillion; 

4. The carrier is qualified based on its bistory oi 
assuming and managing risk, and its experience in mar,-.r, 
ing small group business. 

( d) The Commissioner may solicit and consider con 
ments from the Board in determining any carrier's apv 
tion to operate as a risk-assuming carrier. 

11:21-14.8 Hearings 

(a) If the Commissioner disapproves an applicdim, ,i;i 

risk-assuming carrier status made pursuant to this subdmp-
ter, the carrier may request a hearing on the Comml:,·, 
er's determination, but must do so within 20 day:, fn;r·· tiJ;; 
date of receipt of notice of such determination. 

(b) A request for a hearing sball be in writing and stmL: 
include: 

L The name, address, and telephone number o' ,:, 
contact person representing the carrier who is familw1 
with the matter; 

2. A copy of the notice of disapproval; 

3. A statement requesting a hearing; and 

4. A concise statement describing the basis for wt .icto 
the carrier believes that the Commissioner's findings of 
fact are erroneous. 

(c) Upon receipt of a properly completed request for 'i 
hearing which sets forth good-faith, disputed issues oi ,rh;l;_. 
rial fact, the Commissioner shall transmit the mattet ti: : b • 
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Office of Administrative Law for a hearing consistent with 
the Uniform Administrative Procedure Rules, N.J.A.C. 1:1. 

SUBCHAPTER 15. RELIEF FROM OBLIGATIONS 
IMPOSED UNDER THE SMALL EMPLOYER 
HEALTH BENEFITS PROGRAM 

Authority 

N.J.S.A. 17:1-8, 17:1-8.1, 17:1C-6(e), 17B:27A-17 
et seq. and P.L. 1993, c.162. 

Source and Effective Date 

R.1993 d.629, effective November 5, 1993. 
See: 25 N.J.R. 4577(a), 25 N.J.R. 5692(a). 

11:21-15.1 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:27A-38 or to offer coverage or accept applications to a 
small employer, pursuant to N.J.S.A. 17B:27A-26. 

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

11:21-15.2 Definitions 

(a) Words and terms defined at N.J.S.A. 17B:27A-17 and 
N.J.A.C. 11:21-1, 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 
offer coverage and accept applications pursuant to N.J.S.A. 
17B:27A-17 et seq. 

"Financially impaired" means a member which, after 
November 5, 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 pursuant to 
N.J.S.A. 17B:27 A-38 or a waiver of obligations pursuant to 
N.J.S.A. 17B:27A-26, as applicable. 
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11:21-15.3 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:27 A-38 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. 11:21-15.4, 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. 
11:21-15.4. 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. 
11:21-15.4 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. 

(f) All requests for relief or other information required 
pursuant to this subchapter shall be filed with the Depart-
ment at the following address: 

SEH Program 
Request for Relief 
New Jersey Department of Insurance 
Division of Financial Solvency 
20 West State Street 
CN-325 
Trenton, NJ 08625 
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11:21-15.4 Informational filing requirements 
(a) When requesting relief from obligations pursuant to 

N.J.S.A. 17B:27 A-26b or 17B:27 A-38, 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; 

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 
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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. Three year financial projections beginning with 
the calendar 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 health benefits plans issued pursuant to N.J.S.A. 
17B:27A-17 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; 

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 corporations, hospital service 
corporations and medical service corporations, the bal-
ance sheet and Underwriting and Investment Exhibit of 
the statutory annual statement filed by the 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. 
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(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. 
11:21-15 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." 

11:21-15.5 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-l 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. 11:21-15.4(a)li and ii-cover letter with 
name of applicant and describing relief sought; 

2. N.J.A.C. 11:21-15.4(a)liv-name, title, telephone 
number and telefax number of person familiar with the 
filing; 

3. N.J.A.C. 11:21-15.4(a)3-most recent financial ex-
amination report; 

4. N.J.A.C. ll:21-15.4(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:21-15.4(a)8-annual statement filed 
immediately preceding date of filing; 

6. N.J.A.C. 11:21-15.4(a)12-non-refundable filing 
fee; and 

7. N.J.A.C. ll:21-15.4(a)13-additional information 
required by the Commissioner to evaluate a particular 
filing. 

11:21-15.6 Disposition of request for relief 
(a) When the Commissioner determines pursuant to 

N.J.S.A. 17B:27A-26b or 17B:27A-38 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-38, the member shall remain liable to the SEH 
Program for the amount deferred and shall be prohibited 
from reinsuring any individuals or groups in the SEH Pro-
gram if it fails to pay assessments. 
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(b) The Commissioner shall find that a member is or 
would be financially impaired if: 

1. The member hai> 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 N.J.A.C. 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 ) 
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 
of 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- I 
tion or conservation. ""_,/ 
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11:21-15.7 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; 

ii. 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. 

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 
Administrative Procedure Act, N.J.S.A. 52:14B-1 et seq. 

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. 

11:21-15.8 Notice of the SEH Program 
Members requesting relief pursuant to this subchapter 

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

11:21-15.9 Exceptions for health maintenance 
organizations due to lack of capacity 

(a) Any member HMO asserting that it is not required to 
offer coverage or accept applications pursuant to the re-
quirements of the Act because it reasonably anticipates that 
it will not have the capacity in its network of providers 

11:21-15.11 

within the service area to deliver service adequately to the 
members of the additional small employer groups, pursuant 
to N.J.S.A. 17B:27A-26a, 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 anticipates that it will not have the 
capacity in its network of. providers within the service 
area to deliver service adequately to the members of 
the additional small employer groups, and the basis for 
that assertion, with supporting documentation, certified 
by the president or duly authorized officer of the 
member; and 

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-26a. 

(b) The member shall concurrently file the information 
required pursuant to (a) above with the SEH Program. 

11:21-15.10 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, medical ser -
vice corporations, hospital service corporations or health 
maintenance organizations as may be authorized by law, 
including, but not limited to, placing an insurer, health 
service corporation, medical service corporation, hospital 
service corporation or health maintenance organization in 
rehabilitation, liquidation or conservation pursuant to 
N.J.S.A. 17B:32-31 et seq. 

11:21-15.11 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-17 et seq. and the 
SEH 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 16. WITHDRAWALS OF SMALL 
EMPLOYER CARRIERS FROM THE SMALL 
EMPLOYER HEALTH BENEFITS PLANS 
MARKET 

Authority 
N.J.S.A. 17:1C-6(e) and 17B:27A-23. 

21-49 Supp. 10-16-95 

/ 



11:21-15.11 

Source and Effective Date 
R.1994 d.26, effective December 9, 1993. 
See: 25 N.J.R. 4859(a), 26 N.J.R. 247(a). 

11:21-16.1 Purpose and scope 
(a) The purpose of this subchapter is to establish the 

requirements and procedures by which carriers may cease 
doing business in the small employer market in this State. 
The subchapter applies to all small employer carriers issuing 
or renewing policies or contracts after November 30, 1992. 
Pursuant to the provisions of N.J.S.A. 17B:27A-17 et seq., 
every policy or contract issued to a small employer in this 
State shall be renewable with respect to all eligible employ-
ees or dependents at the option of the policy or contract 
holder or small employer, except under the circumstances 
prescribed by N.J.S.A. 17B:27A-23(a) through (g). One of 
the circumstances delineated therein is where a carrier 
ceases to do business in the small employer health benefits 
plans market in New Jersey pursuant to N.J.S.A. 
17B:27 A-23e. 

(b) This subchapter applies to all small employer carriers 
as defined in this subchapter that seek to cease doing 
business in the small employer market. 

11:21-16.2 Definitions 
Words and terms, when used in this subchapter, shall 

have the meanings set forth in the Act or at N.J.A.C. 
11:21-1.3 unless defined below or unless the context clearly 
indicates otherwise: 

"Affiliate" or "affiliated company" means a carrier that 
directly or indirectly through one or more intermediaries, 
controls or is controlled by, or is under common control 
with, the carrier that initiates a withdrawal. 

"Cease doing business" for purposes of these rules means 
withdraw or withdrawal. 

"Nonstandard health benefits plan" means a health bene-
fits plan policy or contract form under which policies, 
contracts or certificates were issued on or before December 
31, 1993 to small employers or to one or more employees of 
a small employer by virtue of the employment arrangement. 

"State" means the State of New Jersey. 

"Withdraw" or "withdrawal" means the cancellation on a 
date certain or the termination on the anniversary date of 
all in force nonstandard health benefits plans or small 
employer health benefits plans, or both as appropriate, 
issued to small employers without offering replacement with 
a small employer health benefits plan ( or a nonstandard 
health benefits plan, if offered through an association, multi-
ple employer arrangement or out-of-State trust that contin-
ues to market its nonstandard health benefits plans pursuant 
to P.L. 1994, c.11), except where such action is taken 
pursuant to N.J.S.A. 17B:27A-23a through d, f and g or is 
approved by the Commissioner in accordance with N.J.A.C. 
11:21-11. 
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Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

' 11:21-16.3 General provisions \_) 

(a) No small employer carrier shall cancel, nonrenew, or 
terminate, except in accordance with N .J .S.A. 17B:27 A-23a 
through d, f and g, or refuse to issue any small employer 
health benefits plan unless the small employer carrier with-
draws from the small employer market in New Jersey in 
accordance with the provisions of this subchapter. 

(b) No small employer carrier shall cancel, nonrenew, or 
terminate any nonstandard health benefits plan prior to 
February 28, 1997, except in accordance with N.J.S.A. 
17B:27 A-23a through d, f and g, or upon prior approval of 
the Commissioner in accordance with N.J.A.C. 11:21-11, 
unless the small employer carrier withdraws from the small 
employer market in New Jersey in accordance with the 
provisions of this subchapter. 

( c) Any small employer carrier which seeks to withdraw 
from the small employer market in this State shall provide 
the Commissioner with written notification of its intent to 
withdraw not later than eight months prior to either the 
cancellation of all of its in force policies or contracts on a 
date certain or the termination on the anniversary date of 
each in force policy or contract. The carrier shall choose 
only one of these methods and shall specify in the notice 
which method of withdrawal it chooses. 

1. Until such time as the withdrawal shall be complet-
ed, the withdrawing carrier shall continue to be governed 
by N.J.S.A. 17B:27 A-17 et seq. and all rules promulgated 
thereunder. 

2. A withdrawing carrier shall cease issuing new poli-
cies no more than two months after filing a notice of 
intent to withdraw with the Commissioner. 

( d) The notice of withdrawal to the Commissioner shall 
be sent to the attention of: SEH Withdrawal Not~ce, Divi-
sion of Financial Solvency, New Jersey Department of Insur-
ance, CN 325, Trenton, NJ 08625, and shall include an 
original and two copies of the following information: 

1. The carrier's percentage market spare in the small 
employer market, if known, including its most recent 
policy or contract count and annual amount of direct 
premium earned and written; 

2. A statement, describing with specificity, the reasons 
for which the carrier is withdrawing from the small em-
ployer market in this State; 

3. A statement indicating whether the carrier has any 
affiliates writing any health lines in this State, the names 
of such affiliates and the lines of insurance written and a 
statement indicating whether any such affiliates will con-
tinue to write small employer health benefits plans; 
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4. A statement indicating whether the carrier is with-
drawing from other lines of business in this State, and if 
so, the lines from which it is withdrawing; 

5. A statement specifying the date or dates upon 
which the small employer health benefits plans and non-
standard health benefits plans, as applicable, shall be 
terminated, specifying either: 

i. The specific date upon which the carrier shall 
cancel all in force policies or contracts; or 

ii. The dates upon which all in force policies or 
contracts shall be terminated, which shall be the anni-
versary dates of the policies or contracts of each policy-
holder; 
6. The date upon which the carrier shall cease writing 

any new nonstandard health benefits plans (if through an 
association, multiple employer arrangement or out-of-
State trust) or small employer health benefits plans, as 
applicable, which shall be no later than two months after 
the date the carrier has filed its notice with the Commis-
sioner; and 

7. A copy of the form of notice required pursuant to 
(f) below, which is to be mailed to each affected small 
employer. 

( e) The Commissioner shall review the notice of with-
drawal to determine whether it complies with ( d) above and 
whether sufficient notice will be provided to policyholders. 
The Commissioner shall notify, in writing, the small employ-
er carrier of any deficiencies and the requirements which 
are necessary to bring it into compliance with N.J.S.A. 
17B:27A-23 and this subchapter. 

1. A carrier which submitted a notice to the Commis-
sioner pursuant to N.J.S.A. 17B:27A-23e prior to Decem-
ber 9, 1993 shall file the information requested in (d) 
above, no later than February 7, 1994. 

i. Where the carrier complies with ( e) 1 above, the 
carrier's notice to the Commissioner shall relate back to 
the date of the carrier's original submission to the 
Commissioner. Notwithstanding the date of notice to 
the Commissioner, a carrier shall provide at least six 
months written notice to a small employer that its 
contract or policy shall be cancelled on a date certain 
or terminated on the anniversary date. 

ii. Where a carrier fails to file the supplemental 
information as required by (e)l above, the date of 
notice to the Commissioner shall be deemed to be the 
date upon which the carrier has filed with the Depart-
ment all of the items set forth in ( d) above. Dates for 
all other notices required by this subchapter shall be 
calculated from this new date. 
2. A carrier which has submitted its notice of intent to 

withdraw prior to December 9, 1993 shall comply with the 
notice requirements set forth at (f), (g), (h) and (i) below, 
to which all other carriers must similarly comply, unless 

11:21-16.3 

the Commissioner authorizes or specifies otherwise, to 
prevent undue hardship to either the carrier, the policy-
holders, or both. 

(f) Any small employer carrier which seeks to withdraw 
from the small employer market shall, not later than two 
months following the date of notification to the Commis-
sioner, nor less than six months in advance of the effective 
date of the cancellation on a date certain or termination on 
the anniversary date of the policy or contract, mail a notice 
to every small employer insured by the carrier, informing 
the small employer that the policy or contract will be 
cancelled on a date certain or terminated on the anniversary 
date. This initial notice to each small employer shall be 
sent by certified mail and shall include the following infor-
mation: 

1. The date upon which the policy or contract shall be 
cancelled or terminated; 

2. That the policy or contract is being cancelled or 
terminated under the authority of N.J.S.A. 17B:27A-23(e) 
and this subchapter; 

3. The name, address and telephone number of the 
employee or agent of the carrier who may be contacted 
for assistance and information regarding the withdrawal; 

4. A statement that the small employer may contact 
its broker for additional information regarding the with-
drawal; 

5. A notice that, on or after January 1, 1994, a list of 
active small employer carriers and examples of their rates 
may be obtained by writing to the New Jersey Depart-
ment of Insurance, Division of Public Affairs, CN 325, 
Trenton, NJ 08625-0325, or by calling (609) 633-3955, 
and requesting the Small Employer Health Benefits Plans 
Comparison Guide; and 

6. A statement that pursuant to N.J.S.A. 17B:27A-19, 
all carriers offering small employer health benefits plans 
must issue coverage to any small employer group which 
requests coverage under a small employer health benefits 
plan, meets the participation requirements of the carrier, 
and pays the required premium for the coverage. 

(g) A withdrawing small employer carrier shall provide at 
least one copy of its notice of intent to cancel on a date 
certain or termination on the anniversary of each policy or 
contract, to the producer of record for each policy or 
contract. The notice shall be sent by certified mail, no less 
than six months prior to the effective date of withdrawal. 

(h) Simultaneous with its notice to the Commissioner, a 
withdrawing small employer carrier shall submit a notice to 
the Board at the address specified at N.J.A.C. 11:21-1.2, 
which: 

1. Indicates that the carrier shall withdraw from the 
State of New Jersey; 
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2. States whether the carrier shall either cancel all of 
its in force policies or contracts on a date certain or shall 
terminate its in force policies or contracts on their anni-
versary date; and 

3. Sets forth the date or dates upon which (g)l and 2 
above shall occur. 

(i) Following the initial notice to the small employer, a 
small employer carrier shall submit subsequent notices to 
the small employer of the cancellation on a date certain or 
the termination on the anniversary date of the contract and 
the date upon which the cancellation or termination shall 
occur. Such notice shall be included with each monthly 
premium bill or premium notice issued prior to the date of 
cancellation or termination. Where no monthly premium 
statement is transmitted, a small employer carrier shall 
provide a small employer with no fewer than three notices, 
which notices shall be sent at minimum on the sixth, third 
and last month prior to the date of cancellation or termi-
nation. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-16.4 Restrictions on writings 
(a) Any small employer carrier that ceases to do business 

pursuant to this subchapter shall be prohibited from writing 
new business in the New Jersey small employer market for a 
period of five years from the date it provides notice to the 
Commissioner of its planned withdrawal. 

(b) Any carrier which has withdrawn from the small 
employer market in this State shall be prohibited from 
issuing any small employer health benefits plans until it has 
complied with N.J.A.C. 11:21-14, and has been approved or 
deemed approved by the Commissioner, if appropriate, to 
issue such policies. 

(c) Any small employer carrier which withdraws from the 
small employer market shall cancel on a date certain or 
terminate on the anniversary date of all of its in force small 
employer health benefits plans and nonstandard health ben-
efits plans in accordance with NJ.AC. 11:21-16.3. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

11:21-16.S Penalties 
Failure to comply with the requirements of this subchap-

ter shall result in the imposition of penalties pursuant to 
N.J.S.A. 17B:27A-43 and any and all other penalties provid-
ed by law. 

11:21-16.6 Other policyholder rights unaffected 
Nothing in this subchapter shall be construed to contra-

vene any rights of policyholders concerning cancellation 
requirements or obligations set forth in a policy or contract 
issued by a small employer carrier. 
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11:21-16.7 Revocation of a notice of intent to withdraw 
(a) A carrier may revoke its notice of intent to withdraw, 

filed with the Commissioner pursuant to N.J.A.C. 
11:21-16.3, prior to the date that its withdrawal is complete, 
by submitting a statement to the Department at the address 
specified at N.J.A.C. 11:21-16.3(d) and to the Board at the 
address specified at N.J.A.C. 11:21-1.2 revoking its notice of 
intent to withdraw. The revocation shall be signed by a 
duly authorized officer, and shall include the following: 

1. A statement agreeing to reinstate any small em-
ployer that was cancelled, nonrenewed or terminated by 
the carrier pursuant to the provisions of N.J.S.A. 
17B:27 A-23e and this subchapter; 

2. A statement agreeing that all policies and contracts 
under a nonstandard health benefits plans shall be 
brought into compliance with the provisions of N.J.S.A. 
17B:27A-17 et seq., as required by P.L. 1994, c.11, no 
later than the first 12-month anniversary date of the 
policy or contract occurring after September 11, 1994; 

3. A statement agreeing that a carrier shall not issue 
directly a nonstandard health benefits plan to a small 
employer, and a statement agreeing that any nonstandard 
health benefits plan which continues to be offered for 
issue to small employers by or through an association, 
multiple employer arrangement or out-of-State trust shall 
be offered to all small employer members of the associa-
tion, multiple employer arrangement or out-of-State trust; 
and 

4. A statement agreeing that the carrier shall comply 
with the requirement to offer small employer health 
benefits plans in accordance with the provisions of 
N.J.S.A. 17B:27A-17 et seq. 

r 
New Rule, R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

SUBCHAPTER 17. FAIR MARKETING 
STANDARDS 

Authority 
N.J.S.A. 17B:27A-17 et seq., amended by P.L. 1993, 

c.162, section 16 and N.J.S.A. 52:14B-4(f). 

Source and Effective Date 
R.1993 d.644, effective November 12, 1993. 
See: 25 N.J.R. 4437(a), 25 N.J.R. 5668(a). 

11:21-17.1 Plan identification and marketing materials 
(a) Each small employer carrier which issues marketing 

and/or promotional materials in conjunction with the health 
benefits plans may attach its own name or identification to 
each of the plans, but shall also identify each of those health 
benefits plans by the alphabetical designation (A, B, C, D, 
E, HMO) assigned to it in N.J.A.C. 11:21-3.1. The alpha-
betical designation shall be clearly identified in the designa-
tion of each of the small employer carrier's health benefits 
plans. 
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(b) All terms, definitions, and text used in the small 
employer carrier's marketing and/or promotional material 
shall be consistent with the Act and this chapter. 

(c) Small employer carriers shall not disseminate market-
ing and/or promotional material specific to the health bene-
fits plans defined at N.J.A.C. 11:21-3 to policyholders or 
small employers until NJ.AC. 11:21-3 is effective pursuant 
to the requirements of P.L. 1993, c.162, Section 16. 

11:21-17.2 Retention of marketing and promotional 
materials 

Small employer carriers shall maintain a complete file of 
all marketing and promotional material specific to the 
health benefits plans, which it disseminates to consumers, 
producers, or otherwise publicly disseminates. Small em-
ployer carriers shall retain each piece of promotional and 
marketing materials for a period of three calendar years 
from the last date the material is publicly disseminated, 
which shall be deemed its complete file for the purposes of 
this subchapter. Upon written request of the Board, a small 
employer carrier shall, within three business days, make 
available for inspection its complete file of marketing and 
promotional material to the Board. 

11:21-17.3 Certification 

(a) Each small employer carrier disseminating marketing 
and promotional material shall certify that its marketing and 

- promotional material conforms with the requirements of this 
subchapter. The certification, set forth in Part 2 of Exhibit 
BB of the Appendix, incorporated herein by reference, shall 
be signed by a duly authorized officer of the small employer 
carrier. Each small employer carrier shall file its initial 
certification with the Board no later than the first day upon 
which the small employer disseminates promotional or mar-
keting materials for the health benefits plans to consumers, 
producers or the public in general, or by February 15, 1994, 
whichever date is later. 

(b) Small employer carriers shall continue to file a certifi-
cation as required in (a) above on an annual basis following 
the filing of its initial certification. 

Amended by R.1994 d.153, effective February 28, 1994. 
See: 26 N.J.R. 741(a), 26 N.J.R. 1352(a). 

11:21-17.4 Buyers' Guide 

Small employer carriers shall set forth in their promotion-
al and/or marketing materials that a Small Employer Health 
Benefits Buyers' Guide is available and can be obtained 
upon request, free of charge, by a small employer from the 
small employer carrier. Small employer carriers shall pro-
vide or mail a Buyers' Guide to small employers within 
three business days of request. A small employer carrier 
may arrange for delivery or distribution of the Buyers' 
Guide through its licensed agents or brokers. 

11:21-18.2 

11:21-17.5 Producer contracts 
(a) A small employer carrier may select those insurance 

producers, as defined by N.J.S.A. 17:22A-2j, with whom it 
chooses to contract. No small employer carrier shall termi-
nate or refus~ to renew the contract of its insurance produc-
ers because of the health status, claims experience, occupa-
tion or geographic location of the small employer groups 
placed by the insurance producer with the small employer 
carrier. 

(b) No small employer carrier shall, directly or indirectly, 
enter into any contract, agreement or arrangement with an 
insurance producer that provides for or results in any con-
sideration provided to an insurance producer for the issu-
ance or renewal of a small employer health benefits plan 
that varies on account of the health status, claims experi-
ence, industry, occupation or geographic location of a small 
employer covered by a small employer health benefits plan. 

SUBCHAPTER 18. PETITIONS FOR RULES 
Authority 

N.J.S.A. 17B:27A-17 et seq., amended by P.L. 1993, 
c.162, section 16 and N.J.S.A. 52:14B-4(f). 

Source and Effective Date 
R.1993 d.644, effective November 12, 1993. 
See: 25 N.J.R. 4437(a), 25 N.J.R. 5668(a). 

11:21-18.1 Scope 
This subchapter shall apply to all petitions made by 

interested persons for the promulgation, amendment or 
repeal of any rule by the Board, pursuant to N.J.S.A. 
52:14B-4(f). 

11:21-18.2 Procedure for petitioner 
(a) Any person who wishes to petition the Board to 

promulgate, amend or repeal a rule shall submit to the 
Board, in writing, the following information: 

1. Name and address of the petitioner; 

2. The substance or nature of the rulemaking which is 
requested; 

3. The reasons for the request and the petitioner's 
interest in the request; and 

4. References to the authority of the Board to take 
the requested action. 

(b) Within 30 days of its receipt of a petition for rule-
making, the Board shall review the same to ascertain if the 
submission complies with the requirements of (a) above and, 
in the event that the Board determines that the submission 
is not in substantial compliance with (a) above, the Board 
shall notify the petitioner of such noncompliance and of the 
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particular deficiency or deficiencies in the submission on 
which the decision of the Board was based. The Board 
shall also advise the petitioner that any deficiencies may be 
corrected and the petition may be resubmitted for further 
consideration. 

(c) Any document submitted to the Board which is not in 
substantial compliance with (a) above shall not be deemed 
to be a petition for a rule requiring further Board action 
pursuant to N.J.S.A. 52:14B-4(f). 

11:21-18.3 Procedure of the Board 
(a) Upon receipt of a petition in compliance with 

N.J.A.C. 11:21-18.2 the Board shall file a notice of petition 
with the Office of Administrative Law for publication in the 
New Jersey Register. The notice shall include: 

1. The name of the petitioner; 

2. The substance or nature of the rulemaking action 
which is requested; 

3. The problem or purpose which is the subject of the 
request; and 

4. The date the petition was received. 

(b) Within 30 days of receiving a petition in compliance 
with N.J.A.C. 11:21-18.2, the Board shall mail to the peti-
tioner, and file with the Office of Administrative Law for 
publication in the New Jersey Register, a notice of action on 
the petition which shall include: 

1. The name of the petitioner; 

2. The New Jersey Register citation for the notice of 
petition, if that notice appeared in a previous New Jersey 
Register; 

3. Certification by the Board that the petition was 
duly considered pursuant to law; 

4. The nature or substance of the Board's action upon 
the petition; and 

5. A brief statement of reasons for the Board's action. 

(c) Board's action on a petition may include: 

1. Denying the petition; 

2. Filing a notice of proposed rule or a notice of pre-
proposal for a rule with the Office of Administrative Law; 
or 

3. Referring the matter for further deliberations, the 
nature of which shall be specified and which shall con-
clude upon a specified date. The results of these further 
deliberations shall be mailed to petitioner and submitted 
to the Office of Administrative Law for publication in the 
New Jersey Register. 

DEPT. OF INSURANCE 

SUBCHAPTER 19. SEH PROGRAM PREMIUM 
COMPARISON SURVEY 

Authority 

N.J.S.A. 17:1-8.1, 17:1C-6e and 17B:27A-33. 

Source and Effective Date 

R.1995 d.289, effective June 5, 1995. 
See: 27 N.J.R. 1127(b), 27 N.J.R. 2233(a). 

11:21-19.1 Purpose and scope 
(a) This subchapter requires the annual submission of 

data by small employer carriers to the Department, and 
establishes the format for the submission of such data, 
regarding premiums charged for the five standard health 
benefits plans, the HMO plan, and any standard rider 
packages established by the Board, so that the Department 
may develop and publish an annual SEH Program Premium 
Comparison Survey, pursuant to N.J.S.A. 17B:27A-33g. 

(b) This subchapter shall apply to all small employer 
carriers. 

11:21-19.2 Definitions 
The following words and terms, when used in this sub-

chapter, shall have the meanings as defined at N.J.S.A. 
17B:27A-17 and N.J.A.C. 11:21-1.2, unless defined below or 
the context clearly indicates otherwise. 

"Standard health benefits plan" means a health benefits 
plan promulgated by the SEH Board subject to review and 
approval by the Commissioner. 

"Standard rider" means a rider promulgated by the SEH 
Board to be offered with one or more of the standard health 
benefits plans. 

11:21-19.3 SEH Program premium comparison survey 
(a) Every small employer carrier shall prepare and file 

with the Department a premium survey reflecting premiums 
charged for each of the five standard small employer health 
benefits plans, the HMO plan, and for any standard rider 
packages, as set forth in Exhibit FF of the Appendix to this 
chapter, incorporated herein by reference. 

(b) Every small employer carrier shall complete the sur-
vey in the format set forth in Exhibit FF in accordance with 
the instructions set forth therein, and shall not vary the 
information solicited in Exhibit FF. 

(c) Completed survey forms shall be filed no later than 
November 1 of each year, and shall reflect the monthly 
premiums to be charged for each of the five standard health 
benefits plans, the HMO plan, and any standard rider 
packages as of January 1 of the year immediately following. 
The initial survey shall be due November 1, 1995 reflecting ''<,,e:/ 
premiums as of January 1, 1996. 
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(d) In addition to the requirements in (c) above, every 
small employer carrier shall complete and submit a survey in 
the format set forth in Exhibit FF no later than July 1, 1995, 

. ,_ which shall reflect the monthly premiums charged as of that 
date for each of the five standard health benefits plans, the 
HMO plan, and any standard rider packages, with appropri-
ate modification of the dates set forth in Exhibit FF. 

( e) All filings shall be accompanied by the following 
certification signed by the person who completed the survey: 
"I ___ certify that the information set forth in the 
attached SEH Program Premium Comparison Survey is true 
and accurate, and hereby further certify that I am autho-
rized to execute this certification on behalf of the carrier 
named in the survey." 

(f) Completed survey forms and signed certification shall 
be filed with the Department pursuant to this subchapter at 
the following address: 

SEH Program Premium Comparison Survey 
Division of Public Affairs 
New Jersey Department of Insurance 
20 West State Street 
CN 325 
Trenton, New Jersey 08625 

11:21-19.4 Penalties 
Failure to comply with the requirements of this subchap-

ter may result in the imposition of penalties as authorized 
by law, including, but not limited to, penalties set forth in 
N.J.S.A. 17B:27A-17 et seq. 

PLAN A 

[Carrier] 

APPENDIX 

EXHIBIT A 

SMALL GROUP HEALTH BENEFITS BASIC POLICY 

POLICYHOLDER: [ABC Company] 

GROUP POLICY NUMBER 

[G-12345] 

GOVERNING JURISDICTION 

NEW JERSEY 

EFFECTIVE DATE OF POLICY 

[January 1, 1994] 

POLICY ANNIVERSARIES: [January 1st of each year, 
beginning in 1995.] 

11:21 App. 

PREMIUM DUE DATES: [Effective Date, and the first day 
of the month beginning with February, 1994.] 

AFFILIATED COMPANIES: [DEF Company] 

[Carrier] in consideration of the application for this Policy 
and of the payment of premiums as stated herein, agrees to 
pay benefits in accordance with and subject to the terms of 
this Policy. This Policy is delivered in the jurisdiction 
specified above and is governed by the laws thereof. 

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

The Effective Date is specified above. 

This Policy takes effect on the Effective Date, if it is duly 
attested below. It continues as long as the required premi-
ums are paid, unless it ends as described in the General 
Provisions section. 

[Secretary 

[Dividends are apportioned each year.] 

POLICY INDEX 

President] 

SECTION PAGE(S) 
Schedule of Insurance and Premium Rates ........... . 
General Provisions ........................ _ ........ . 
Claims Provisions .................................. . 
Planholders ....................................... . 
Definitions ................. , ..................... . 
Employee Coverage ................................ . 
Dependent Coverage ............................... . 
Preferred Provider Organization Provisions ........... . 
Point of Service Provisions ......................... . 
Health Benefits Insurance .......................... . 
Utilization Review Features ......................... . 
Alternate Treatment Features ....................... . 
Centers of Excellence Features ...................... . 
Exclusions ........................................ . 
Continuation Rights ............................... . 
Conversion Rights for Divorced Spouses ............. . 
Effect of Interaction with a Health Maintenance Organiza-

tion Plan ....................................... . 
Coordination of Benefits ........................... . 
Benefits for Automobile Related Injuries ............. . 
Medicare as Secondary Payor ....................... . 
Right to Recovery-Third Party Liability ............. . 
Statement of ERISA Rights ........................ . 
Claims Procedures ................................. . 

SCHEDULE OF INSURANCE AND PREMIUM 
RATES PLAN A 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[ All eligible employees] 
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EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible: 
, for Hospital Confinement 

• for Preventive Care 
• for All Other Charges 

-per Covered Person 
-per Covered Family 

Medicare Alternate Deductible 

None (Note: See Hos-
pital Confinement Co-
Payment) 
None 

$250 
$500. Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day $250 
-maximum Co-Payment per Peri-

od of Confinement $1,250 
-maximum Co-Payment per Cov-

ered Person per Calendar Year $2,500 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. This Policy's Co-Insurance, as 
shown below, does not include penalties incurred under this 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for this Policy is as follows: 
• for Preventive Care None 
• for Facility charges made by: 

-a Hospital 
-an Ambulatory Surgical 

Center 
-a Birthing Center 
-an Extended Care Center or 

Rehabilitation Center 
-a Hospice 

• for the following Covered 
Charges incurred while the Cov-
ered Person is an Inpatient in a 
Hospital: 

-Prescription Drugs 

20% 

20% 
20% 

20% 
20% 

20% 

DEPT. OF INSURANCE 

SCHEDULE OF INSURANCE AND PREMIUM 
RATES 

-Blood Transfusions 
-Infusion Therapy 
-Chemotherapy 
-Radiation Therapy 

• for all other Covered Charges 
Co-Insurance Cap per Covered Per-
son per each Calendar Year 

Daily Room and Board Limits 

20% 
20% 
20% 
20% 
50% 
$5,000 

• During a Period of Hospital Confinement 

PLAN A 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or ~;; 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 
b. 50% of the covered daily room and qoard charge 

made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 

Charges which are not Pre-Approved by [Carrier] are Non-
Covered Charges 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 
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SCHEDULE OF INSURANCE AND PREMIUM 
RATES PLAN A 
SCHEDULE OF INSURANCE 
AND PREMIUM RATES EXAMPLE: PLAN A PPO 

Calendar Year Cash Deductible: 
• for Hospital Confinement 

• for Preventive Care 
• for All Other Charges 

-per Covered Person 
-per Covered Family 

Medicare Alternate Deductible 

None (Note: See Hos-
pital Confinement Co-
Payment) 
None 

$250 
$500. Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 

"'- had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day $250 
-maximum Co-Payment per Peri-

od of Confinement $1,250 
-maximum Co-Payment per Cov-

ered Person per Calendar Year $2,500 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under this Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for this Policy is as 
follows: 

• for Preventive Care 
• for Facility charges made by: 

-a Hospital 
-an Ambulatory Surgical 

Center 
-a Birthing Center 

If treatment, services 
or supplies are given by: 

a an Out-
Network Network 
Provider 

None 

None 

None 
None 

Provider 

None 

20% 

20% 
20% 

-an Extended Care Center or 
Rehabilitation Center 

-a Hospice 
• for the following Covered 

Charges incurred while the Cov-
ered Person is an Inpatient in a 
Hospital: 

-Prescription Drugs 
-Blood Transfusions 
-Infusion Therapy 
-Chemotherapy 
-Radiation Therapy 

• for all other Covered Charges 

11:21 App. 

If treatment, services 
or supplies are given by: 

a an Out-
Network Network 
Provider 

None 
None 

None 
None 
None 
None 
None 
70% 

Provider 

20% 
20% 

20% 
20% 
20% 
20% 
20% 
50% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar 
Year before no Co-Insurance is required. 

Coinsured Charge Limit: $10,000 
Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lessor of: 

a. the center's actual daily room and board charge; or 
b. 50% of the covered daily room and board charge 

made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 
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Charges which are not Pre-Approved by [Carrier] are Non-
Covered Charges 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient Hospital con-
finement 
Charges for Home Health Care 

Charges for Extended Care or Reha-
bilitation Center Care 

Charges for Hospice Care 

30 days 
exchange basis * for 
Hospital days 

exchange basis * for 
Hospital days 
exchange basis * for 
Hospital days 

• See the Covered Charges section for a description of the exchange rules. 

Charges for Preventive Care per Cal-
endar Year (Not subject to Cash De-
ductible or Co-Insurance) 

-per Covered Person 
-per Covered Family 

Per Lifetime Maximum Benefit ( for 

$100 
$300 

all Illnesses and Injuries) $1,000,000 

PREMIUM RATES 

[The initial monthly premium rates, in U.S. dollars, for 
the insurance provided under this Policy are as follows: 

Coverage 
Health Benefits 

-per Employee 
-per Employee and spouse 
-per Employee and children 
-per Employee, spouse and chil-

dren 

Premium Rate 

$9999.99 
$9999.99 
$9999.99 

$9999.99] 

[Carrier] has the right to change any premium rate(s) set 
forth above at the times and in the manner established by 
the provision Premium Rate Changes section of this Policy. 

GENERAL PROVISIONS 

THE POLICY 

The entire Policy consists of: 

[ a. the forms shown in the Policy Index as of the 
Effective Date; 

b.] the Policyholder's application, a copy of which is 
attached to this Policy; 

[c.] any riders, [endorsements] or amendments to this 
Policy and 

[d.] the individual applications, if any, of the persons 
covered. 

STATEMENTS 

No statement will avoid the insurance under this Policy, 
or be used in defense of a claim hereunder unless: 

DEPT. OF INSURANCE 

a. in the case of the Policyholder, it is contained in 
the application signed by the Policyholder; or 

b. in the case of a Covered Person, it is contained in a 
\_ / written instrument signed by the Covered Person, ,,, 

and a copy of which is furnished to the Covered 
Person or the Covered Person's beneficiary. 

All statements will be deemed representations and not 
warranties. 

INCONTESTABILITY OF THIS POLICY 

There will be no contest of the validity of this Policy, 
except for not paying premiums, after it has been in force 
for 2 years from the Effective Date. 

No statement in any application, except a fraudulent 
statement, made by the Policyholder or by a person insured 
under this Policy shall be used in contesting the validity of 
his or her insurance or in denying a claim for a loss incurred 
after such insurance 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 state-
ments. 

AMENDMENT 

This Policy may be amended, at any time, without the 
consent of the Covered Persons or of anyone else with a 
beneficial interest in it. This can be done through written 
request made by the Policyholder and agreed to by [Carri-
er]. [Carrier] may also make amendments to this Policy, as 
provided in b. and c. below. [Carrier] will give the Policy-
holder 30 days advance written notice. An amendment will 
not affect benefits for a service or supply furnished before 
the date of change. 

Only an officer of (Carrier] has authority: to waive any 
conditions or restrictions of this Policy; or to extend the 
time in which a premium may be paid; or to make or 
change a Policy; or to bind [Carrier] by a promise or 
representation or by information given or received. 

No change in this 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.] In the case of a change in this Policy that has been 
automatically made to satisfy the requirements of 
any state or federal law that applies to this Policy, 
as provided in the Conformity With Law section, it 
is shown in an amendment to it that is signed by an 
officer of [Carrier]. 

[c.] In the case of a change required by [Carrier], it is 
shown in an amendment to it that: 

• is signed by an officer of [Carrier]; and 
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• is accepted by the Policyholder as evidenced by 
payment of a premium becoming due under this 
Policy on or after the Effective Date of such 

.... _, change. 

-

[d.) In the case of a written request by the Policyholder 
for a change, it is shown in an amendment to it 
signed by the Policyholder and by an officer of 
[Carrier). 

AFFILIATED COMPANIES 

If the Policyholder asks [Carrier] in writing to include an 
Affiliated Company under this Policy, and [Carrier] gives 
written approval for the inclusion, [Carrier] will treat Em-
ployees of that company like the Policyholder's Employees. 
[Carrier's] written approval will include the starting date of 
the company's coverage under this Policy. But each eligible 
Employee of that company must still meet all the terms and 
conditions of this Policy before becoming covered. 

An Employee of the Policyholder and one or more Affili-
ated Companies will be considered an Employee of only one 
of those Employers for the purpose of this Policy. That 
Employee's service with multiple Employers will be treated 
as service with that one. 

The Policyholder must notify [Carrier) in writing when a 
company stops being an Affiliated Company. As of this 
date, this Policy 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 
Policyholder or another Affiliated Company as eligible Em-
ployees. 

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 determined from the premium rates then 
in effect and the Employees and Dependents then covered. 

Premium payments may be determined in another way. 
But it must produce about the same amounts and be agreed 
to by the Policyholder and [Carrier]. 

The following will apply if one or more premiums paid 
include premium charges for an Employee and/or Depen-
dent whose coverage has ended before the due date of that 
premium. [Carrier] will not have to refund more than [the 
amount of a. minus b.: 

a. The amounts of the premium charges for such 
Employee that were included in the premiums paid 
for the two months period immediately before the 
date [Carrier] receives written notice from the Poli-
cyholder that the Employee's and/or Dependent's 
coverage has ended. 

b. The amount of any claims paid to an Employee for 
the Employee's claims or to a member of the 
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Employee's family unit after that person's coverage 
has ended.] 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by the Policyholder to [Carrier]. 
Each may be paid at a [Carrier's] office [or to one of its 
authorized agents.] One is due on each premium due date 
stated on the first page of this Policy. The Policyholder 
may pay each premium other than the first within 31 days of 
the premium due date without being charged interest. 
Those days are known as the grace period. The Policyhold-
er is liable to pay premiums to [Carrier] for the time this 
Policy is in force. Premiums unpaid 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 [Carrier] 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 this Policy's Schedule. [Carrier] has the right to 
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 

this Policy is changed: 
• by amendment or this Policy; or 
• by reason of any provision of law or any govern-

ment program or regulation; or 
• if this Policy supplements or coordinates with bene-

fits provided by another insurer, non-profit hospital 
or medical service plan, or health maintenance 
organization, on any date [Carrier's] obligation 
under this Policy is changed because of a change in 
such other benefits. 

d. At the discovery of a clerical error or misstatement 
as described below. 

[Carrier] will give the Policyholder 30 days advance writ-
ten notice when a change in the premium rates is made. 

PARTICIPATION REQUIREMENTS 

If this Policy provides coverage on a Non-contributory 
basis (the Policyholder pays the entire premium), [75%] of 
the Employees eligible for insurance must be enrolled for 
coverage. If Dependent coverage is provided on a Non-
contributory basis, [75%] of the Employees eligible for 
Dependent coverage must enroll their eligible Dependents. 
(If an eligible Employee is not covered by this Policy 
because: 

a. the Employee is covered as a Dependent under a 
spouse's coverage; or 
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b. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policyhold-
er, 

[Carrier] will count this person as being covered by this 
Policy for the purposes of satisfying participation require-
ments.) 

If this Policy provides coverage on a Contributory basis 
(the Employee pays part of the premium), [75%] of the 
Employees eligible for insurance must be enrolled for cover-
age. If Dependent coverage is provided on a Contributory 
basis, [75%] of the Employees eligible for Dependent cover-
age must enroll their eligible Dependents. (If an eligible 
Employee is not covered by this Policy because: 

a. the Employee is covered as a Dependent under a 
spouse's coverage; or 

b. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policyhold-
er, 

[Carrier] will count this person as being covered by this 
Policy for the purposes of satisfying participation require-
ments.) 

CLERICAL ERROR-MISSTATEMENTS 

Neither clerical error by the Policyholder, nor the [Carri-
er] in keeping any records pertaining to coverage under this 
Policy, nor delays in making entries thereon, will not invali-
date coverage which would otherwise be in force, or contin-
ue coverage which would otherwise be validly terminated. 
However, upon discovery of such error or delay, an equita-
ble adjustment of premiums will be made. 

Premium adjustments involving return of unearned premi-
um to the Policyholder will be limited to the period of 12 
months preceding the date of [Carrier's] receipt of satisfac-
tory evidence that such adjustments should be made. 

If the age of an Employee, or any other relevant facts, are 
found to have been misstated, and the premiums are there-
by affected, an equitable adjustment of premiums will be 
made. If such misstatement involves whether or not the 
person's coverage would have been accepted by [Carrier], 
subject to this Policy's Incontestability section, the true facts 
will be used in determining whether coverage is in force 
under the terms of this Policy. 

TERMINATION OF THE POLICY-RENEWAL PRM-
LEGE 

[Carrier] has the right to cancel this Policy on any premi-
um due date subject to 30 days advance written notice to the 
Policyholder for the following reasons: 

DEPT. OF INSURANCE 

a. During or at End of Grace Period-Failure to Pay 
Premiums: If any premium is not paid by the end 
of its grace period, this Policy will automatically 
end when that period ends. But the Policyholder 
may write to [Carrier], in advance, to ask that this 
Policy be ended at the end of the period for which 
premiums have been paid or at any time during the 
grace period. Then this Policy will end on the date 
requested. The Policyholder is liable to pay premi-
ums to [Carrier] for the time this Policy is in force. 

b. subject to the statutory notification requirements, 
[Carrier] ceases to do business in the small group 
market; 

c. with respect to Contributory Policies, less than 
[75%] of the Employer's eligible Employees are 
covered by this Policy. (If an eligible Employee is 
not covered by this Policy because: 

1. the Employee is covered as a Dependent under a 
spouse's coverage; or 

2. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policy-
holder, 

[Carrier] will count that Employee as being covered by 
this Policy for purposes of satisfying participation require-
ments.); or 

d. with respect to Non-contributory Policies, less than 
[75%] of the Employer's eligible Employees are 
covered by this Policy. (If an eligible Employee is ~,.,,.._,) 
not covered by this Policy because: 

1. the Employee is covered as a Dependent under a 
spouse's coverage; or 

2. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policy-
holder, 

[Carrier] will count that Employee as being covered by 
this Policy for purposes of satisfying participation require-
ments.) 

Immediate cancellation will occur if the Policyholder com-
mits fraudulent acts or makes misrepresentations with re-
spect to coverage of eligible Employees or Dependents or 
status as a Small Employer. 

This Policy is issued for a term of one (1) year from the 
Effective Date shown on the first page of this Policy. All 
Policy Years and Policy Months will be calculated from the 
Effective Date. All periods of insurance hereunder will 
begin and end at 12:00:01 a.m. eastern Standard Time at the 
Policyholder's place of business. 

The Policyholder may renew this Policy for a further term 
of one (1) year, on the first and each subsequent Policy 
Anniversary. All renewals are subject to the payment of 
premiums then due, computed as provided in this Policy's ~ 1 

Premium Amounts section. 
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However, [Carrier] has the right to non-renew this Policy 
on any Policy Anniversary if the Policyholder is no longer a 
Small Employer in accordance with the laws in the State of 
New Jersey. 

The Employer must certify to [Carrier] the Employer's 
status as a Small Employer every year. Certification\ must 
be given to [Carrier] within 10 days of the date [Carrier] 
requests it. If Employer fails to do this, [Carrier] retains 
the right to take the action described above as of the 
Employer's Policy Anniversary. 

[DMDENDS 

[Carrier] will determine the share, if any, of its divisible 
surplus allocable to this Policy as of each Policy Anniversa-
ry, 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 pay-
ments towards their cost made from the Employer'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 certifi-
cate of coverage to give each covered Employee. It will 
describe the Employee's coverage under this Policy. It will 
include: 

(1) to whom [Carrier] pays benefits, 
(2) any protection and rights when the coverage ends 

and 
(3) 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 Em-
ployees. 

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 
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[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, on its Effective Date, 
is in conflict with the statutes of the state in which the 
Covered Person resides, or with Federal law, is hereby 
amended to conform to 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: 

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

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

If to the Policyholder: To the last address of the Policy-
holder 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 
and of the Employer which bear on this Policy must be open 
to [Carrier] for its inspection at any reasonable time. 
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[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 wrong 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 or the Employer, 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 Depen-
dent 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 Employ-
ee or Dependent coverage under this Policy unless approved 
in advance by [Carrier]. 

The Policyholder will notify [Carrier] of any event, includ-
ing 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. 

If the form is not received within such time, the claimant 
may provide 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 

DEPT. OF INSURANCE 

Proof of loss must be sent to [Carrier] within 90 days of 
the loss. 

If a 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 of loss, he or she may 
direct [Carrier], in writing, to pay health care benefits to the 
recognized provider of health care who provided the cov-
ered service for which benefits became payable. [[Carrier] 
may honor such direction at [Carrier's] option.] [For cov-
ered services from an eligible Facility or Practitioner, [Carri-
er] 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. 

LIMITATIONS OF .ACTIONS 

A Covered Person cannot bring a legal action against this 
Policy until 60 days from the date he or she files proof of 
loss. And he or she cannot bring legal action against this 
Policy after three years from the date he or she files proof 
of loss. 

[PLANHOLDERS 

The Policyholder is the Trustee named by a trust agree-
ment. 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. 
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How an Employer becomes a Planholder 

An Employer must submit a signed application in which 
he: 

• agrees to participate in the trust, and 
• 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 Policy-
holder and each Planholder 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.] 

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 Employer's place of business, or 
at any other place that the Employer's business requires the 
Employee to go. 

Alcohol Abuse means abuse of or addiction to alcohol. 

Ambulance means a certified transportation vehicle for 
transporting Ill or Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

Ambulatory Surgical Center means a Facility mainly en-
gaged in performing Outpatient Surgery. It must: 

a. be staffed by Practitioners and Nurses, under the 
supervision 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 emergency care. 

[Carrier] 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 either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; or 

b. approved for its stated purpose by Medicare. 

[Carrier] does not recognize a Facility as an Ambulatory 
Surgical Center if it is part of a Hospital. 

Anniversary Date means the date which is one year from the 
Effective Date of this Policy and each succeeding yearly 
date thereafter. 

Affiliated Company means a corporation or other business 
entity affiliated with the Policyholder through common own-
ership of stock or assets. 

Birthing Center means a Facility which mainly provides care 
and treatment for women during uncomplicated pregnancy, 
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 emergency care; 
and 

c. have written back-up arrangements with a local 
Hospital for emergency care. 

[Carrier] 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. 

[Carrier) does not recognize a Facility as a Birthing 
Center if it is part of a Hospital. 

Board means the Board of Directors of the New Jersey 
Small Employer Health Program. 

Calendar Year means each successive 12 month period 
which starts on January 1 and ends on December 31. 

Cash Deductible means the amount of Covered Charges 
that a Covered Person must pay before this Policy pays any 
benefits for such charges. Cash Deductible does not in-
clude Co-Insurance, Co-Payments and Non-Covered 
Charges. See the The Cash Deductible section of this 
Policy for details. 
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Co-Insurance means the percentage of a Covered Charge 
that must be paid by a Covered Person. Co-Insurance does 
not include Cash Deductibles, Co-Payments or Non-Cov-
ered Charges. 

Co-Payment means a specified dollar amount a Covered 
Person must pay for specified Covered Charges. 

Covered Charges are Reasonable and Customary charges 
for the types of services and supplies described in the 
Covered Charges and Covered Charges with Special Limita-
tions section of this Policy. The services and supplies must 
be: 

a. furnished or ordered by a recognized health care 
Provider; and 

b. Medically Necessary and Appropriate to diagnose 
or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or 
supply is furnished. Subject to all of the terms of this 
Policy, [Carrier} pays benefits for Covered Charges incurred 
by a Covered Person while he or she is insured by this 
Policy. Read this entire Policy to find out what [Carrier] 
limits or excludes. 

Covered Person means an eligible Employee or a Depen-
dent who is insured under this Policy. 

Current Procedural Terminology (C.P.T.) means the most 
recent edition of an annually revised listing published by the 
American Medical Association which assigns numerical 
codes to procedures and categories of medical care. 

Custodial Care means any service or supply, including room 
and board, which: 

a. is furnished mainly to help a person meet his or her 
routine daily needs; or 

b. can be furnished by someone who has no profes-
sional health care training or skills. 

Even if a Covered Person is in a Hospital or other 
recognized Facility, [Carrier] does not pay for care if it is 
mainly custodial. 

Dependent means an Employee's: 

a. legal spouse; 
b. unmarried Dependent child who is under age 19; 

and 
c. unmarried Dependent child from age 19 until his or 

her 23rd birthday, who is enrolled as a full-time 
student at an accredited school. Full-time students 
status will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

DEPT. OF INSURANCE 

b. insured for coverage under this Policy as an Em-
ployee. 

Under certain circumstances, an incapacitated child is also 
a Dependent. See the Dependent Coverage section of this 
Policy. 

An Employee's "unmarried Dependent child" includes: 

a. his or her legally adopted children. 

b. his or her step-children if such step children de-
pend on the Employee for most of their support 
and maintenance, and 

c. children under a court appointed guardianship. 

[Carrier} treats a child as legally adopted from the time 
the child is placed in the home for purpose of adoption. 
[Carrier} treats such a child this way whether or not a final 
adoption order is ever issued. 

Dependent's Eligibility Date means the later of: 

a. the Employee's Eligibility Date; or 

b. the date the person first becomes a Dependent. 

Diagnostic Services means 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 Preventive Care Coverage 
Charge, Diagnostic Services do not include procedures or-
dered as part of a routine or periodic physical examination 
or screening examination. 

Discretion means the [Carrier's] sole right to make a deci-
sion or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

Durable Medical Equipment is equipment which is: 

a. designed and able to withstand repeated use; 

b. primarily and customarily used to serve a medical 
purpose; 

c. generally not useful to a Covered Person in the 
absence of an Illness or Injury; and 

d. suitable for use in the home. 

Some examples are walkers, wheelchairs, hospital-type 
beds, breathing equipment and apnea monitors. 
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Among other things, Durable Medical Equipment does 
not include adjustments made to vehicles, air conditioners, 
air purifiers, humidifiers, dehumidifiers, elevators, ramps, 
stair glides, Emergency Alert equipment, handrails, heat 
appliances, improvements made to the home or place of 
business, waterbeds, whirlpool baths and exercise and mas-
sage equipment. 

Effective Date means the date on which coverage begins 
under this Policy for the Employer, or the date coverage 
begins under this Policy for an Employee or Dependent, as 
the context in which the term is used suggests. 

Employee means a Full-Time Employee (25 hours per 
week) of the Employer. Partners, Proprietors, and indepen-
dent contractors will be treated like Employees, if they meet 
all of this Policy's conditions of eligibility. Employees who 
work on a temporary or substitute basis or who are partici-
pating in an employee welfare arrangement established pur-
suant to a collective bargaining agreement are not consid-
ered to be Employees for the purpose of this Policy. 

Employee's Eligibility Date means the later of: 

a. the date of employment; or 
b. the day after any applicable waiting period ends. 

Employer means [ABC Company]. 

Experimental or lnvestigational means [Carrier] determines 
a service or supply is: 

a. not of proven benefit for the particular diagnosis or 
treatment of a particular condition; or 

b. not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of a 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), [Car-
rier] will not cover any services or supplies, including treat-
ment, procedures, drugs, biological products or medical 
devices or any hospitalizations in connection with Experi-
mental or Investigational services or supplies. 

[Carrier] will also not cover any technology or any hospi-
talization primarily to receive such technology if such tech-
nology is obsolete or ineffective and is not used generally by 
the medical community for the particular diagnosis or treat-
ment of a particular condition. 

Governmental approval of technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of a particu-
lar condition, as explained below. 
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[Carrier] will apply the following five criteria in determin-
ing whether services or supplies are Experimental or Investi-
gational: 

a. Any medical device, drug, or biological product 
must have received final approval to market by the 
FDA for the particular diagnosis . or condition. 
Any other approval granted as an interim step in 
the FDA regulatory process, e.g., an lnvestigational 
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: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. The United States Pharmacopeia Drug Informa-
tion 

recognize the usage as appropriate medical treatment. 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 Admin-
istration has determined to be contraindicated for the spe-
cific treatment for which the drug has been prescribed will 
be considered Experimental or Investigational. 

b. 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 non 
affiliated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

c. Demonstrated evidence as reflected in the publish-
ed 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; 

d. 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 
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e. Proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes; as defined in item c. above, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

Extended Care Center means a Facility which mainly pro-
vides full-time Skilled Nursing Care for Ill or Injured people 
who do not need to be in a Hospital. [Carrier] 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. In 
some places, an "Extended Care Center" may be 
called a "Skilled Nursing Center." 

Facility means a place [Carrier] is 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. 

Full-Time means a normal work week of 25 or more hours. 
Work must be at the Employer's regular place of business or 
at another place to which an Employee must travel to 
perform his or her regular duties for his or her full and 
normal work hours. 

Generic Drug means 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 means a Hospital operated by a gov-
ernment or any of its subdivisions or agencies, including but 
not limited to a Federal, military, state, county or city 
Hospital. 

Health Benefits Plan means any hospital and medical ex-
pense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in New Jersey by any carrier 
to a Small Employer group pursuant to section 3 of P.L. 
1992, c.162 (C. 17B:27A-19). Health Benefits Plan ex-
cludes the following plans, policies, or contracts: accident 
only, credit, disability, long term care, coverage for Medi-
care services pursuant to a contract with the United States 
government, Medicare supplement, dental only, or vision 
only, insurance issued as a supplement to liability insurance, 
coverage arising out of a workers' compensation or similar 
law, hospital confinement or other Supplemental Limited 
Benefit Insurance coverage, automobile medical payment 
insurance, or personal injury protection coverage issued 
pursuant to P.L. 1972, c.70 (C. 39:6A-l et seq.). 

DEPT. OF INSURANCE 

Home Health Agency means a Provider which provides 
Skilled Nursing Care for Ill or Injured people in their home 
under a home health care program designed to eliminate 
Hospital stays. [Carrier] 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 means a Provider which provides palliative and 
supportive care for terminally ill or terminally injured peo-
ple under a hospice care program. [Carrier] will recognize 
a hospice if it carries out its stated purpose under all 
relevant state and local laws, and it is either: 

a. approved for its stated purpose by Medicare; or 
b. it is accredited for its stated purpose by either the 

Joint Commission or the National Hospice Organi-
zation. 

Hospital means a Facility which mainly provides Inpatient 
care for Ill or Injured people. [Carrier] will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is either: 

a. accredited as a Hospital by the Joint Commission 
or 

b. approved as a Hospital by Medicare. 

Among other things, a Hospital is not a convalescent 
home, rest or nursing Facility, or a Facility, or part of it, 
which mainly provides Custodial Care, educational care or 
rehabilitative care. A Facility for the aged or substance 
abusers is also not a Hospital. 

Illness means a sickness or disease suffered by a Covered 
Person. A Mental and Nervous Condition is not an Illness. 

Initial Dependent means those eligible Dependents an Em-
ployee has at the time he or she first becomes eligible for 
Employee coverage. If at the time the Employee does not 
have any eligible Dependents, but later acquires them, the 
first eligible Dependents he or she acquires are his or her 
Initial Dependents. 

Injury means all damage to a Covered Person's body due to 
accident, and all complications arising from that damage. 

Inpatient means a Covered Person who is physically con-
fined as a registered bed patient in a Hospital or other 
recognized health care Facility. 

Joint Commission means the Joint Commission on the 
Accreditation of Health Care Facilities. 

Late Enrollee means an eligible Employee or Dependent 
who requests enrollment under this Policy more than (30] 
days after first becoming eligible. However, an eligible 
Employee or Dependent will not be considered a Late 
Enrollee under certain circumstances. See the Employee 
Coverage and Dependent Coverage sections of this Policy. 
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Medical Emergency means the sudden, unexpected onset, 
due to Illness or 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. Heart attacks, 
strokes, convulsions, severe burns, obvious bone fractures, 
wounds requiring sutures, poisoning, and loss of conscious-
ness are Medical Emergencies. 

Medically Necessary and Appropriate means that a service 
or supply is provided by a recognized health care Provider, 
and [Carrier] determines at its Discretion, that it is: 

a. necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness or Injury; 

b. provided for the diagnosis, or the direct care and 
treatment, of the condition, Illness or Injury; 

c. in accordance with generally accepted medical prac-
tice; 

d. not for the convenience of a Covered Person; 
e. the most appropriate level of medical care the 

Covered Person needs; 
f. furnished within the framework of generally accept-

ed methods of medical management currently used 
in the United States. 

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 means the health care program for the needy 
provided by Title XIX of the United States Social Security 
Act, as amended from time to time. 

Medicare means 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 and Nervous Condition means a condition which 
manifests symptoms which are primarily mental or nervous, 
for which the primary treatment is psychotherapy or psycho-
therapeutic methods or psychotropic medication, regardless 
of any underlying physical cause. A Mental and Nervous 
Condition includes, but is not limited to, psychoses, neurotic 
and anxiety disorders, schizophrenic disorders, affective dis-
orders, personality disorders, and psychological or behavior-
al abnormalities associated with transient or permanent 
dysfunction of the brain or related neurohormonal systems. 

In determining whether or not a particular condition is a 
Mental and Nervous Condition, [Carrier] may refer to the 
current edition of the Diagnostic and Statistical manual of 
Mental Disorders of the American Psychiatric Association. 

Newly Acquired Dependent means an eligible Dependent an 
Employee acquires after he or she already has coverage in 
force for Initial Dependents. 
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Non-Covered Charges are charges which do not meet this 
Policy's definition of Covered Charges, or which exceed any 
of the benefit limits shown in this Policy, or which are 
specifically identified as Non-Covered Charges or are other-
wise not covered by this Policy. 

Nurse means 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 he or she 
practices; and 

b. provides medical services which are within the 
scope of his or her license or certificate and are 
covered by this Policy. 

Outpatient means a Covered Person who is registered at a 
recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under this Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

Period of Confinement means consecutive days of Inpatient 
services provided to an Inpatient or successive Inpatient 
confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. [Carrier] determines if the cause(s) 
of the confinements are the same or related. 

Plan means the [Carrier's] group health benefit plan pur-
chased by the Employer. [Note: If the "Plan" definition is 
employed, references in this Policy to "Policy" should be 
changed to read "Plan"] 

Planholder means the Employer who purchased this group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this Policy to "Policyholder" 
should be changed to read "Planholder"] 

Podiatric Care means treatment of Illness or deformity 
below the ankle, but does not include dislocations or frac-
tures of the foot. 

Policy means this group policy, including the application and 
any riders, amendments, or endorsements, between the Em-
ployer and [Carrier]. 

Policyholder means the Employer who purchased this Poli-
cy. 

Practitioner means a person [Carrier] is required by law to 
recognize who: 

a. is properly licensed or certified to provide medical 
care under the laws of the state where he or she 
practices; and 
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b. provides medical services which are within the 
scope of his or her license or certificate and are 
covered by this Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] writ-
ten approval for specified services and supplies prior to the 
date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exami-
nations, including related laboratory tests and x-rays, immu-
nizations and vaccines, well baby care, pap smears, mam-
mography and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of this Policy. 

Reasonable and Customary means an amount that is not 
more than the [lesser of: 

• the] usual or customary charge for the service or 
supply as determined by [Carrier], based on a stan-
dard approved by the Board[; or 

• the negotiated fee schedule.] 

The Board will 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 means a Facility which mainly pro-
vides therapeutic and restorative services to Ill or Injured 
people. [Carrier] will recognize it if it carries out its stated 
purpose under all relevant state and local laws, and it is 
either: 

DEPT. OF INSURANCE 

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. 

In some places a Rehabilitation Center is called a "reha-
bilitation hospital." 

Routine Foot Care means the cutting, debridement, trim-
ming, reduction, removal or other care of corns, calluses, 
flat feet, fallen arches, weak feet, chronic foot stain, dys-
trophic nails, excrescences, helomas, hyperkeratosis, hyper-
trophic nails, non-infected ingrown nails, deratomas, kerato-
sis, onychauxis, onychocryptosis, tylomas or symptomatic 
complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 
the foot. 

Routine Nursing Care means the appropriate nursing care 
customarily furnished by a recognized Facility for the bene-
fit of its Inpatients. 

Schedule means the Schedule of Insurance and Premium 
Rates contained in this Policy. 

Skilled Nursing Care means services which are more inten-
sive 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 (see Extended Care Center). 

Small Employer means any person, firm, corporation, part-
nership or association actively engaged in business which, on 
at least 50% of its working days during the preceding 
Calendar Year quarter, employed at least two, but no more 
than 49 eligible Employees, the majority of whom are 
employed within the State of New Jersey. In determining 
the number of eligible Employees, all Affiliated Companies 
will be considered as one Employer. 

Special Care Unit means 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 
ct. burn units. 

Substance Abuse means abuse of or addiction to drugs. 

Supplemental Limited Benefit Insurance means insurance 
that is provided in addition to a Health Benefits Plan on an 
indemnity non-expense incurred basis. 
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Surgery means: 

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 Current Proce-

dural Terminology codes as Surgery. 

Therapeutic Manipulation means the treatment of the artic-
ulations 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, ultra-sound, doppler, whirlpool or hydro therapy or 
other treatment of similar nature. 

Total Disability or Totally Disabled means, except as other-
wise specified in this Policy, that an Employee who, due to 
Illness or Injury, cannot perform any duty of his or her 
occupation or any occupation for which he or she is, or may 
be, suited by education, training and experience, and is not, 
in fact, engaged in any occupation for wage or profit. A 
Dependent is totally disabled if he or she cannot engage in 
the normal activities of a person in good health and of like 
age and sex. The Employee or Dependent must be under 
the regular care of a Practitioner. 

[We, Us, Our and [Carrier] mean [Carrier].] 

[You, Your and Yours mean the Employer.] 

EMPWYEE COVERAGE 

Eligible Employees 

Subject to the Conditions of Eligibility set forth below, 
and to all of the other conditions of this Policy, all of the 
Policyholder's Employees who are in an eligible class will be 
eligible if the Employees are Actively at Wark Full-Time 
Employees. 

For purposes of this Policy, [Carrier] will treat partners, 
proprietors and independent contractors like Employees if 
they meet this Policy's Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 

[Carrier] will not insure an Employee unless the Employ-
ee is an Actively at Work Full-Time Employee. 

Enrollment Requirement 
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[Carrier] will not insure the Employee until the Employee 
enrolls and agrees to make the required payments, if any. 
If the Employee does this within [30] days of the Employ-
ee's Eligibility Date, coverage is scheduled to start on the 
Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required 
payments, if any: 

a. more than [30] days after the Employee's Eligibility 
Date; or 

b. after the Employee previously had coverage which 
ended because the Employee failed to make a 
required payment, 

[Carrier] will consider the Employee to be a Late Enroll-
ee. Late Enrollees are subject to this Policy's Pre-Existing 
Conditions limitation. 

However, if an Employee initially waived coverage under 
this Policy, and the Employee stated at that time that such 
waiver was because he or she was covered under another 
group plan, and Employee now elects to enroll under this 
Policy, [Carrier] will not consider the Employee to be a Late 
Enrollee, provided the coverage under the other plan ends 
due to one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee must enroll under this Policy within 90 
days of the date that any of the events described above 
occur. Coverage will take effect as of the date he or sh(;: 
becomes eligible. 

[The Waiting Period 

This Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date, who 
have completed at least [6] months of continuous Full-Time 
service with the Employer by that date, are eligible for 
insurance under this Policy from the Effective Date. 

Employees in an eligible class on the Effective Date, who 
have not completed at least [6] months of continuous Full-
Time service with the Employer by that date, are eligible for 
insurance under this Policy from the day after Employees 
complete [6] months of continuous Full-Time service. 

Employees who enter an eligible class after the Effective 
Date are eligible for insurance under this Policy from the 
day after Employees complete [6] months of continuous 
Full-Time service with the Employer.] 

Multiple Employment 
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If an Employee works for both the Policyholder and a 
covered Affiliated Company, or for more than one covered 
Affiliated Company, [Carrier] will treat the Employee as· if 
onJy one firm Employs the Employee. And such an Em-
ployee will not have multiple coverage under this Policy. 
But, if this Policy uses the amount of an Employee's earn-
ings to set the rates, determine class, figure benefit amounts, 
or for any other reason, such Employee's earnings will be 
figured as the sum of his or her earnings from all covered 
Employers. 

When Employee Coverage Starts 

An Employee must be Actively at Work, and working his 
or her regular number of hours, on the date his or her 
coverage is scheduled to start. And he or she must have 
met all the conditions of eligibility which apply to him or 
her. If an Employee is not Actively at Work on the 
scheduled Effective Date, [Carrier] will postpone the start of 
his or her coverage until he or she returns to Active Work. 

Sometimes, a scheduled Effective Date is not a regularly 
scheduled work day. But an Employee's coverage will start 
on that date if he or she was Actively at Work, and working 
his or her regular number of hours, on his or her last 
regularly scheduled work day. 

The Employee must elect to enroll and agree to make the 
required payments, if any, within [30] days of the Employ-
ee's Eligibility Date. If he or she does this within [30] days 
of the Employee's Eligibility Date, his or her coverage is 
scheduled to start on the Employee's Eligibility Date. Such 
Employee's Eligibility Date is the scheduled Effective Date 
of an Employee's coverage. 

When Employee Coverage Ends 

An Employee's insurance under this Policy will end on 
the first of the following dates: 

a. [the date] an Employee ceases to be an Actively at 
Work Full-Time Employee for any reason. Such 
reasons include disability, death, retirement, lay-off, 
leave of absence, and the end of employment. 

b. [the date] an Employee stops being an eligible 
Employee under this Policy. 

c. the date this Policy ends, or is discontinued for a 
class of Employees to which the Employee belongs. 

d. the last day of the period for which required pay-
ments are made for the Employee. 

Also, an Employee may have the right to continue certain 
group benefits for a limited time after his or her coverage 
would otherwise end. This Policy's benefits provisions ex-
plain these situations. Read this Policy's provisions careful-
ly. 

DEPENDENT COVERAGE 

DEPT. OF INSURANCE 

Eligible Dependents for Dependent Health Benefits 

An Employee's eligible Dependents are the Employee's: ~j 

a. legal spouse; 
b. unmarried Dependent children who are under age 

19; and 
c. unmarried Dependent children, from age 19 until 

their 23rd birthday, who are enrolled as full-time 
students at accredited schools. Full-time students 
will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

b. insured for coverage under this Policy as an Em-
ployee. 

Under certain circumstances, an incapacitated child is also 
a Dependent. See the Incapacitated Children section of 
this Policy. 

An Employee's "unmarried Dependent child" includes: 

a. his or her legally adopted children, 
b. his or her step-children if such step-children de-

pend on the Employee for most of their support 
and maintenance, and 

c. children under a court appointed guardianship. 

[Carrier] treats a child as legally adopted from the time 
the child is placed in the home for purpose of adoption. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Incapacitated Children 

An Employee may have an unmarried child with a mental 
or physical incapacity, or developmental disability, who is 
incapable of earning a living. Subject to all of the terms of 
this section and this Policy, such a child may stay eligible for 
Dependent health benefits past this Policy's age limit. 

The child will stay eligible as long as the child stays 
unmarried and incapable of earning a living, if: 

a. the child's condition started before he or she 
reached this Policy's age limit; 

b. the child became insured by this Policy or any other 
policy before the child reached the age limit, and 
stayed continuously insured after reaching such lim-
it; and 

c. the child depends on the Employee for most of his 
or her support and maintenance. 
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But, for the child to stay eligible, the Employee must send 
[Carrier] written proof that the child is incapacitated and 
depends on the Employee for most of his or her support 
and maintenance. The Employee has 31 days from the date 
the child reaches the age limit to do this. [Carrier] can ask 
for periodic proof that the child's condition continues. But, 
after two years, [Carrier] cannot ask for this more than once 
a year. 

The child's coverage ends when the Employee's does. 

Enrollment Requirement 

An Employee must enroll his or her eligible Dependents 
in order for them to be covered under this Policy. [Carrier] 
considers an eligible Dependent to be a Late Enrollee, if the 
Employee: 

a. enrolls a Dependent and agrees to make the re-
quired payments more than [30] days after the 
Dependent's Eligibility Date; 

b. in the case of a Newly Acquired Dependent, other 
than the first newborn child, has other eligible 
Dependents who the Employee has not elected to 
enroll; or 

c. in the case of a Newly Acquired Dependent, has 
other eligible Dependents whose coverage previous-
ly ended because the Employee failed to make the 
required contributions, or otherwise chose to end 

- such coverage. 

Late Enrollees are subject to this Policy's Pre-Existing 
Conditions limitations section, if any applies. 

If the Employee's dependent coverage ends for any rea-
son, including failure to make the required payments, his or 
her Dependents will be considered Late Enrollees when 
their coverage begins again. 

However, if the Employee previously waived coverage for 
the Employee's spouse or eligible Dependent children under 
this Policy and stated at that time that such waiver was 
because they were covered under another group plan, and 
the Employee now elects to enroll them in this Policy, the 
Dependent will not be considered a Late Enrollee, provided 
the Dependent's coverage under the other plan ends due to 
one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee's spouse or eligible Dependent chil-
dren must be enrolled by the Employee within 90 days of 
the date that any of the events described above occur. 

, ,..,/ Coverage will take effect as of the date one of the above 
events occurs. 
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And, [Carrier] will not consider an Employee's spouse or 
eligible Dependent children for which the Employee initially 
waived coverage under this Policy, to be a Late Enrollee, if: 

a. the Employee is under legal obligation to provide 
coverage due to a court order; and 

b. the Employee's spouse or eligible Dependent chil-
dren are enrolled by the Employee within 30 days 
of the issuance of the court order. 

Coverage will take effect as of the date required pursuant 
to a court order. 

When Dependent Coverage Starts 

In order for an Employee's dependent coverage to begin 
the Employee must already be insured for Employee cover-
age or enroll for Employee and Dependent Coverage at the 
same time. Subject to the exception stated below and to all 
of the terms of this Policy, the date an Employee's depen-
dent coverage starts depends on when the Employee elects 
to enroll the Employee's Initial Dependents and agrees to 
make any required payments. 

If the Employee does this within [30) days of the Depen-
dent's Eligibility Date, the Dependent's Coverage is sched-
uled to start on the later of: 

a. the Dependent's Eligibility Date, or 
b. the date the Employee becomes insured for Em-

ployee coverage. 

If the Employee does this more than [30) days after the 
Dependent's Eligibility Date, [Carrier] will consider the 
Dependent a Late Enrollee. Coverage is scheduled to start 
on the later of: 

a. the date the Employee signs the enrollment form; 
or 

b. the date the Employee becomes insured for Em-
ployee coverage. 

Once an Employee has dependent coverage for Initial 
Dependents, the Employee must notify [Carrier] of a Newly 
Acquired Dependent within [30] days after the Dependent's 
Eligibility Date. If the Employee does not, the Newly 
Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child 
will be covered from the later of: 

a. the date the Employee notifies [Carrier] and agrees 
to make any additional payments, or 

b. the Dependent's Eligibility Date for the Newly 
Acquired Dependent. 

Exception: If a Dependent, other than a newborn child, is 
confined to a Hospital or other health care Facility; or is 
home confined on the date the Employee's Dependent 
health benefits would otherwise start, [Carrier] will postpone 
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the Effective Date of such benefits until the later of: the 
day after the Dependent's discharge from such Facility or 
until home confinement ends. 

Newborn Children 

[Carrier] will cover an Employee's newborn child for 31 
days from the date of birth. Health benefits may be 
continued beyond such 31 day period as stated below: 

a. If the Employee is already covered for Dependent 
child coverage on the date the child is born, cover-
age automatically continues beyond the initial 31 
days, provided the premium required for Depen-
dent child coverage continues to be paid. 

b. If the Employee is not covered for Dependent child 
coverage on the date the child is born, the Employ-
ee must: 

• make written request to enroll the newborn child; 
and 

• pay the premium required for Dependent child 
coverage within 31 days after the date of birth. 

If the request is not made and the premium is not paid 
within such 31 day period, the newborn child will be a Late 
Enrollee. 

When Dependent Coverage Ends: 

A Dependent's insurance under this Policy will end on the 
first of the following dates: 

a. [the date] Employee coverage ends; 
b. the date the Employee stops being a member of a 

class of Employees eligible for such coverage; 
c. the date this Policy ends; 
d. the date Dependent coverage is terminated from 

this Policy for all Employees or for an Employee's 
class. 

e. the date an Employee fails to pay any required part 
of the cost of Dependent coverage. It ends on the 
last day of the period for which the Employee made 
the required payments, unless coverage ends earlier 
for other reasons. 

f. at 12:01 a.m. on the date the Dependent stops being 
an eligible Dependent. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain group benefits for a limited time. And divorced 
spouses have conversion rights. 

PREFERRED PROVIDER ORGANIZATION PROVI-
SIONS 

The Employer, XYZ Health Care Network, and the [Carri-
er] 

DEPT. OF INSURANCE 

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] preferred provid-
ers. 

Use of the network is strictly voluntary, but [Carrier] 
generally pays a higher level of benefits for most covered 
services and supplies furnished to a Covered Person by 
[XYZ Health Care Network]. Conversely, [Carrier] general-
ly pays a lower level of benefits when covered services and 
supplies are not furnished by [XYZ Health Care Network] 
(even if an [XYZ Health Care Network] Practitioner orders 
the services and supplies). Of course, a Covered Person is 
always free to be treated by any Practitioner or Facility. 
And, he or she is free to change Practitioners or Facilities at 
any time. 

A Covered Person may use any [XYZ Health Care Net-
work] Provider. He or she just presents his or her [XYZ 
Health Care Network] identification card to the [XYZ 
Health Care Network] Practitioner or Facility furnishing 
covered services or supplies. Most [XYZ Health Care 
Network] Practitioners and Facilities will prepare any neces-
sary claim forms for him or her, and submit the forms to 
[Carrier]. The Covered Person will receive an explanation of 
any insurance payments made by this Policy. And if there is 
any balance due, the [XYZ Health Care Network] Practi-
tioner or Facility will bill him or her directly. 

This Policy also has utilization review features. See the 
Utilization Review Features section for details. 

What [Carrier] pays is subject to all the terms of this 
Policy. The Employee should read his or her certificate 
carefully and keep it available when consulting a Practition-
er. 

See the Schedule for specific benefit levels, payment rates 
and payment limits. 

If an Employee has any questions after reading his or her 
Certificate, he or she should call [Carrier] [Group Claim 
Office at the number shown on his or her identification 
card]. 

[Note: Used only if coverage is offered as a PPO.] 

POINT OF SERVICE PROVISIONS 

Definitions 

a. Primary Care Practitioner (PCP) means the Practition-
er the Covered Person selects to supervise and coordinate 
his or her health care in the (XYZ] Provider Organization. 
[Carrier] will supply a list of PCPs who are members of the 
[XYZ] Provider Organization to the Covered Person. 
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b. Provider Organization (PO) means a network of health 
care Providers located in a Covered Person's Service Area. 

c. Network Benefits means the benefits shown in the 
Schedule which are provided if the Primary Care Practition-
er provides care, treatment, services, and supplies to the 
Covered Person or if the Primary Care Practitioner refers 
the Covered Person to another Provider for such care, 
treatment, services, and supplies. 

d. Out-Network Benefits mean the benefits shown in the 
Schedule which are provided if the Primary Care Practition-
er does not authorize the care, treatment, services, and 
supplies. 

e. Service Area means the geographical area which is 
served by the Practitioners in the [XYZ] Provider Organiza-
tion. 

Provider Organization (PO) 

The Provider Organization for this Policy is the [XYZ] 
Provider Organization. This Policy requires that the Cov-
ered Person use the services of a PCP, or be referred for 
services by a PCP, in order to receive Network Benefits. 

The Primary Care Practitioner (PCP) 

The PCP will supervise and coordinate the Covered Per-
son's health care in the [XYZ] PO. The PCP must autho-

·- rize all services and supplies. In addition, he or she will 
refer the Covered Person to the appropriate Practitioner 
and Facility when Medically Necessary and Appropriate. 
The Covered Person must obtain an authorized referral 
from his or her PCP before he or she visits another Practi-
tioner or Facility. Except in case of a Medical Emergency, 
if the Covered Person does not comply with these require-
ments, he or she may only be eligible for Out-Network 
Benefits. 

[Carrier] provides Network Benefits for covered services 
and supplies furnished to a Covered Person when autho-
rized by his or her PCP. [Carrier] pays Out-Network 
Benefits when covered services and supplies are not autho-
rized 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-Network 
Benefits. 

A Covered Person may change his or her PCP to another 
PCP [once per month]. He or she may select another PCP 
from the list of Practitioners, 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 Co-
Payment. When a Covered Person's PCP refers him or her 
to another [XYZ] PO Provider, the Covered Person must 
pay the Co-Payment to such Provider. [Most [XYZ] PO 
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Practitioners will prepare any necessary claim forms and 
submit them to [Carrier].] 

[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.] 

Out-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 Network 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-Network 
Benefits. 

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 within 48 hours or as soon as reasonably possible 
thereafter. 

Emergency room visits to PO Facilities are subject to a 
Co-Payment, and such visits must be retrospectively re-
viewed [by the PCP]. [Carrier] will waive the emergency 
room Co-Payment 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 must be 
notified within 48 hours or as soon as reasonably possible 
thereafter. Follow-up care is limited to the medical care 
necessary before the Covered Person can return to the PO 
Service Area. 

Utilization Review 

This Policy has utilization features. See the Utilization 
Review Features section of this Policy. 

Benefits 

The Schedule shows Network Benefits, Out-Network 
Benefits, and Co-Payments applicable to the Point of Ser-
vice arrangement. 

What [Carrier] pays is subject to all the terms of this 
Policy. 

[Note: Used only if coverage is issued as POS.] 

HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medi-
cal expenses incurred by a Covered Person. 

21-73 Supp. 10-16-95 
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Note: [Carrier] payments will be reduced or eliminated if 
a Covered Person does not comply with the Utilization 
Review and Pre-Approval requirements contained in this 
Policy. 

BENEFIT PROVISION 

The Cash Deductible 

Each Calendar Year, each Covered Person must have 
Covered Charges that exceed the Cash Deductible before 
[Carrier] pays any benefits to that person. The Cash De-
ductible is shown in the Schedule. The Cash Deductible 
cannot be met with Non-Covered Charges. Only Covered 
Charges incurred by the Covered Person while insured by 
this Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, [Carrier] pays benefits 
for other Covered Charges above the Cash Deductible 
incurred by that Covered Person, less any applicable Co-
Insurance or Co-Payments, for the rest of that Calendar 
Year. But all charges must be incurred while that Covered 
Person is insured by this Policy. And what [Carrier] pays is 
based on all the terms of this Policy. 

Family Deductible Limit 

This Policy has a family deductible limit of two Cash 
Deductibles for each Calendar Year. Once two Covered 
Persons in a family meet their individual Cash Deductibles 
in a Calendar Year, [Carrier] pays benefits for other Cov-
ered Charges incurred by any member of the covered family, 
less any applicable Co-Insurance or Co-Payments, for the 
rest of that Calendar Year. What [Carrier] pays is based on 
all the terms of this Policy. 

[Coinsured Charge Limit 

The Coinsured Charge Limit is the amount of Covered 
Charges a Covered Person must incur each Calendar Year 
before no Co-Insurance is required.] 

Payment Limits 

[Carrier] limits what [Carrier] will pay for certain types of 
charges. [Carrier] also limits what [Carrier] will pay for all 
Illness or Injuries for each Covered Person's Per Lifetime. 
See the Schedule for these limits. 

Benefits From Other Plans 

The benefits [Carrier] will pay may be affected by a 
Covered Person being covered by 2 or more plans or 
policies. Read the provision Coordination of Benefits to 
see how this works. 

The benefits [Carrier] will pay may also be affected by 
Medicare. Read the Medicare as Secondary Payor section 
for an explanation of how this works. 

DEPT. OF INSURANCE 

If This Plan Replaces Another Plan 

The Employer who purchased this Policy may have pur- "'_) 
chased it to replace a plan the Employer had with some 
other insurer. 

The Covered Person may have incurred charges for cov-
ered expenses under the Employer's old plan before it 
ended. If so, these charges will be used to meet this 
Policy's Cash Deductible if: 

a. the charges were incurred during the Calendar 
Year in which this Policy starts; 

b. this Policy would have paid benefits for the charges, 
if this Policy had been in effect; 

c. the Covered Person was covered by the old plan 
when it ended and enrolled in this Policy on its 
Effective Date; and 

d. this Policy starts right after the old plan ends. 

The Covered Person may have satisfied part of the eligi-
bility waiting period under the Employer's old plan before it 
ended. If so, the time satisfied will be used to satisfy this 
Policy's eligibility waiting period if: 

a. the Employee was employed by the Employer on 
the date the Employer's old plan ended; and 

b. this Policy starts right after the old plan ends. 
",I 

Extended Health Benefits 

If this Policy ends, and a Covered Person is Totally 
Disabled on such date, and under a Practitioner's care, 
[Carrier] will extend health benefits for that person under 
this Policy as explained below. This is done at no cost to 
the Covered Person. 

[Carrier] will only extend benefits for Covered Charges 
due to the disabling condition. The charges must be in-
curred before the extension ends. And what [Carrier] will 
pay is based on all the terms of this Policy. 

[Carrier] does not pay for charges due to other condi-
tions. And [Carrier] does not pay for charges incurred by 
other covered family members. 

The extension ends on the earliest of: 

a. the date the Total Disability ends; or 
b. one year from the date the person's insurance 

under this Policy ends; or 
c. the date the person has reached the payment limit 

for his or her disabling condition. 

The Employee must submit evidence to [Carrier] that he 
or she or his or her Dependent is Totally Disabled, if 
[Carrier] requests it. 

COVERED CHARGES 

Supp. 10-16-95 21-74 
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This section lists the types of charges [Carrier] will consid-
er as Covered Charges. But what [Carrier] will pay is 
subject to all the terms of this Policy. Read the entire 
Policy to find out what [Carrier] limits or excludes. 

Charges while Hospitalized 

[Carrier] covers charges incurred while a Covered Person 
is an Inpatient in a Hospital up to 30 days per Covered 
Person per Calendar Year. Covered Charges are as fol-
lows: 

a. Hospital room and board 
b. Routine Nursing Care 
c. Prescription Drugs 
d. Blood transfusions 
e. Infusion Therapy 
f. Chemotherapy 
g. Radiation Therapy 
h. Medically Necessary and Appropriate Hospital ser-

vices and supplies provided to the Covered Person 
during the Inpatient confinement. 

[Carrier] limits what it pays for each day to the room and 
board limit shown in the Schedule. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non-Covered Charge. This 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

Note: [Carrier] covers charges for Inpatient Hospital care 
up to 30 days per Covered Person per Calendar Year. Such 
30 Inpatient days may be exchanged for other types of care, 
as explained in the Extended Care or Rehabilitation 
Charges, Home Health Care Charges and Hospice Charges 
sections. 

Hospital Co-Payment Requirement 

Each time a Covered Person is confined in a Hospital, he 
or she must pay a $250 Co-Payment for each day of 
confinement, up to a maximum of $1,250 per Period of 
Confinement, subject to a maximum $2,500 Co-Payment per 
Calendar Year. 

Testing Charges 

[Carrier] covers x-ray and laboratory tests needed for a 
planned Hospital admission or Surgery. [Carrier] only cov-
ers these tests if, the tests are done on an Outpatient basis 
within seven days of the planned admission or Surgery. 
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However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 

X-ray and laboratory tests which are not performed in 
connection with a planned Hospital admission or Surgery 
are Non-Covered Charges. 

Extended Care or Rehabilitation Charges 

Subject to [Carrier's] Pre-Approval, when Extended Care 
and Rehabilitation care can take the place of Inpatient 
Hospital care, [Carrier] covers such care provided to a 
Covered Person on an Inpatient basis in an Extended Care 
Center or Rehabilitation Center. Each 2 days of Extended 
Care and Rehabilitation Charges will reduce the number of 
Inpatient Hospital days available to a Covered Person by 1 
day. Charges above the daily room and board limit are a 
Non-Covered Charge. 

And [Carrier] covers all other Medically Necessary and 
Appropriate services and supplies provided to a Covered 
Person during the confinement. But the confinement must: 

a. start within 14 days of a Hospital stay; and 
b. be due to the same or a related condition that 

necessitated the Hospital stay. 

Extended Care or Rehabilitation charges which are not 
Pre-Approved by [Carrier] are Non-Covered Charges. 

Home Health Care Charges 

Subject to [Carrier's] Pre-Approval, when Home Health 
Care can take the place of Inpatient Hospital care, [Carrier] 
covers such care furnished to a Covered Person under a 
written home health care plan. Each 2 days of Home 
Health Care will reduce the number of Inpatient Hospital 
days available to a Covered Person by 1 day. [Carrier] 
covers all Medically Necessary and Appropriate services or 
supplies, such as: 

a. Routine Nursing Care (furnished by or under the 
supervision of a registered Nurse); 

b. physical therapy; 
c. occupational therapy; 
d. medical social work; 
e. nutrition services; 
f. speech therapy; 
g. home health aide services; 
h. medical appliances and equipment, drugs and med-

ications, laboratory services and special meals; and 
1. 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-
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ment is subject to all of the terms of this Policy and 
to the following conditions: 

a. The Covered Person's 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: 
• ordered by the Covered Person's 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. 

The services and supplies must be furnished by 
recognized health care professionals 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 the Covered Person's Practitioner 
within 14 days after home health care starts. 
And it must be reviewed by the Covered Person's 
Practitioner at least once very 60 days. 

d. Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are autho-
rized under the home health care plan can last 
up to four hours. 

e. [Carrier] does not pay for: 
• services furnished to family members, other than 

the patient; or 
• services and supplies not included in the home 

health care plan. 

Home Health Care charges which are not Pre-Approved 
by [Carrier] are Non-Covered Charges. 

Practitioner's Charges for Non-Surgical Care and Treat• 
ment 

[Carrier] covers Practitioner's charges for the Medically 
Necessary and Appropriate non-surgical care and treatment 
of an Illness or Injury which are incurred while the Covered 
Person is an Inpatient in a Hospital. 

Practitioner's Charges for Surgery 

[Carrier] covers Practitioner's charges for Medically Nec-
essary and Appropriate Surgery. [Carrier] does not pay for 
cosmetic Surgery. 

Second Opinion Charges 

[Carrier] covers Practitioner's charges for a second opin-
ion and charges for related x-rays and tests when a Covered 
Person is advised to have Surgery or enter a Hospital. If 
the second opinion differs from the first, [Carrier] covers 
charges for a third opinion. [Carrier] covers such charges if 
the Practitioners who give the opinions: 

DEPT. OF INSURANCE 

a. are board certified and qualified, by reason of their 
specialty, to give an opinion on the proposed Sur-
gery or Hospital admission; 

b. are not business associates of the Practitioner who 
recommended the Surgery; and 

c. in the case of a second surgical opinion, they do not 
perform the Surgery if it is needed. 

Ambulatory Surgical Center Charges 

[Carrier] covers charges made by an Ambulatory Surgical 
Center in connection with covered Surgery. 

Hospice Care Charges 

Subject to [Carrier] Pre-Approval, when Hospice Care 
can take the place of Inpatient Hospital Care, [Carrier] 
covers charges made by a Hospice for palliative and sup-
portive care furnished to a terminally ill or terminally 
injured Covered Person under a Hospice care program. 
Each 2 days of Hospice Care will reduce the number of 
Inpatient Hospital days available to a Covered Person by 1 
day. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure the Covered Person's terminal 
Illness or terminal Injury. 

"Terminally ill" or "terminally injured" means that the 
Covered Person's Practitioner has certified in writing that 
the Covered Person's 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 with an interdisciplinary team for 
meeting the special needs of the terminally ill or terminally 
injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person's Practitioner. 

Under a Hospice care program, subject to all the terms of 
this Policy, [Carrier] covers any services and supplies includ-
ing Prescription Drugs, to the extent they are otherwise 
covered by this Policy. 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 the Covered Person's Practitioner; 
c. included in the Hospice care program; and 
d. furnished by, or coordinated by a Hospice. 

[Carrier] does 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; 
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c. legal or financial counseling or services; or 
d. treatment not included in the Hospice care plan. 

Hospice Care charges which are not Pre-Approved by 
[Carrier] are Non-Covered Charges. 

Pregnancy 

This Policy pays for pregnancies the same way [Carrier] 
would cover an Illness. The charges [Carrier] covers for a 
newborn child are explained [ on the next page.] 

Birthing Center Charges 

[Carrier] covers Birthing Center charges made by a Prac-
titioner for pre-natal care, delivery, and post partum care in 
connection with a Covered Person's pregnancy. [Carrier] 
covers charges up to the daily room and board limit for 
room and board shown in the Schedule when Inpatient care 
is provided to a Covered Person by a Birthing Center. But 
charges above the daily room and board limit are a Non-
Covered Charge. 

[Carrier] covers all other Medically Necessary and Appro-
priate services and supplies during the confinement. 

Benefits for a Covered Newborn Child 

[Carrier] covers charges for the child's routine nursery 
care while he or she is in the Hospital or a Birthing Center. 
Charges are covered up to a maximum of 7 days following 
the date of birth. This includes: 

a. nursery charges; 
b. charges for routine Practitioner's examinations and 

tests; and 
c. charges for routine procedures, like circumcision. 

Subject to all of the terms of this Policy, [Carrier] covers 
the care and treatment of a covered newborn child if he or 
she is Ill, Injured, premature, or born with a congenital birth 
defect. 

Anesthetics 

[Carrier] covers anesthetics and their administration. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

The following "Pre-Existing Conditions" and "Continuity 
of Coverage" provisions only apply to Policies issued to 
Employers of at least two but not more than five Employees. 
These provisions also apply to "Late Enrollees" under the 
Policies issued to any Small Employer. However, this 
provision does not apply to Late Enrollees if 10 or more 
Late Enrollees request enrollment during any [30] day 
enrollment period provided for in this Policy. See this 
Policy's EMPLOYEE COVERAGE and DEPENDENT COV-

/ ERAGE sections to determine if a Covered Person is a Late 
Enrollee. The "Pre-existing Conditions" provision does not 
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apply to a Dependent who is an adopted child or who is a 
child placed for adoption if the Employee enrolls the De-
pendent and agrees to make the required payments within 
[30] days after the Dependent's Eligibility Date. 

Pre~Existing Conditions 

A Pre-Existing Condition is an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scribed Drugs, receives other medical care or treat-
ment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

[Carrier] does not pay benefits for charges for Pre-
Existing Conditions until the Covered Person has been 
continuously covered by this Policy for 180 days. 

This limitation does not affect benefits for other unrelat-
ed conditions, or birth defects in a covered Dependent child. 
And [Carrier] waives this limitation for a Covered Person's 
Pre-Existing Condition if the condition was payable under 
another [Carrier] group plan which insured the Covered 
Person right before the Covered Person's coverage under 
this Policy started. The next section shows other excep-
tions. 

Continuity of Coverage 

A new Covered Person may have been covered under a 
previous employer group health benefits plan prior to en-
rollment in thi~ Policy. When this happens, [Carrier] gives 
credit for the time he. or she was covered under the previous 
plan to determine if a condition is Pre-Existing. [Carrierj 
goes back to the date his or her coverage under the previous 
plan started. But the Employee's active Full-Time service 
with the Employer must start within 90 days of the date his 
or her coverage under the previous plan ended. And the 
person must sign and complete his or her enrollment form 
within 30 days of the date the Employee's active Full-Time 
service begins. Any condition arising between the date his 
or her coverage under the previous plan ends and the date 
his or her coverage under this Policy starts is Pre-Existing. 
[Carrier] does not cover any charges actually incurred be-
fore the person's coverage under this Policy starts. If the 
Employer has included an eligibility waiting period in this 
Policy, an Employee must still meet it, before becoming 
insured. 

Private Duty Nursing Care 
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[Carrier] only covers 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 a Non-Covered Charge. 

Therapy Services 

Therapy Services mean the following services or supplies, 
ordered by a Practitioner and used to treat, or promote 
recovery from, an Injury or Illness: 

[Carrier] covers the Therapy Services listed below when 
provided on either an Inpatient or on an Outpatient basis. 

a. Chemotherapy-the treatment of malignant disease 
by chemical or biological antineoplastic agents. 

b. Radiation Therapy-the treatment of disease by x-
ray, radium, cobalt, or high energy particle sources. Ra-
diation therapy includes rental or cost of radioactive 
materials. Diagnostic Services requiring the use of radio-
active materials are not radiation therapy. 

[Carrier] covers the therapy Services listed below but 
only when provided on an Inpatient basis. 

c. Chelation Therapy-means the administration of 
drugs or chemicals to remove toxic concentrations of 
metals from the body. 

d. Respiration Therapy-the introduction of dry or 
moist gases into the lungs. 

e. Cognitive Rehabilitation Therapy-the retraining of 
the brain to perform intellectual skills which it was able to 
perform prior to disease, trauma, Surgery or previous 
therapeutic process; or the training of the brain to per-
form intellectual skills it should have been able to per-
form if there were not a congenital anomaly. 

f. Speech Therapy-treatment for the correction of a 
speech impairment resulting from Illness, Surgery, Injury, 
congenital anomaly, or previous therapeutic processes. 

Coverage for Cognitive Rehabilitation Therapy and 
Speech Therapy, combined, is limited to 30 visits per 
Calendar Year. 

g. Occupational Therapy-treatment to restore a phys-
ically disabled person's ability to perform the ordinary 
tasks of daily living. 

h. Physical Therapy-the treatment by physical means 
to relieve pain, restore maximum function, and prevent 
disability following disease, Injury or loss of limb. 

Coverage for Occupational Therapy and Physical Ther-
apy, combined, is limited to 30 visits per Calendar Year. 

i. Infusion Therapy-the administration of antibiotic, 
nutrients, or other therapeutic agents by direct infusion. 

PREVENTIVE CARE 

DEPT. OF INSURANCE 

[Carrier] covers charges for routine physical examinations 
including related laboratory tests and x-rays. [Carrier] also 
covers charges for immunizations and vaccines, well baby 
care, pap smears, mammography and screening tests. But 
[Carrier] limits what [Carrier] pays each Calendar Year to 
$100 per Covered Person $300 per Covered Family. 

IMPORTANT NOTICE 

[This Policy has utilization review features. Under these 
features, [ABC-Systems, a health care review organization] 
reviews Hospital admissions and Surgery performed outside 
of a Practitioner's office [for Carrier]. These features must 
be complied with if a Covered Person: 

a. is admitted as an Inpatient to a Hospital, or 
b. is advised to enter a Hospital or have Surgery 

performed outside of a Practitioner's office. If a 
Covered Person does not comply with these utiliza-
tion review features, he or she will not be eligible 
for full benefits under this Policy. · See the Utiliza-
tion Review Features section for details.] 

[This Policy has alternate treatment features. Under 
these features, [DEF, a Case Coordinator] reviews a Cov-
ered Person's medical needs in clinical situations with the 
potential for catastrophic claims to determine whether alter-
native treatment may be available and appropriate. See the 
Alternate Treatment Features section for details.] 

[This Policy has centers of excellence features. Under 
these features, a Covered Person may obtain necessary care 
and treatment from Providers with whom [Carrier] has 
entered into agreements. See the Centers of Excellence 
Features section for details.] 

[What [Carrier] pays is subject to all of the terms of this 
Policy. Read this Policy carefully and keep it available 
when consulting a Practitioner. 

If an Employee has any questions after reading this Policy 
he or she should [ call The Group Claim Office at the 
number shown on his or her identification card.] 

This Policy is not responsible for medical or other results 
arising directly or indirectly from the Covered Person's 
participation in these Utilization Review Features.] 

[UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not comply with 
this Policy's utilization review features, he or she will not be 
eligible for full benefits under this Policy. 

Compliance with this Policy's utilization review features 
does not guarantee what [Carrier] will pay for Covered 
Charges. What [Carrier] pays is based on: 

a. the Covered Charges actually incurred; 
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b. the Covered Person being eligible for coverage 
under this Policy at the time the Covered Charges 
are incurred; and 

c. the Cash Deductible, Co-Payment and Co-Insur-
ance provisions, and all of the other terms of this 
Policy. 

Definitions 

"Hospital admission" means admission of a Covered Per-
son to a Hospital as an Inpatient for Medically Necessary 
and Appropriate care and treatment of an Illness or Injury. 

[Carrier] calls a Hospital admission or Surgery "emergen-
cy" if, after an evaluation of the Covered Person's condition, 
the attending Practitioner determines that failure to make 
the admission or perform the Surgery immediately would 
pose a serious threat to the Covered Person's life or health. 
A Hospital admission or Surgery made or performed for the 
convenience of Practitioners or patients is not an emergen-
cy. 

By "covered professional charges for Surgery" [Carrier] 
means Covered Charges that are made by a Practitioner for 
performing Surgery. Any surgical ·charge which is not a 
Covered Charge under the terms of this Policy is not 
payable under this Policy. 

"Regular working day" means [Monday through Friday 
from 9 a.m. to 9 p.m. Eastern Time,] not including legal 
holidays. 

Grievance Procedure 

If a Covered Person is not satisfied with a utilization 
review decision, the Covered Person or the Covered Per-
son's Practitioner may appeal such decision by calling 
[ABC]. A Nurse reviewer will collect any additional medical 
information required and submit the case to a second [ABC] 
medical review physician. This physician will discuss the 
case with the physician reviewer who made the initial deci-
sion. The second medical review physician will then discuss 
the case with the Covered Person's Practitioner. The Cov-
ered Person's Practitioner is then notified of the appeal's 
recommendation and referred to the [Carrier] for any fur-
ther appeals.]] 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply with 
these Hospital stay review features, he or she will not be eligible 
for full benefits under this Policy. 

Notice of Hospital Admission Required 

[Carrier] requires notice of all Hospital admissions. The 
,....,_. times and manner in which the notice must be given is 

described below. When a Covered Person does not comply 
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with the requirements of this section [Carrier] reduces what 
it pays for covered Hospital charges as a penalty. 

Pre-Hospital Review 

All non-emergency Hospital admissions must be reviewed 
by [ABC] before they occur. The Covered Person or the 
Covered Person's Practitioner must notify [ABC] and re-
quest a pre-hospital review. [ABC] must receive the notice 
and request as soon as possible before the admission is 
scheduled to occur. For a maternity admission, a Covered 
Person or his or her Practitioner must notify [ABC] and 
request a pre-hospital review at least [60 days] before the 
expected date of delivery, or as soon as reasonably possible. 

When [ABC] receives the notice and request, [they] eval-
uate: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives, like 

home health care or other out-patient care. 

[ABC] notifies the Covered Person's Practitioner, [by 
phone, of the outcome of their review. And [they] confirm 
the outcome of [their] review in writing.] 

If [ABC] authorizes a Hospital admission, the authoriza-
tion is valid for: 

a. the specified Hospital; 
b. the named attending Practitioner; and 
c. the authorized length of stay. 

The authorization becomes invalid and the Covered Per-
son's admission must be reviewed by [ABC] again if: 

a. he or she enters a Facility other than the specified 
Facility; 

b. he or she changes attending Practitioners; or 
c. more than [ 60 days] elapse between the time he or 

she obtains authorization and the time he or she 
enters the Hospital, except in the case of a materni-
ty admission. 

Emergency Admission 

[ ABC] must be notified of all emergency admission by 
phone. This must be done by the Covered Person or the 
Covered Person's Practitioner no later than the end of the 
next regular working day, or as soon as possible after the 
admission occurs. 

When [ABC] is notified [by phone,] they require the 
following information: 

a. the Covered Person's name, social security number 
and date of birth; 

b. the Covered Person group plan number; 
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c. the reason for the admission; 
d. the name and location of the Hospital; 
e. when the admission occurred; and 
f. the name of the Covered Person's Practitioner. . 

Continued Stay Review 

The Covered Person, or his or her Practitioner, must 
request a continued stay review for any emergency admis-
slon. This must be done at the time [ ABC] is notified of 
such admission. 

The Covered Person, or his or her Practitioner, must also 
initiate a continued stay review whenever it is Medically 
Necessary and Appropriate to change the authorized length 
of a Hospital stay. This must be done before the end of the 
previously authorized length of stay. · 

[ABC] also has the right to initiate a continued stay 
review of any Hospital admission. And [ ABC] may contact 
the Covered Person's Practitioner or Hospital by phone or 
• "t-" m wn,mg. 

In case of an emergency admission, the continued stay 
review evaluates: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 

a. the Medical Necessity and Appropriateness of ex-
tending the authorized length of stay; and 

b. the appropriateness of health care alternatives. 

f ABC] notifies the Covered Person's Practitioner [by 
of the outcome of the review. And [ABC] confirms 

the outcome of the review in writing.] The notice always 
includes any newly authorized length of stay. 

Penalties for Non-Compliance 

In the case of a non-emergency Hospital admission, as a 
penalty for non-compliance, [[Carrier] reduces what it pays 
for covered Hospital charges, by 50%] if: 

a. the Covered Person does not request a pre-hospital 
review; or 

b. the Covered Person does not request a pre-hospital 
review as soon as reasonably possible before the 
Hospital admission is scheduled to occur; or 

c. [ABC's] authorization becomes invalid and the Cov-
ered Person does not obtain a new one; or 

d. [ABC] does not authorize the Hospital admission. 
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In the case of an emergency admission, as a penalty for 
non-compliance, [[Carrier] reduces what it pays for covered 
Hospital charges by 50%], if: 

a. [ABC] is not notified of the admission at the times 
and in the manner described above; 

b. the Covered Person does not request a continued 
stay review; or 

c. the Covered Person does not receive authorization 
for such continued stay. 

The penalty applies to covered Hospital charges incurred 
after the applicable time limit allowed for giving notice 
ends. 

For any Hospital admission, if a Covered Person stays in 
the Hospital longer than [ ABC] authorizes, [Carrier] re-
duces what it pays for covered Hospital charges incurred 
after the authorized length of stay ends by 50% as a penalty 
for non-compliance. 

Penalties cannot be used to meet this Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[REQUIRED PRE-SURGICAL REVIEW 

Important Notice: If a Covered Person does not comply with 
these pre-surgical review features, he or she will not be eligible 
for full benefits under this Policy. 

[Carrier] requires a Covered Person to get a pre-surgical 
review for any non-emergency procedure performed outside 
of a Practitioner's office. When a Covered Person does not 
comply with the requirements of this section [Carrier] re-
duces what it pays for covered professional charges for 
Surgery, as a penalty. 

The Covered Person or his or her Practitioner, must 
request a pre-surgical review from [ABC]. [ABC] must 
receive the request at least 24 hours before the Surgery is 
scheduled to occur. If the Surgery is being done in a 
Hospital, on an Inpatient basis, the pre-surgical review 
request should be made at the same time as the request for 
a pre-hospital review. 

When [ ABC] receives the request, they evaluate the 
Medical Necessity and Appropriateness of the Surgery and 
they either: 

a. approve the proposed Surgery, or 
b. require a second surgical opinion regarding the 

need for the Surgery. 

[ABC] notifies· the Covered Person's Practitioner, [by 
phone, of the outcome of the review. [ABC] also confirms 
the outcome of the review in writing.] 

Required Second Surgical Opinion 
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If [ABC's] review does not confirm the Medical Necessity 
and Appropriateness of the Surgery, the Covered Person 
must obtain a second surgical opinion in order to get full 
benefits under this Policy. If the second opinion does not 
confirm the medical necessity of the Surgery, the Covered 
Person may obtain a third opinion, although he or she is not 
required to do so. 

[[ABC] will give the Covered Person a list of Practitioners 
in his or her area who will give a second opinion.] The 
Covered Person may get the second opinion from [ a Practi-
tioner on the list, or from] a Practitioner of his or her own 
choosing, if the Practitioner: 

a. is board certified and qualified, by reason of his or 
her specialty, to give an opinion on the proposed 
Surgery; 

b. is not a business associate of the Covered Person's 
Practitioner; and 

c. does not perform the Surgery if it is needed. 

[[ABC] gives second opinion forms to the Covered Per-
son. The Practitioner he or she chooses fills them out, and 
then returns them to [ABC].] 

[Carrier] covers charges for additional surgical opinions, 
including charges for related x-ray and tests. But what 
[Carrier] pays is based on all the terms of this Policy, except, 
these charges are not subject to the Cash Deductible or Co-
insurance. 

Pre-Hospital Review 

If the proposed Surgery is to be done on an Inpatient 
basis, the Required Pre-Hospital Review section must be 
complied with. See the Required Pre-Hospital Review sec-
tion for details. 

Penalties for Non-Compliance 

As a penalty for non-compliance, [[Carrier] reduces what 
it pays for covered professional charges, for Surgery by 50%] 
if: 

a. the Covered Person does not request a pre-surgical 
review; or 

b. [ABC] is not given at least 24 hours to review and 
evaluate the proposed Surgery; or 

c. [ABC] requires additional surgical opinions and the 
Covered Person does not get those opinions before 
the Surgery is done; 

d. [ABC] does not confirm the need for Surgery. 

Penalties cannot be used to meet this Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 
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Important Notice: No Covered Person is required, in any way, 
to accept an Alternate Treatment Plan recommended by 
[DEF]. 

Definitions 

"Alternate Treatment" means those services and supplies 
which meet both of the following tests: 

a. They are determined, in advance, by [DEF] to be 
Medically Necessary and Appropriate and cost ef-
fective in meeting the long term or intensive care 
needs of a Covered Person in connection with a 
Catastrophic Illness or Injury. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under this 
Policy. 

"Catastrophic Illness or Injury" means one of the follow-
ing: 

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 or psychoneurotic disorders 
m. any other Illness or Injury determined by [DEF] or 

[Carrier] to be catastrophic. 

Alternate Treatment Plan 

[DEF] 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, [DEF] will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by [DEF] through discussion and agree-
ment with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. [Carrier]. 

[ALTERNATE TREATMENT FEATURES The Alternate Treatment Plan includes: 
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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: 
• [DEF] 
• attending Practitioner; 
• Covered Person; 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If [Carrier], [DEF], the attending Practitioner, and the 
Covered Person agree [in writing,] on an Alternate Treat-
ment Plan, the services and supplies required in connection 
with such Alternate Treatment Plan will be considered as 
Covered Charges under the terms of this 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. 

Exclusion 

Alternate Treatment does not include services and sup-
plies that [Carrier] determines to be Experimental or Inves-
tigational.] 

[CENTERS OF EXCELLENCE FEATURES 

Important Notice: No Covered Person is required, in any way, 
to receive medical care and treatment at a Center of Excel-
lence. 

Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with [Carrier] 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 
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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 this 
Policy. However, the Utilization Review Features will not 
apply.]] 

EXCLUSIONS 

Payment will not be made for any charges incurred for or 
in connection with: 

Care or treatment by means of acupuncture except when 
used as a substitute for other forms of anesthesia. 

Care or treatment of alcohol abuse. 

Services for ambulance for transportation. 

Blood or blood plasma which is replaced by or for a 
Covered Person. 

Care and/or treatment by a Christian Science Practition-
er. 

Completion of claim forms. 

Services or supplies related to cosmetic surgery, except 
as otherwise stated in this Policy, unless it is required as a 
result of an Illness or Injury sustained while covered 
under this Policy or to correct a functional defect result-
ing fro1 m a co1~ge~ital afbnormal!ty or devedlopmental "-/ 
anoma y; comp 1cat10ns o cosmetic surgery; rugs pre-
scribed for cosmetic purposes. 

Services related to custodial or domiciliary care. 
Dental care or treatment, including appliances. 

Charges made by a dialysis center for dialysis services. 
Durable Medical Equipment 

Services or supplies, the primary purpose of which is 
educational providing the Covered Person with any of the 
following: training in the activities of daily living; instruc-
tion in scholastic skills such as reading and writing; prep-
aration for an occupation; or treatment for learning 
disabilities. 

Care or treatment in an emergency room unless the 
Covered Person is admitted within 24 hours. 

Experimental or Investigational treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices. 

Extraction of teeth, except for bony impacted teeth. 
Services or supplies for or in connection with: 

a. exams to determine the need for ( or changes of) 
eyeglasses or lenses of any type; 

b. eyeglasses or lenses of any type except initial 
replacements for loss of the natural lense; or 
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c. eye surgery such as radial keratotomy, when the 
primary purpose is to correct myopia (nearsight-
edness), hyperopia (farsightedness) or astigma-
tion (blurring). 

Services or supplies provided by one of the following 
members of the Employee's family: spouse, child, parent, 
in-law, brother, sister or grandparent. 

Care and or treatment to enhance fertility using artifi-
cial and surgical drugs and procedures, including, but not 
limited to, invitro fertilization, invivo fertilization or gam-
ete-intrafallopian-transfer (GIFT); surrogate mother-
hood. 

Services or supplies related to Hearing aids and hearing 
exams to determine the need for hearing aids or the need 
to adjust them. 

Services or supplies related to Herbal medicine. 

Care or treatment by means of high dose chemotherapy. 

Services or supplies related to Hypnotism. 

Services or supplies because the Covered Person en-
gaged, or tried to engage, in an illegal occupation or 
committed or tried to commit a felony. 

Illness or Injury, including a condition which is the 
result of disease or bodily infirmity, which occurred on the 
job and which is covered or could have been covered for 
benefits provided under workers' compensation, employ-
er's liability, occupational disease or similar law; 

Local anesthesia charges billed separately if such 
charges are included in the fee for the Surgery. 

Care and treatment for Mental and Nervous Conditions 
and Substance Abuse. 

Membership costs for health clubs, weight loss clinics 
and similar programs. 

Services and supplies related to marriage, career or 
financial counseling, sex therapy or family therapy, nutrition-
al counseling and related services. 

Supplies related to Methadone maintenance. 

Any charge identified as a Non-Covered Charge or which 
are specifically limited or excluded elsewhere in this 
Policy, or which are not Medically Necessary and Appro-
priate. 

Non-prescription drugs or supplies, except insulin nee-
dles and syringes. 

Services provided by a licensed pastoral counselor in the 
course of his or her normal duties as a religious. 

Personal convenience or comfort items including, but not 
limited to, such items as TV's, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas, 
hot tubs. 

Podiatric care. 
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Practitioner visits, except as otherwise stated in this 
Policy. 

Prescription Drugs obtained while not confined in a 
Hospital on an Inpatient basis. 

Services or supplies that are not furnished by an eligible 
Provider. 

Services related to Private-Duty Nursing care, except as 
provided under the Home Health Care section of this 
Policy. 

Prosthetic Devices. 

The amount of any charge which is greater than a 
Reasonable and Customary Charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a Covered Person in any 
Facility for any period of time during which he or she was 
not physically present overnight in the Facility. 

Except as stated in the Preventive Care section, Routine 
examinations or preventive care, including related x-rays 
and laboratory tests, except where a specific Illness or 
Injury is revealed or where a definite symptomatic condi-
tion is present; pre-marital or similar examinations or 
tests not required to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofeedback, patient-
controlled analgesia on an Outpatient basis, related diag-
nostic testing, self-care and self-help training. 

Services provided by a social worker, except as otherwise 
stated in this Policy. 

Services or supplies: 

a. eligible for payment under either federal or state 
programs (except Medicaid). This provision ap-
plies whether or not the Covered Person asserts 
his or her rights to obtain this coverage or pay-
ment for these services; 

b. for which a charge is not usually made, such as a 
Practitioner treating a professional or business 
associate, or services at a public health fair; 

c. for which a Covered Person would not have been 
charged if he or she did not have health care 
coverage; 

d. provided by or in a government Hospital unless 
the services are for treatment: 

• of a non-service Medical Emergency; or 
• by a Veterans' Administration Hospital of a non-

service related Illness or Injury; 

Smoking cessation aids of all kinds and the services of 
stop-smoking providers. 

Stand-by services required by a Provider. 
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Sterilization reversal-services and supplies rendered for 
reversal of sterilization. 

Surgery, sex hormones, and related medical, psychologi-
cal and psychiatric services to change a Covered Person's 
sex; services and supplies arising from complications of 
sex transformation. 

Telephone consultations. 

Therapeutic Manipulation. 

Transplants. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, 
, declared or undeclared; police actions; services in the 
armed forces or units auxiliary thereto; or riots or insur-
rection. 

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 if 
such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS 
SECTIONS 

As used in this section, COBRA means the Consolidated 
Omnibus Budget Reconciliation Act of 1985 as enacted, and 
later amended. 

A Covered Person may be eligible to continue his or her 
group health benefits under this Policy's COBRA CONTIN-
UATION RIGHTS (CCR) section and under other continu-
ation sections of this Policy at the same time. 

Continuation Under CCR and NEW JERSEY GROUP 
CONTINUATION RIGHTS (NJGCR): If a Covered Person 
is eligible to continue his or her group health benefits under 
both this Policy's CCR and NJGCR sections, he or she may 
elect to continue under CCR, but cannot continue under 
NJGCR. 

Continuation Under CCR and any other continuation 
section of this Policy: 

If a Covered Person elects to continue his or her group 
health benefits under both this Policy's CCR and any other 
continuation sections, the continuations: 

a. start at the same time; 
b. run concurrently; and 
c. end independently on their own terms. 

DEPT. OF INSURANCE 

While covered under more than one continuation section, 
the Covered Person: 

a. will not be entitled to duplicate benefits; and 
b. will not be subject to the premium requirements of 

more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION 
RIGHTS 

The following COBRA CONTINUATION RIGHTS sec-
tion may not apply to the Employer's Policy. The Employee 
must contact his or her Employer to find out if: 

a. the Employer is subject to the COBRA CONTINU-
ATION RIGHTS section, in which case; 

b. the section applies to the Employee. 

COBRA CONTINUATION RIGHTS 

Important Notice 

Under this section, "qualified continuee" means any per-
son who, on the day before any event which would qualify 
him or her for continuation under this section, is covered 
for group health benefits under this Policy as: 

a. an active, covered Employee; 
b. the spouse of an active, covered Employee; or 
c. the Dependent child of an active, covered Employ-

ee. Any person who becomes covered under this 
Policy during a continuation provided by this sec-
tion is not qualified continuee. 

If An Employee's Group Health Benefits Ends 

If an Employee's group health benefits end due to his or 
her termination of employment or reduction of work hours, 
he or she may elect to continue such benefits for up to 18 
months, if: 

a. he or she was not terminated due to gross miscon-
duct; and 

b. he or she is not entitled to Medicare. 

The continuation: 

a. may cover the Employee and any other qualified 
continuee; and 

b. is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 

If a qualified continuee is determined to be disabled 
under Title II or Title XVI of the United States Social 
Security Act on the date his or her group health benefits 
would otherwise end due to the Employee's termination of 
employment or reduction of work hours, he or she may elect 
to extend his or her 18 month continuation period above for '-) 
up to an extra 11 months. 
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To elect the extra 11 months of continuation, the quali-
fied continuee must give the Employer written proof of 
Social Security's determination of his or her disability before 
the earlier of: 

a. the end of the 18 month continuation period; and 
b. 60 days after the date the qualified continuee is 

determined to be disabled. 

If, during this extra 11 month continuation period, the 
qualified continuee is determined to be no longer disabled 
under the Social Security Act, he or she must notify the 
Employer within 30 days of such determination, and contin-
uation will end, as explained in the When Continuation 
Ends section. 

An additional 50% of the total premium charge also may 
be required from the qualified continuee by the Employer 
during this extra 11 month continuation period. 

If An Employee Dies While Insured 

If an Employee dies while insured, any qualified conti-
nuee whose group health benefits would otherwise end may 
elect to continue such benefits. The continuation can last 
for up to 36 months, subject to the When Continuation 
Ends section. 

If An Employee's Marriage Ends 

If an Employee's marriage ends due to legal divorce or 
legal separation, any qualified continuee whose group health 
benefits would otherwise end may elect to continue such 
benefits. 1 The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 

If A Dependent Loses Eligibility 

If a Dependent child's group health benefits end due to 
his or her loss of dependent eligibility as defined in this 
Policy, other than the Employee's coverage ending, he or 
she may elect to continue such benefits. However, such 
Dependent child must be a qualified continuee. The con-
tinuation can last for up to 36 months, subject to When 
Continuation Ends. 

Concurrent Continuations 

If a Dependent elects to continue his or her group health 
benefits due to the Employee's termination of employment 
or reduction of work hours, the Dependent may elect to 
extend his or her 18 month continuation period to up to 36 
months, if during the 18 month continuation period, either: 

a. the Dependent becomes eligible for 36 months of 
group health benefits due to any of the reasons 
stated above; or 

b. the Employee becomes entitled to Medicare. 
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The 36 month continuation period starts on the date the 
18 month continuation period started, and the two continua-
tion periods will be deemed to have run concurrently. 

The Qualified Continuee's Responsibilities 

A person eligible for continuation under this section must 
notify the Employer, in writing, of: 

a. the legal divorce or legal separation of the Employ-
ee from his or her spouse; or 

b. the loss of dependent eligibility, as defined in this 
Policy, of an insured Dependent child. 

Such notice must be given to the Employer within 60 days 
of either of these events. 

The Employer's Responsibilities 

The Employer must notify the qualified continuee, in 
writing, of: 

a. his right to continue this Policy's group health 
benefits; 

b. the monthly premium he or she must pay to contin-
ue such benefits; and 

c. the times and manner in which such monthly pay-
ments must be made. 

Such written notice must be given to the qualified conti-
nuee within 14 days of: 

a. the date a qualified continuee's group health bene-
fits would otherwise end due to the Employee's 
death or the Employee's termination of employ-
ment or reduction of work hour; or 

b. the date a qualified continuee notifies the Employ-
er, in writing, of the Employee's legal divorce or 
legal separation from his or her spouse, or the loss 
of dependent eligibility of an insured Dependent 
child. 

The Employer's Liability 

The Employer will be liable for the qualified continuee's 
continued group health benefits to the same extent as, and 
in place of, [Carrier], if: 

a. the Employer fails to remit a qualified continuee's 
timely premium payment to [Carrier] on time, 
thereby causing the qualified continuee's continued 
group health benefits to end; or 

b. the Employer fails to notify the qualified continuee 
of his or her continuation rights, as described 
above. 

Election of Continuation 

To continue his or her group health benefits, the qualified 
continuee must give the Employer written notice that he or 
she elects to continue. This must be done within 60 days of 
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the date a qualified continuee receives notice of his or her 
continuation rights from the Employer as described above. 
And the qualified continuee must pay the first month's 
premium in a timely manner. 

The subsequent premiums must be paid to the Employer, 
by the qualified continuee, in advance, at the times and in 
the manner specified by the Employer. No further notice 
of when premiums are due will be given. 

The monthly premium will be the total rate which would 
have been charged for the group health benefits had the 
qualified continuee stayed insured under this Policy on a 
regular basis. It includes any amount that would have been 
paid by the Employer. Except as explained in the Extra 
Continuation for Disabled Qualified Continuees section, an 
additional charge of two percent of the total premium 
charge may also be required by the Employer. 

If the qualified continuee fails to give the Employer 
notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his 
or her continuation rights. 

Grace in Payment of Premiums 

A qualified continuee's premium payment is timely if, 
with respect to the first payment after the qualified conti-
nuee elects to continue, such payment is made no later than 
45 days after such election. In all other cases, such premi-
um payment is timely if it is made within 31 days of the 
specified date. 

When Continuation Ends 

A qualified continuee's continued group health benefits 
end on the first of the following: 

a. with respect to continuation upon the Employee's 
termination of employment or reduction of work 
hours, the end of the 18 month period which starts 
on the date the group health benefits would other-
wise end; 

b. with respect to a disabled qualified continuee who 
has elected an additional 11 months of continua-
tion, the earlier of: 

• the end of the 29 month period which starts on the 
date the group health benefits would otherwise 
end; or 

• the first day of the month which coincides with or 
next follows the date which is 30 days after the 
date on which a final determination is made that a 
disabled qualified continuee is no longer disabled 
under Title II or Title XVI of the United States 
Social Security Act; 

DEPT. OF INSURANCE 

c. with respect to continuation upon the Employee's 
death, the Employee's legal divorce or legal separa-
tion, or the end of an insured Dependent's eligibili-
ty, the end of the 36 month period which starts on 
the date the group health benefits would otherwise 
end; 

d. with respect to a Dependent whose continuation is 
extended due to the Employee's entitlement to 
Medicare, the end of the 36 month period which 
starts on the date the group health benefits would 
otherwise end; 

e. the date this Policy ends; 

f. the end of the period for which the last premium 
payment is made; 

g. the date he or she becomes covered under any 
other group health plan which contains no limita-
tion or exclusion with respect to any Pre-Existing 
Condition of the qualified continuee; 

h. the date he or she becomes entitled to Medicare. 

A divorced spouse whose continued health benefits end as 
described above may elect to convert some of these benefits 
to an individual insurance policy. Read this policy's Con-
version Rights for Divorced Spouses section for details. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If An Employee's Group Benefits End 

If an Employee's health coverage ends due to termination 
of employment for a reason other than for cause, or reduc-
tion of work hours to below 25 hours per week, he or she 
may elect to continue such benefits for up to 12 months, 
subject to the When Continuation Ends section. At the 
Employee's option, he or she may elect to continue health 
coverage for any of his or her then insured Dependents 
whose coverage would otherwise end at this time. In order 
to continue health coverage for his or her Dependents, the 
Employee must elect to continue health coverage for him-
self or herself. 

What The Employee Must Do 

To continue his or her health coverage, the Employee 
must send a written request to the Employer within 30 days 
of the date of termination of employment or reduction of 
work hours. The Employee must also pay the first month's 
premium. The first premium payment must be made within 
30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer, 
by the Employee, in advance, at the times and in the ~) 
manner [Carrier] specifies. 
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The monthly premium will be the total rate which would 
have been charged for the small group benefits had the 
Employee stayed insured under this Policy on a regular 

- basis. It includes any amount that the Employer would 
have paid. And an additional charge of 2% of the total 
premium may be charged for the continued coverage. 

·-

·-

If an Employee fails to give the Employer notice that he 
or she elects to continue, or fails to make any premium 
payment in a timely manner, he or she waives his or her 
continuation rights. All premium payments, except the first, 
will be considered timely if they are made within 31 days of 
the specified due dates. 

The Continued Coverage 

The Employee's continued coverage will be identical to 
the coverage he or she had when covered under this Policy 
on a regular basis. Any modifications made under this 
Policy will apply to similarly situated continuees. [Carrier] 
does not ask for proof of insurability in order for an 
Employee to continue. 

When Continuation Ends 

A Covered Person's continued health coverage ends on 
the first of the following: 

a. the date which is 12 months from the date the small 
group benefits would otherwise end; 

b. the date the Covered Person becomes eligible for 
Medicare; 

c. the end of the period for which the last premium 
payment is made; 

d. the date the Covered Person becomes covered 
under another group health benefits plan which 
contains no limitation or exclusion with respect to 
any Pre-Existing Condition of the Covered Person. 

e. with respect to a Covered Person who becomes 
covered under another group health benefits plan 
which contains a limitation or exclusion with re-
spect to a Pre-Existing condition of the Covered 
Person, the date such limitation or exclusion ends; 

f. the date the Employer no longer provides any 
health benefit plans for any of the Employer's Em-
ployees or their eligible Dependents; or 

g. with respect to a Dependent, the date he or she is 
no ionger an eligible Dependent as defined in this 
Policy. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CON-
TINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 

An Employee who is Totally Disabled and whose group 
health benefits end because his or her active employment or 
membership in an eligible class ends due to that disability, 
can elect to continue his or her group health benefits. But 
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he or she must have been insured by this Policy for at least 
three months immediately prior to the date his or her group 
health benefits ends. The continuation can cover the Em-
ployee, and at his or her option, his or her then insured 
Dependents. 

How And When To Continue Coverage 

To continue group health benefits, the Employee must 
give the Employer written notice that he or she elects to 
continue such benefits. And he or she must pay the first 
month's premium. This must be done within 31 days of the 
date his or her coverage under this Policy would otherwise 
end. 

S~bsequent premiums must be paid to the Employer 
monthly, in advance, at the times and in the manner speci-
fied by the Employer. The monthly premium the Employee 
must pay will be the total rate charged for an active Full-
Time Employee, insured under this Policy on a regular 
basis, on the date each payment is due. It includes any 
amount which would have been paid by the Employer. 

[Carrier] will consider the Employee's failure to give 
notice or to pay any required premium as a waiver of the 
Employee's continuation rights. 

If the Employer fails, after the timely receipt of the 
Employee's payment, to pay [Carrier] on behalf of such 
Employee, thereby causing the Employee's coverage to end; 
then such Employer will be liable for the Employee's bene-
fits, to the same extent as, and in place of, [Carrier]. 

When This Continuation Ends 

These continued group health benefits end on the first of 
the following: 

a. the end of the period for which the last payment is 
made, if the Employee stops paying; 

b. the date the Covered Person becomes employed 
and eligible or covered for similar benefits by an-
other group plan, whether it be an insured or 
uninsured plan; 

c. the date this Policy ends or is amended to end for 
the class of Employees to which the Employee 
belonged; or 

d. with respect to a Dependent, the date he or she 
stops being an eligible Dependent as defined in this 
Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS DURING A FAMILY LEAVE OF 
ABSENCE 

Important Notice 

This section may not apply to an Employer's Policy. The 
Employee must contact his or her Employer to find out if: 

21-87 Supp. 10-16-95 
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• the Employer must allow for a leave of absence under 
Federal law in which case; 

• the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 

Group health coverage may end for an Employee because 
he or she ceases Full-Time work due to an approved leave 
of absence. Such leave of absence must have been granted 
to allow the Employee to care for a sick family member or 
after the birth or adoption of a child. If so, his or her 
group health benefits insurance will be continued. Depen-
dents' insurance may also be continued. The Employee will 
be required to pay the same share of premium as before the 
leave of absence. 

When Continuation Ends 

Insurance may continue until the earliest of: 

a. the date the Employee returns to Full-Time work; 
b. the end of a total leave period of 12 weeks in any 

12 month period; 
c. the date on which the Employee's coverage. would 

have ended had the Employee not been on leave; 
or 

d. the end of the period for which the premium has 
been paid. 

A DEPENDENT'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS 

If an Employee dies, any of his or her Dependents who 
were insured under this Policy may elect to continue cover-
age. Subject to the payment of the required premium, 
coverage may be continued until the earlier of: 

a. 180 days following the date of the Employee's 
death; or 

b. the date the Dependent is no longer eligible under 
the terms of this Policy. 

CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE ENDS 

If an Employee's marriage ends by legal divorce or annul-
ment, the group health benefits for his or her former spouse 
ends. The former spouse may convert to an individual 
major medical policy during the conversion period. The 
former spouse may insure under his or her individual policy 
any of his or her Dependent children who were insured 
under this Policy on the date the group health benefits ends. 
See exceptions below. 

Exceptions 

No former spouse may use this conversion right: 

a. if he or she is eligible for Medicare; or 
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b. if it would cause him or her to be overinsured. 

This may happen if the spouse is covered or eligible for 
coverage providing similar benefits provided by any other 
plan, insured or not insured. [Carrier] will determine if 
overinsurance exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the date 
group health benefits ends. The former spouse must apply 
for the individual policy in writing and pay the first premium 
for such policy during the conversion period. Evidence of 
insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the major medical 
benefits that [Carrier] is required to offer in the state where 
the Employer is located. 

The individual policy will take effect on the day after 
group health benefits under this Policy ends. 

After group health benefits under this Policy ends, the 
former spouse and any children covered under the individu-
al policy may still be paid benefits under this Policy. If so, 
benefits to be paid under the individual policy will be 
reduced by the amount paid under this Policy. 

EFFECT OF INTERACTION WITH A HEALTH MAINTE-
NANCE ORGANIZATION PLAN 

HEALTH MAINTENANCE ORGANIZATION 
("HMO") means a prepaid alternative health care delivery 
system. 

A Policyholder may offer its Employees HMO member-
ship in lieu of the group health benefits insurance provided 
by this Policy. If the Employer does, the following provi-
sions apply. 

IF AN INSURED EMPLOYEE ELECTS HMO MEMBER-
SHIP 

Date Group Health Benefits Insurance Ends 

Insurance for an Employee and his or her Dependents 
will end on the date the Employee becomes an HMO 
member. 

Benefits After Group Health Benefits Insurance Ends 

When an Employee becomes an HMO member, the 
Extended Health Benefits section of this Policy will not 
apply to him or her and his or her Dependents. 

Exception: 

IF, on the date membership takes effect, the HMO 
does not provide benefits due to: 
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• an HMO waiting period 
• an HMO Pre-Existing conditions limit, or 
• a confinement in a Hospital not affiliated with the 

HMO 

AND the HMO provides benefits for total disability 
when membership ends 

THEN group health benefits will be paid until the first 
of the following occurs: 

• 90 days expire from the date membership takes 
effect 

• the HMO's waiting period ends 
• the HMO's Pre-Existing Conditions limit expires, 

or 
• hospitalization ends. 

IF AN HMO MEMBER ELECTS GROUP HEALTH BENE-
FITS INSURANCE PROVIDED BY THIS POLICY 

Date Transfer To Such Insurance Takes Effect 

Each Employee who is an HMO member may transfer to 
such insurance by written request. If he or she elects to do 
so, any Dependents who are HMO members must also be 
included in such request. The date such persons are to be 
insured depends on when and why the transfer request is 
made. 

Request made during an open enrollment period 

[Carrier] and the Policyholder will agree when this period 
will be. If an Employee requests insurance during this 
period, he or she and his or her Dependents will be insured 
on the date such period ends. 

Request made because: 

• an HMO ends its operations 
• Employee moves outside the HMO service area 

If an Employee requests insurance because membership 
ends for these reasons, the date he or she and his or her 
Dependents are to be insured depends on the date the 
request is made. 

If it is made: 

• on or before the date membership ends, they will be 
insured on the date such membership ends 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
the Employee and his or her Dependents will be Late 
Enrollees. 

Request made because an HMO becomes insolvent 

If an Employee requests insurance because membership 
ends for this reason, the date he or she and his or her 
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Dependents are to be insured depends on the date the 
request is made. 

If it is made: 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
the Employee and his or her Dependents will be Late 
Enrollees. 

Request made at any other time 

An Employee may request insurance at any time other 
than that described above. In this case, he or she and his or 
her Dependents will be Late Enrollees. 

Other Provisions Affected By A Transfer 

If a person makes a transfer, the following provisions, if 
required by this Policy for such insurance, will not apply on 
the transfer date: 

• an Actively at Work requirement 
• non-confinement, or similar requirement 
• a waiting period, or 
• Pre-Existing Conditions provisions. 

Charges not covered 

Charges incurred before a person becomes insured will be 
considered Non-Covered Charges. 

Maximum benefit 

The total amount of benefits to be paid for each person 
will be the maximum benefit specified in this Policy, regard-
less of any interruption in such person's insurance under this 
Policy. 

Right to change premium rates 

[Carrier] has the right to change premium rates when, in 
its opinion, its liability under this Policy is changed by 
interaction with an HMO plan. 

COORDINATION OF BENEFITS 

Purpose Of This Provision 

A Covered Person may be covered for health expense 
benefits by more than one plan. For instance, he or she 
may be covered by this Policy as an Employee and by 
another plan as a Dependent of his or her spouse. If he or 
she is, the provision allows [Carrier] to coordinate what 
[Carrier] pays with what another plan pays. [Carrier] does 
this so the Covered Person does not collect more in benefits 
than he or she incurs in charges. 

DEFINITIONS 
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"Plan" means any of the following that provide health 
expense benefits or services: 

a. group or blanket insurance plans; 
b. group hospital or surgical plans, or other service or 

prepayment plans on a group basis; 
c. union welfare plans, Employer plan, Employee ben-

efits plans, trusteed labor and management plans, 
or other plans for members of a group; 

d. programs or coverages required by law; or 
e. Medicare or other government programs which 

[Carrier] is allowed to coordinate with by law. 

"Plan" does not include: 
a. Medicaid or any other government program or 

coverage which [Carrier] is not allowed to coordi-
nate with by law; 

b. school accident type coverages written on either a 
blanket, group, or franchise basis; 

c. any group or group-type hospital indemnity bene-
fits; 

d. Supplemental Limited Benefits Insurance; nor 
e. any plan [Carrier] says [Carrier] supplements, as 

named in the Schedule. 

"This plan" means the part of [Carriers] group plan 
subject to this provision. 

"Member" means the person who receives a certificate or 
other proof of coverage from a plan that covers him or her 
for health expense benefits. 

"Dependent" means a person who is covered by a plan 
for health expense benefits, but not as a member. 

"Allowable expense" means any necessary, reasonable, 
and usual item of expense for health care incurred by a 
member or Dependent under either this plan or any other 
plan. When a plan provides service instead of cash pay-
ment, [Carrier] views the reasonable cash value of each 
service as an allowable expense and as a benefit paid. 
[Carrier] also views items of expense covered by another 
plan as an allowable expense, whether or not a claim is filed 
under that plan. 

The amount of reduction in benefits resulting from a 
member's or Dependent's failure to comply with provisions 
of a primary plan is not considered an allowable expense if 
such reduction in benefits is less than or equal to the 
reduction that would have been made under the terms of 
this Plan if this Plan had been primary. Examples of such 
provisions are those related to second surgical opinions, 
precertification of admissions or services, and preferred 
provider arrangements. This does not apply where a pri-
mary plan is a health maintenance organization (HMO) and 
the member or Dependent elects to have health services 
provided outside the HMO. A primary plan is described 
below. 

DEPT. OF INSURANCE 

"Claim determination period" means a Calendar Year in 
which a member or Dependent is covered by this plan and 
at least one other plan and incurs one or more allowable 
expense under such plans. 

How This Provision Works 

[Carrier] applies provision when a member or Dependent 
is covered by more than one plan. When this happens 
[Carrier] will consider each plan separately when coordinat-
ing payments. 

In order to apply this provision, one of the plans is called 
the primary plan. All other plans are called secondary 
plans. The primary plan pays first, ignoring all other plans. 
The secondary plans then pay the remaining unpaid allow-
able expenses, but no plan pays more than it would have 
without this provision. 

If a plan has no coordination prov1s1on, it is primary. 
But, during any claim determination period, when this plan 
and at least one other plan have coordination provisions, the 
rules that govern which plan pays first are as follows: 

a. A plan that covers a person as a member pays first; 
the plan that covers a person as a Dependent pays 
second. 

b. A plan that covers a person as an active Employee 
or as a Dependent of such Employee pays first. A 
plan that covers a person as a laid-off or retired 
Employee or as a Dependent of such Employee 
pays second. 

But if the plan that [Carrier] is coordinating with does not 
have a similar provision for such persons, then b. will not 
apply. 

c. Except for Dependent children of separated or 
divorced parents, the following governs which plan 
pays first when the person is a Dependent of a 
member: 

A plan that covers a Dependent of a member whose 
birthday falls earliest in the Calendar Year pays first. The 
plan that covers a Dependent of a member whose birthday 
falls later in the Calendar Year pays second. The member's 
year of birth is ignored. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then c. will 
not apply and the other plan's coordination provision will 
determine the order of benefits. 

d. For a Dependent child of separated or divorced 
parents, the following governs which plan pays first 
when the person is a Dependent of a member. 

• When a court order makes one parent financially 
responsible for the health care expenses of the 
Dependent child, then that parent's plan pays first. 
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• If there is no such court order, then the plan of the 
natural parent with custody pays before the plan of 
the stepparent with custody; and 

• The plan of the stepparent with custody pays be-
fore the plan of the natural parent without custody. 

If rules a, b, c and d do not determine which plan pays 
first, the plan that has covered the person for the longer 
time pays first. 

If, when [Carrier] applies this provision, [Carrier] pays 
less than [Carrier] would otherwise pay, [Carrier] apply only 
that reduced amount against payment limits of this plan. 

[Carrier's] Right to Certain Information 

In order to coordinate benefits, [Carrier] needs certain 
information. An Employee must supply [Carrier] with as 
much of that information as he or she can. But if he or she 
cannot give [Carrier] all the information [Carrier] needs, 
[Carrier] has the right to get this information from any 
source. And if another insurer needs information to apply 
its coordination provision, [Carrier] has the right to give that 
insurer such information. If [Carrier] gives or gets informa-
tion under this section [Carrier] cannot be held liable for 
such action. 

When payment that should have been made by this plan 
has been made by another plan, [Carrier] has the right to 
repay that plan. If [Carrier] does so, [Carrier] is no longer 
liable for that amount. And if [Carrier] pays out more than 
[Carrier] should have, [Carrier] has the right to recover the 
excess payment. 

Small Claims Waiver 

[Carrier] does not coordinate payments on claims of less 
than $50.00. But if, during any claim determination period, 
more allowable expenses are incurred that raise the claim 
above $50.00 [Carrier] will count the entire amount of the 
claim when [Carrier] coordinates. 

BENEFIT FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a person's benefits 
under this Policy when expenses are incurred as a result of 
an automobile related injury. 

Definitions 

"Automobile Related Injury" means bodily Injury sus-
tained by a Covered Person as a result of an accident: 

a. while occupying, entering, leaving or using an auto-
mobile; or 

b. as a pedestrian; caused by an automobile or by an 
object propelled by or from an automobile. 
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"Allowable Expense" means a medically necessary, rea-
sonable and customary item of expense covered at least in 
part as an eligible expense by: 

a. this Policy; 
b. PIP; or 
c. OSAIC. 

"Eligible Expense" means that portion of expense in-
curred for treatment of an Injury which is covered under 
this Policy without application of Cash Deductibles and Co-
Payments, if any or Co--Insurance. 

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

"PIP" means personal injury protection coverage provid-
ed 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 Policy provides secondary coverage to PIP unless 
health coverage has been elected as primary coverage by or 
for the Covered Person under this Policy. 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 poli-
cy. This Policy may be primary for one Covered Person, 
but not for another if the person has separate automobile 
policies and have made different selections regarding prima-
cy of health coverage. 

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

If there is a dispute as to which policy is primary, this 
Policy will pay benefits as if it were primary. 

Benefits this Policy will pay if it is primary to PIP or 
OSAIC. 

If this Policy is primary to PIP or OSAIC it will pay 
benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OF BENEFITS sec-
tion of this Policy will apply if: 

• the Covered Person is insured under more than one 
insurance plan; and 

• such insurance plans are primary to automobile insur-
ance coverage. 

Benefits this Policy will pay if it is secondary to PIP or 
OSAIC. 
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If this Policy 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 Co-Payments, or 

b. the benefits that would have been paid if this Policy 
had been primary. 

Medicare 

If this Policy supplements coverage under Medicare it can 
be primary to automobile insurance only to the extent that 
Medicare is primary to automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply 
to the Employer's Policy. 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 Policy will be the secondary health 
plan for Covered Persons who are eligible for Medicare. 

The following provisions explain how this Policy's group 
health benefits interact with the benefits available under 
Medicare as Secondary Payor rules. A Covered Person 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 dis-
abled provided by Title XVII of the United States 
Social Security Act, as amended from time to time. 

b. A Covered Person 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 Covered Person 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 Cov-
ered Person's Covered Charge first, ignoring what 
the Covered Person's "secondary" plan pays. A 
"secondary" health plan then pays the remaining 
unpaid allowable expenses. See the Coordination 
of Benefits section for a definition of "allowable 
expense." 
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[ct. "We" means Carrier] 

MEDICARE ELIGIBILITY BY REASON OF AGE 

Applicability 

This section applies to an Employee or his or her insured 
spouse who is eligible for Medicare by reason of age. 

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

This section does not apply to: 
a. a Covered Person, other than an Employee or 

insured spouse 
b. an Employee or insured spouse who is under age 

65, or 
c. a Covered Person who is eligible for Medicare 

solely on the basis of End Stage Renal Disease. 

When An Employee or Insured Spouse Becomes Eligible 
For Medicare 

When an Employee or insured 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 Poli-
cy as his or her primary health plan. If he or she does, 
Medicare will be his or her secondary health plan. See the 
When This Policy is Primary section below, for details. 

Option B-The Medicare eligible may choose Medicare 
as his or her primary health plan. If he or she does, group 
health benefits under this Policy 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, 
[Carrier] will pay benefits as if he or she had chosen Option 
(A). 

When this Policy is primary 

When a Medicare eligible chooses this Policy as his or her 
primary health plan, if he or she incurs a Covered Charge 
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. 

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 Policy. Coverage under this Policy 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 Policy as his or her primary health plan. 

MEDICARE ELIGIBILITY BY REASON OF DISABILITY 
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Applicability 

This section applies to a Covered Person who is: 
a. under age 65; 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; or 
b. a Covered Person who is eligible for Medicare 

solely on the basis of End Stage Renal Disease. 

When a Covered Person Becomes Eligible for Medicare 

When a Covered Person becomes eligible for Medicare by 
reason of disability, Medicare is the primary plan. This 
Policy 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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE 
RENAL DISEASE 

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 
an "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 of ESRD, for a period of up to 18 
consecutive months, if he or she incurs a charge for the 
treatment of ESRD for which benefits are payable under 
both this Policy and Medicare, this Policy is considered 
primary. This Policy pays first, ignoring Medicare, Medi-
care is considered the secondary plan. 

This 18 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 an 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 18 month period described above ends, if an 
ESRD Medicare eligible incurs a charge for which benefits 
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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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

RIGHT TO RECOVERY-THIRD PARTY LIABILITY 

As used in this section: 

"Covered Person" means an Employee or Dependent, 
including the legal representative of a minor or incompe-
tent, insured by this Policy. 

"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 [Carrier], the 
Employer or the Covered Person. 

If a Covered Person makes a claim to [Carrier] 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 [Carrier] from any amount of money they 
receive from the third party, or its insurer for an Illness or 
Injury. 

[Carrier] shall require the return of health benefits paid 
for an Illness or 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. 

[Carrier] will only require such payment when the 
amounts received through such settlement, judgment or 
otherwise, are specifically identified as amounts paid for 
health benefits for which [Carrier] has paid benefits. 

The repayment will be equal to the amount of benefits 
paid by [Carrier]. However, the Covered Person may de-
duct the reasonable pro-rata expenses, incurred in effecting 
the third party payment from the repayment to [Carrier]. 

The repayment agreement will be binding upon the Cov-
ered 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. 

[Carrier] will not pay any benefits under this Policy 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 Injury, resulting from the 
negligence, intentional act, or no-fault tort liability of a third 
party. 
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STATEMENT OF ERISA RIGHTS 

As a participant, an Employee is entitled to certain rights 
and protection under the Employee Retirement Income 
Security Act of 1974 (ERISA), ERISA provides that all plan 
participants shall be entitled to: 

a. Examine, with charge, all plan documents, including 
insurance contracts, collective bargaining agree-
ments and copies of all documents filed by the plan 
with the U.S. Department of Labor, such as de-
tailed annual reports and plan descriptions. The 
document may be examined at the Plan Adminis-
trator's office and at other specified locations such 
as worksites and union halls. 

b. Obtain copies of all plan documents and other plan 
information upon written request to the Plan Ad-
ministrator, who may make a reasonable charge for 
the copies. 

c. Receive a summary of the plan's annual financial 
report from the Plan Administrator (if such a re-
port is required). 

In addition to creating rights for plan participants, ERISA 
imposes duties upon the people called "Fiduciaries", who 
are responsible for the operation of the Employee benefits 
plan. They have a duty to operate the plan prudently and 
in the interest of plan participants and beneficiaries. An 
Employer may not fire the Employee or otherwise discrimi-
nate against him or her in any way to prevent him or her 
from obtaining a welfare benefit or exercising his or her 
rights under ERISA If an Employee's claim for welfare 
benefits is denied in whole or in part, he or she must receive 
a written explanation of the reason for the denial. The 
Employee has the right to have his or her claim reviewed 
and reconsidered. 

Under ERISA, there are steps an Employee can take to 
enforce the above rights. For instance, the Employee may 
file suit in a federal court if he or she requests materials 
from the plan and does not receive them within 30 days. 
The court may require the Plan Administrator to provide 
the materials and pay the Employee, up to $100.00 a day 
until he or she receives them (unless the materials were not 
sent because of reasons beyond the administrator's control). 
If his or her claim for benefit is denied in whole or in part, 
or ignored, he or she may file suit in a state or federal court. 
If plan fiduciaries misuse the plan's money, or discriminate 
against him or her for asserting his or her rights, he or she 
may seek assistance from the U.S. Department of Labor, or 
file suit in a federal court. If he or she is successful, the 
court may order the person the Employee has sued to pay 
court costs and legal fees. If he or she loses, the court may 
order him or her to pay, for example, if it finds his or her 
claim is frivolous. If the Employee has any question about 
his or her plan, he or she should contact the Plan Adminis-
trator. If he or she has any questions about this statement 
or about his or her rights under ERISA he or she should 
contract the nearest Area Office of the U.S. Labor-Manage-
ment Services Administration, Department of Labor. 

DEPT. OF INSURANCE 

CLAIMS PROCEDURE 

Claim forms and instructions for filing claims may be 
obtained from the Plan Administrator. Completed claim 
forms and any other required material should be returned to 
the Plan Administrator for submission to [Carrier]. 

[Carrier] is the Claims Fiduciary with discretionary au-
thority to determine eligibility for benefits and to construe 
the terms of the plan with respect to claims. 

In addition to the basic claim procedure explained in the 
Employee's certificate, [Carrier] will also observe the proce-
dures listed below. All notifications from [Carrier] will be 
in writing. 

a. If a claim is wholly or partially denied, the claimant 
will be notified of the decision within 45 days after 
[Carrier] received the claim. 

b. If special circumstances require an extension of 
time for processing the claim, written notice of the 
extension shall be furnished to the claimant prior to 
the termination of the initial 90-day period. In no 
event shall such extension exceed a period of 90 
days from the end of such initial period. The 
extension notice shall indicate the special circum-
stances requiring an extension of time and the date 
by which [Carrier] expects to render the final deci-
sion. 

c. If a claim is denied, [Carrier] will provide the Plan 
Administrator, for delivery to the claimant, a notice 
that will set forth: 

• the specific reason(s) the claim is denied; 
• specific references to the pertinent plan provision 

on which the denial is based; 
• a description of any additional material or informa-

tion needed to make the claim valid, and an expla-
nation of why the material or information is need-
ed; 

• and explanation of the plan's claim review proce-
dure. 

A claimant must file a request for review of a denied 
claim within 60 days after receipt of written notification of 
denial of a claim. 

d. [Carrier] will notify the claimant of its decision 
within 60 days of receipt of the request for review. 
If special circumstances require an extension of 
time for processing. [Carrier] will render a deci-
sion as soon as possible, but no later than 120 days 
after receiving the request. [Carrier] will notify the 
claimant about the extension. 

The above procedures are required under the provisions· 
of ERISA. . 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
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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). 

EXHIBIT B 
SCHEDULE OF INSURANCE AND PREMIUM RATES 

[PLAN B] 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[ All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

[$250, $500 or $1,000] 
[$500, $1,000 or 
$2,000] Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day $200 
-maximum Co-Payment per Peri-

od of Confinement $1,000 
-maximum Co-Payment per Cov-

ered Person per Calendar Year $2,000 
-Emergency Room Co-Payment, 

(waived if admitted within 24 
hours) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. This Policy's Co-Insurance, as 
shown below, does not include penalties incurred under this 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 
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The Co-Insurance for this Policy is as 
follows: 40% 
Co-Insurance Caps 
Per Covered Person per each Calen-
dar Year $3,000 
Per Covered Family per each Calen-
dar Year $6,000. Note: Must 

be individually satis-
fied by 2 separate Cov-
ered Persons 

Note: The Co-Insurance Caps cannot be met with: 

• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Nervous 

Conditions and Substance Abuse 
• Co-Payments. 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual· daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 
b. 50% of the covered daily room and board charge 

made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Durable Medical Equipment 
• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 
• Infusion Therapy 
• Prosthetic Devices 
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• Autologous Bone Marrow Transplant and Associated 
High Dose Chemotherapy for treatment of breast 
cancer 

Charges which are not Pre-Approved by [Carrier] are Non-
Covered Charges 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient confinement in 
an Extended Care or Rehabilitation 
Center, per Calendar Year (Com-
bined benefits) 120 days 
Charges for therapeutic manipulation 
per Calendar Year 30 visits 
Charges for speech and cognitive ther-
apy per Calendar Year ( combined 
benefits) 30 visits 
Charges for physical or occupational 
therapy per Calendar Year ( combined 
benefits) 30 visits 
Charges for Preventive Care per Cal-
endar Year as follows: (Not subject 
to Cash Deductible or Co-Insurance) 
• for a Covered person who is a De-

pendent child from birth until the 
end of the Calendar Year in which 
the Dependent child attains age 1 $500 per Covered Per-

son 
• for all other Covered Persons $300 per Covered Per-

son 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, per Calendar Year $5,000 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, Per Lifetime $25,000 
Per Lifetime Maximum Benefit (for 
all Illnesses and Injuries) $1,000,000 

DEFINITIONS [PLAN B] 

Outpatient means a Covered Person who is registered at 
a recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under this Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

Period of Confinement means 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. [Carrier] determines if the cause(s) 
of the confinements are the same or related. 

DEPT. OF INSURANCE 

Plan means the [Carrier's] group health benefit plan 
purchased by the Employer. [Note: If the "Plan" definition 
is employed, references in this Policy to "Policy" should be \.,.,::) 
changed to read "Plan"]. 

Planholder means the Employer who purchased group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this Policy to "Policyholder" 
should be changed to read "Planholder"]. 

Policy means this group policy, including the application 
and any riders, amendments, or endorsements, between the 
Employer and [Carrier]. 

Policyholder means the Employer who purchased this 
Policy. 

Practitioner means a person [Carrier] is required by law 
to recognize 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 are 
covered by this Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] 
written approval for specified services and supplies prior to 
the date charges are incurred. Charges which are not Pre- ~) 
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exam-
inations, including related laboratory tests and x-rays, immu-
nizations and vaccines, well baby care, pap smears, mam-
mography and screening tests. 
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Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of this Policy. 

HEALTH BENEFITS INSURANCE [PLAN B] 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consider 
as Covered Charges. But what [Carrier] will pay is subject 
to all the terms of this Policy. Read the entire Policy to 
find out what [Carrier] limits or excludes. 

Hospital Charges 

[Carrier] covers charges for Hospital room and board and 
Routine Nursing Care when it is provided to a Covered 
Person by a Hospital on an Inpatient basis. But [Carrier] 
limits what [Carrier] pays each day to the room and board 
limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and 
supplies provided to a Covered Person during the Inpatient 
confinement. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services, 
including services provided by a Hospital Outpatient clinic. 
And [Carrier] covers emergency room treatment, subject to 
this Policy's Emergency Room Co-Payment Requirement 
section. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non-Covered Charge. This 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. See 
the Charges Covered with Special Limitations section of this 
Policy. 

Hospital Co-Payment Requirement 

Each time a Covered Person is confined in a Hospital, he 
or she must pay a $200 Co-Payment for each day of 
confinement, up to a maximum of $1,000 per Period of 
Confinement, subject to a maximum $2,000 Co-Payment per 
Calendar Year. 

Emergency Room Co-Payment Requirement 

11:2i App. 

Each time a Covered Person uses the services of a 
Hospital emergency room, he or she must pay a [$50.00] 
Co-Payment, if he or she is not admitted within 24 hours. 

Pre-Admission Testing Charges 

[Carrier] covers pre-admission x-ray and laboratory tests 
needed for a planned Hospital admission or Surgery. [Car-
rier] only covers these tests if the tests are done on an 
Outpatient basis within seven days of the planned admission 
or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 

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). 

EXHIBIT C 

SCHEDULE OF INSURANCE 
AND PREMIUM RATES [PLANS C, D, E] 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[ All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

[$250, $500 or $1,000) 
[$500, $1,000 or 
$2,000) Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 
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Emergency Room Co-Payment, 
(waived if admitted within 24 hours) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. This Policy's Co-Insurance, as 
shown below, does not include penalties incurred under this 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for this Policy is as 
follows: 
Co-Insurance Caps 
Per Covered Person per each Calen-
dar Year 
Per Covered Family per each Calen-
dar Year 

30% 

$2,500 

$5,000 Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

Note: The Co-Insurance Caps cannot be met with: 

• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Nervous 

Conditions and Substance Abuse 
• Co-Payments. 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 

DEPT. OF INSURANCE 

b. 50% of the covered daily room and board charge 
made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private \'--j 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Durable Medical Equipment 
• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 
• Infusion Therapy 
• Prosthetic Devices 
• Autologous Bone Marrow Transplant and Associated 

High Dose Chemotherapy for treatment of breast 
cancer 

Charges which are not Pre-Approved by [Carrier] are Non-
Covered Charges 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient confinement in 
an Extended Care or Rehabilitation 
Center, per Calendar Year (Com-
bined benefits) 120 days 
Charges for therapeutic manipulation 
per Calendar Year 30 visits 
Charges for speech and cognitive ther-
apy per Calendar Year ( combined 
benefits) 30 visits 
Charges for physical or occupational 
therapy per Calendar Year ( combined 
benefits) 30 visits 
Charges for Preventive Care per Cal-
endar Year as follows: (Not subject 
to Cash Deductible or Co-Insurance) 
• for a Covered person who is a De-

pendent child from birth until the 
end of the Calendar Year in which 
the Dependent child attains age 1 $500 per Covered Per-

son 
• for all other Covered Persons $300 per Covered Per-

son 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, per Calendar Year $5,000 
·Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, Per Lifetime $25,000 
Per Lifetime Maximum Benefit (for 
all Illnesses and Injuries) Unlimited 

DEFINITIONS [PLANS C, D, E] 

Outpatient means a Covered Person who is registered at 
a recognized health care Facility who is not an Inpatient. 
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Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under this Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

Plan means the [Carrier's] group health benefit plan 
purchased by the Employer. [Note: If the "Plan" definition 
is employed, references in this Policy to "Policy" should be 
changed to read "Plan"] 

Planholder means the Employer who purchased group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this Policy to "Policyholder" 
should be changed to read "Planholder") 

Policy means this group policy, including the application 
and any riders, amendments, or endorsements, between the 
Employer and [Carrier]. 

Policyholder means the Employer who purchased this 
Policy. 

Practitioner means a person [Carrier] is required by law 
to recognize 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 are 
covered by this Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] 
written approval for specified services and supplies prior to 
the date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
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Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exam-
inations, including related laboratory tests and x-rays, immu-
nizations and vaccines, well baby care, pap smears, mam-
mography and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of this Policy. 

HEALTH BENEFITS INSURANCE [PLANS C, D, E] 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consider 
as Covered Charges. But what [Carrier] will pay is subject 
to all the terms of this Policy. Read the entire Policy to 
find out what [Carrier] limits or excludes. 

Hospital Charges 

[Carrier] covers charges for Hospital room and board and 
Routine Nursing Care when it is provided to a Covered 
Person by a Hospital on an Inpatient basis. But [Carrier] 
limits what [Carrier] pays each day to the room and board 
limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and 
supplies provided to a Covered Person during the Inpatient 
confinement. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services, 
including services provided by a Hospital Outpatient clinic. 
And [Carrier] covers emergency room treatment, subject to 
this Policy's Emergency Room Co-Payment Requirement 
section. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non-Covered Charge. This 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. See 
the Charges Covered with Special Limitations section of this 
Policy. 

Emergency Room Co-Payment Requirement 
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Each time a Covered Person uses the services of a 
Hospital emergency room, he or she must pay a [$50.00) 
Co-Payment, if he or she is not admitted within 24 hours. 

Pre-Admission Testing Charges 

[Carrier] covers pre-admission x-ray and laboratory tests 
needed for a planned Hospital admission or Surgery. [Car-
rier] only covers these tests if the tests are done on an 
Outpatient basis within seven days of the planned admission 
or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 

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). 

EXHIBIT D 

SCHEDULE OF INSURANCE AND PREMIUM RATES 
[PLAN D] 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

[$250, $500 or $1,000] 
[$500, $1,000 or 
$2,000] Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

DEPT. OF INSURANCE 

Emergency Room Co-Payment, 
(waived if admitted within 24 hours) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. This Policy's Co-Insurance, as 
shown below, does not include penalties incurred under this 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for this Policy is as 
follows: 

Exception: for Mental and Nervous 
and Substance Abuse charges 
Co-Insurance Caps 
Per Covered Person per each Calen-
dar Year 
Per Covered Family per each Calen-
dar Year 

20%, except as stated 
below 

25% 

$2,000 

$4,000. Note: Must 
be individually satis-
fied by 2 separate Cov-
ered Persons 

Note: The Co-Insurance Caps cannot be met with: 

• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Nervous 

Conditions and Substance Abuse 
• Co-Payments. 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 
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b. 50% of the covered daily room and board charge 
made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Durable Medical Equipment 
• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 
• Infusion Therapy 
• Prosthetic Devices 

Charges which are not Pre-Approved by [Carrier] are Non-
Covered Charges 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient confinement in 
an Extended Care or Rehabilitation 
Center, per Calendar Year (Com-
bined benefits) 120 days 
Charges for therapeutic manipulation 
per Calendar Year 30 visits 
Charges for speech and cognitive ther-
apy per Calendar Year ( combined 
benefits) 30 visits 
Charges for physical or occupational 
therapy per Calendar Year ( combined 
benefits) 30 visits 
Charges for Preventive Care per Cal-
endar Year (Not subject to Cash De-
ductible or Co-Insurance) $300 per Covered Per-

son 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, per Calendar Year $5,000 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, Per Lifetime $25,000 
Per Lifetime Maximum Benefit (for 
all Illnesses and Injuries) Unlimited 

DEFINITIONS [PLANS C, D, E] 

Outpatient means a Covered Person who is registered at 
a recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under this Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

11:21 App. 

Plan means the [Carrier's] group health benefit plan 
purchased by the Employer. [Note: If the "Plan" definition 
is employed, references in this Policy to "Policy" should be 
changed to read "Plan"] 

Planholder means the Employer who purchased group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this Policy to "Policyholder" 
should be changed to read "Planholder"] 

Policy means this group policy, including the application 
and any riders, amendments, or endorsements, between the 
Employer and [Carrier]. 

Policyholder means the Employer who purchased this 
Policy. 

Practitioner means a person [Carrier] is required by law 
to recognize 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 are 
covered by this Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] 
written approval for specified services and supplies prior to 
the date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exam-
inations, including related laboratory tests and x-rays, immu-
nizations and vaccine, well baby care, pap smears, mammog-
raphy and screening tests. 

21-101 Supp. 10-16-95 
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Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of this Policy. 

HEALTH BENEFITS INSURANCE [PLANS C, D, E] 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consider 
as Covered Charges. But what [Carrier] will pay is subject 
to all the terms of this Policy. Read the entire Policy to 
find out what [Carrier] limits or excludes. 

Hospital Charges 

[Carrier] covers charges for Hospital room and board and 
Routine Nursing Care when it is provided to a Covered 
Person by a Hospital on an Inpatient basis. But (Carrier] 
limits what [Carrier] pays each day to the room and board 
limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and 
supplies provided to a Covered Person during the Inpatient 
confinement. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services, 
including services provided by a Hospital Outpatient clinic. 
And [Carrier] covers emergency room treatment, subject to 
this Policy's Emergency Room Co-Payment Requirement 
section. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non-Covered Charge. This 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. See 
the Charges Covered with Special Limitations section of this 
Policy. 

Emergency Room Co-Payment Requirement 

Each time a Covered Person uses the services of a 
Hospital emergency room, he or she must pay a [$50.00] 
Co-Payment, if he or she is not admitted within 24 hours. 

Pre-Admission Testing Charges 

DEPT. OF INSURANCE 

[Carrier] covers pre-admission x~ray and laboratory tests 
needed for a planned Hospital admission or Surgery. [Car-
rier] only covers these tests if the tests are done on an 
Outpatient basis within seven days of the planned admission 
or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 

Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 

EXHIBIT E 

SCHEDULE OF INSURANCE AND PREMIUM RATES 
[PLANE] 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[ All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

$150 
$300. Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, 
(waived if admitted within 24 hours) $50 

Co-Insurance 
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Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. This Policy's Co-Insurance, as 
shown below, does not include penalties incurred under this 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for this Policy is as 
follows: 
Co-Insurance Caps 
Per Covered Person per each Calen-
dar Year 
Per Covered Family per each Calen-
dar Year 

10% 

$1,500 

$3,000 Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

Note: The Co-Insurance Caps cannot be met with: 

• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Nervous 

Conditions and Substance Abuse 
• Co-Payments 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a" the center's actual daily room and board charge; or 
b. 50% of the covered daily room and board charge 

made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

11:21 App. 

• Durable Medical Equipment 
• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 
• Infusion Therapy 
• Prosthetic Devices 

Charges which are not Pre-Approved by [Carrier] are Non-
Covered Charges 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient confinement in 
an Extended Care or Rehabilitation 
Center, per Calendar Year (Com-
bined benefits) 120 days 
Charges for therapeutic manipulation 
per Calendar Year 30 visits 
Charges for speech and cognitive ther-
apy per Calendar Year ( combined 
benefits) 30 visits 
Charges for physical or occupational 
therapy per Calendar Year ( combined 
benefits) 30 visits 
Charges for Preventive Care per Cal-
endar Year (Not subject to Cash De-
ductible or Co-Insurance) $300 per Covered Per-

son 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, per Calendar Year $5,000 
Charges for all treatment for Mental 
and Nervous Conditions and Sub-
stance Abuse, Per Lifetime $25,000 
Per Lifetime Maximum Benefit (for 
all Illnesses and Injuries) Unlimited 

DEFINITIONS [PLANS C, D, EJ 

Outpatient means a Covered Person who is registered at 
a recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual. 
regardless of whether he or she is covered under this Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

Plan means the [Carrier's] group health benefit plan 
purchased by the Employer. [Note: If the "Plan" definition 
is employed, references in this Policy to "Policy" should be 
changed to read "Plan"] 

Planholder means the Employer who purchased group 
health benefit plan. [Note: If the "Planholder" de fin i1 ion 
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is employed, references in this Policy to "Policyholder" 
should be changed to read "Planholder"] 

Policy means this group policy, including the application 
and any riders, amendments, or endorsements, between the 
Employer and [Carrier]. 

Policyholder means the Employer who purchased this 
Policy. 

Practitioner means a person [Carrier] is required by law 
to recognize 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 are 
covered by this Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] 
written approval for specified services and supplies prior to 
the date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exam-
inations, including related laboratory tests and x-rays, immu-
nizations and vaccine, well baby care, pap smears, mammog-
raphy and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of this Policy. 

HEALTH BENEFITS INSURANCE [PLANS C, D, EJ 

DEPT. OF INSURANCE 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consider "'-._j 
as Covered Charges. But what [Carrier] will pay is subject 
to all the terms of this Policy. Read the entire Policy to 
find out what [Carrier] limits or excludes. 

Hospital Charges 

[Carrier] covers charges for Hospital room and board and 
Routine Nursing Care when it is provided to a Covered 
Person by a Hospital on an Inpatient basis. But [Carrier] 
limits what [Carrier] pays each day to the room and board 
limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and 
supplies provided to a Covered Person during the Inpatient 
confinement. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way (Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services, 
including services provided by a Hospital Outpatient clinic. 
And [Carrier] covers emergency room treatment, subject to 
this Policy's Emergency Room Co-Payment Requirement 
section. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non-Covered Charge. This 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. See 
the Charges Covered with Special Limitations section of this 
Policy. 

Emergency Room Co-Payment Requirement 

Each time a Covered Person uses the services of a 
Hospital emergency room, he or she must pay a [$50.00] 
Co-Payment, if he or she is not admitted within 24 hours. 

Pre-Admission Testing Charges 

[Carrier] covers pre-admission x-ray and laboratory tests 
needed for a planned Hospital admission or Surgery. [Car-
rier] only covers these tests if the tests are done on an 
Outpatient basis within seven days of the planned admission 
or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 
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Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 

EXHIBIT F 
PLANS B, C, D, E 

[Carrier] 

SMALL GROUP HEALTH BENEFITS POLICY 

POLICYHOLDER: [ABC Company] 

GROUP POLICY NUMBER 

[G-12345] 

GOVERNING JURISDICTION 

NEW JERSEY 

EFFECTIVE DATE OF POLICY 

[January 1, 1994] 

POLICY ANNIVERSARIES: [January 1st of each year, 
beginning in 1995.] 

PREMIUM DUE DATES: [Effective Date, and the first day 
of the month beginning with February, 1994.] 

AFFILIATED COMPANIES: [DEF Company] 

[Carrier] in consideration of the application for this Policy 
and of the payment of premiums as stated herein, agrees to 
pay benefits in accordance with and subject to the terms of 
this Policy. This Policy is delivered in the jurisdiction 
specified above and is governed by the laws thereof. 

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

The Effective Date is specified above. 

This Policy takes effect on the Effective Date, if it is duly 
attested below. It continues as long as the required premi-
ums are paid, unless it ends as described in the General 
Provisions section. 

[Secretary President] 
[Dividends are apportioned each year.] 

POLICY INDEX 
SECTION PAGE(S) 
Schedule of Insurance and Premium Rates ............. . 
General Provisions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Claim Provisions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Planholders .................................. . 
Definitions ................................... . 
Employee Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Dependent Coverage . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Preferred Provider Organization Provisions ............. . 
Point of Service Provisions . . . . . . . . . . . . . . . . . . . . . . . .... . 
Health Benefits Insurance ............................ . 
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SECTION PAGE(S) 
Utilization Review Features .................... . 
Alternate Treatment Features . . . . . . . . . . . . . . . . . . . . .... . 
Centers of Excellence Features . . . . . . . . . . . . . . . . . . . .... . 
Exclusions .......................................... . 
Continuation Rights . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Conversion Rights for Divorced Spouses ............... . 
Effect of Interaction with a Health Maintenance Or-

ganization Plan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Coordination of Benefits ............................. . 
Benefits for Automobile Related Injuries . . . . . . . . . . .... . 
Medicare as Secondary Payor ......................... . 
Right to Recovery-Third Party Liability ............... . 
Statement of BRISA Rights . . . . . . . . . . . . . . . . . . . . . . .... . 
Claims Procedures ............................ . 

SCHEDULE OF INSUR-
ANCE AND PREMIUM 
RATES 

EXAMPLE PPO (without Co-
payment) 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deduct-
ible 
Per Covered Person 
Per Covered Family 

[$250, $500 or $1,000] 
[$500, $1,000 or 
$2,000] Note: Must be indi-
vidually satisfied by 2 separate 
Covered Persons 

Medicare Alternate Deductible 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day 
-maximum Co-Payment per Period of Con-

finement 
-maximum Co-Payment per Covered Person 

per Calendar Year 
Emergency Room Co-Payment, (waived if admit-
ted within 24 hours) 

Co-Insurance 

$200 

$1,000 

$2,000 
$50 
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Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under this Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for this Policy is as follows: 
• if treatment, services or supplies are given by 

a Network Provider 20% 
• if treatment, services or supplies are given by 

an Out-Network Provider 40% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar 
Year before no Co-Insurance is required, except as stated 
below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse treatment are not subject to or eligible 
for the Coinsured Charge Limit. 

Coinsured Charge Limit: 
SCHEDULE OF INSUR-
ANCE AND PREMIUM 
RATES 

$10,000 

EXAMPLE PPO (with Co-
payment) 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Co-Payment-If treatment, services or supplies are 
given by a Network Provider: 

• Physician Visits 
• Emergency Room (waived if ad-

mitted within 24 hours) 
• Hospital Confinement 

Calendar Year Cash Deductible-If 
treatment services or supplies are giv-
en by an Out-Network 
Provider 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

$10 

$50 
$100 per day, up to 
$500 per confinement, 
$1,000 per Calendar 
Year 

[$250, $500 or $1,000] 
[$500, $1,000 or 
$2,000] Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

DEPT. OF INSURANCE 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, 
(waived if admitted within 24 hours) 
(Out-Network Provider) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under this Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for this Policy is as follows: 
• if treatment, services or supplies 

are given by a Network Provider None 
• if treatment, services or supplies 

are given by an Out-Network 
Provider 30% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar \,._) 
Year before no Co-Insurance is required, except as stated 
below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse treatment are not subject to or eligible 
for the Coinsured Charge Limit. 

Coinsured Charge Limit: $10,000 
SCHEDULE OF INSURANCE AND 
PREMIUM RATES EXAMPLE POS 

This Policy's classification, and the insurance coverages 
and amounts which apply to each class are shown below: 

CLASS 

[ All eligible employees] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Co-Payment-If treatment, services 
or supplies are given or referred by a 
PCP: 

• Physician Visits 
• Emergency Room (waived if ad-

mitted within 24 hours) 
• Hospital Confinement 

$10 

$50 
$100 per day, up to 
$500 per confinement, 
$1,000 per Calendar 
Year 

Supp. 10-16-95 21-106 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

Calendar Year Cash Deductible-If 
treatment services or supplies are giv-
en by a Non-referred Provider 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

[$250, $500 or $1,000] 
[$500, $1,000 or 
$2,000] Note: Must be 
individually satisfied 
by 2 separate Covered 
Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, 
(waived if admitted within 24 hours) 
(Out-Network Provider) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under this Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for this Policy is as follows: 
• if treatment, services or supplies None, except as stated 

are given by the PCP below 
• if treatment, services or supplies 20%, except as stated 

are given or referred by a non- below 
referred Provider 

Exception: for Mental and Nervous 
and Substance Abuse charges 

• if treatment, services or supplies 
are given or referred by the PCP 5% 

• if treatment, services or supplies 
are given by a non-referred Pro-
vider 25% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar 
Year before no Co-Insurance is required, except as stated 
below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse treatment are not subject to or eligible 
for the Coinsured Charge Limit. 
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Coinsured Charge Limit: $10,000 

PREMIUM RATES 

[The initial monthly premium rates, in U.S. dollars, for 
the insurance provided under this Policy are as follows: 

Coverage 
Health Benefits 

-per Employee 
-per Employee and spouse 
-per Employee and children 
-per Employee, spouse and children 

Premium Rate 

$9999.99 
$9999.99 
$9999.99 
$9999.99] 

[Carrier] has the right to change any premium rate(s) set 
forth above at the times and in the manner established by 
the provision Premium Rate Changes section of this Policy. 

GENERAL PROVISIONS 

THE POLICY 

The entire Policy consists of: 

[ a. the forms shown in the Policy Index as of the 
Effective Date; 

b.] the Policyholder's application, a copy of which is 
attached to this Policy; 

[ c.] any riders, [endorsements] or amendments to this 
Policy and 

[d. ]the individual applications, if any, of the persons 
covered. 

STATEMENTS 

No statement will avoid the insurance under this Policy, 
or be used in defense of a claim hereunder unless: 

a. in the case of the Policyholder, it is contained in 
the application signed by the Policyholder; or 

b. in the case of a Covered Person, it is contained in a 
written instrument signed by the Covered Person, 
and a copy of which is furnished to the Covered 
Person or the Covered Person's beneficiary. 

All statements will be deemed representations and not 
warranties. 

INCONTESTABILITY OF THIS POLICY 

There will be no contest of the validity of this Policy, 
except for not paying premiums, after it has been in force 
for 2 years from the Effective Date. 

No statement in any application, except a fraudulent 
statement, made by the Policyholder or by a person insured 
under this Policy shall be used in contesting the validity of 
his or her insurance or in denying a claim for a loss incurred 
after such insurance has been in force for two years during 
the person's lifetime. Note: There is no time limit with 
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respect to a contest in connection with fraudulent state-
ments. 

AMENDMENT 

This Policy may be amended, at any time, without the 
consent of the Covered Persons or of anyone else with a 
beneficial interest in it. This can be done through written 
request made by the Policyholder and agreed to by [Carri-
er]. [Carrier] may also make amendments to this Policy, as 
provided in b. and c. below. [Carrier] will give the Policy-
holder 30 days advance written notice. An amendment will 
not affect benefits for a service or supply furnished before 
the date of change. 

Only an officer of [Carrier] has authority: to waive any 
conditions or restrictions of this Policy; or to extend the 
time in which a premium may be paid; or to make or 
change a Policy; or to bind [Carrier] by a promise or 
representation or by information given or received. 

No change in this 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.] In the case of a change in this Policy that has been 
automatically made to satisfy the requirements of 
any state or federai law that applies to this Policy, 
as provided in the Conformity With Law section, it 
is shown in an amendment to it that is signed by an 
officer of [Carrier]. 

[c.] In the case of a change required by [Carrier], it is 
shown in an amendment to it that: 

• is signed by an officer of [Carrier]; and 

• is accepted by the Policyholder as evidenced by 
payment of a premium becoming due under this 
Policy on or after the Effective Date of such 
change. 

[ d.] In the case of a written request by the Policyholder 
for a change, it is shown in an amendment to it 
signed by the Policyholder and by an officer of 
[Carrier]. 

AFFILIATED COMPANIES 

If the Policyholder asks [Carrier] in writing to include an 
Affiliated Company under this Policy, and [Carrier] gives 
written approval for the inclusion, [Carrier] will treat Em-
ployees of that company like the Policyholder's Employees. 
[Carrier's] written approval will include the starting date of 
the company's coverage under this Policy. But each eligible 
Employee of that company must still meet all the terms and 
conditions of this Policy before becoming covered. 

DEPT. OF INSURANCE 

An Employee of the Policyholder and one or more Affili-
ated Companies will be considered an Employee of only one 
of those Employers for the purpose of this Policy. That '~/' 
Employee's service with multiple Employers will be treated 
as service with that one. 

The Policyholder must notify [Carrier] in writing when a 
company stops being an Affiliated Company. As of this 
date, this Policy 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 
Policyholder or another Affiliated Company as eligible Em-
ployees. 

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 determined from the premium rates then 
in effect and the Employees and Dependents then covered. 

Premium payments may be determined in another way. 
But it must produce about the same amounts and be agreed 
to by the Policyholder and [Carrier]. 

The following will apply if one or more premiums paid 
include premium charges for an Employee and/or Depen-
dent whose coverage has ended before the due date of that 
premium. [Carrier] will not have to refund more than [ the 
amount of a. minus b.: 

a. The amounts of the premium charges for such 
Employee that were included in the premiums paid 
for the two months period immediately before the 
date [Carrier] receives written notice from the Poli-
cyholder that the Employee's and/or Dependent's 
coverage has ended. 

b. The amount of any claims paid to an Employee for 
the Employee's claims or to a member of the 
Employee's family unit after that person's coverage 
has ended.] 

PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by the Policyholder to [Carrier]. 
Each may be paid at a [Carrier's] office [or to one of its 
authorized agents]. One is due on each premium due date 
stated on the first page of this Policy. The Policyholder 
may pay each premium other than the first within 31 days of 
the premium due date without being charged interest. 
Those days are known as the grace period. The Policyhold-
er is liable to pay premiums to [Carrier] for the time this 
Policy is in force. Premiums unpaid 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 [Carrier] from time to 
time, but will not be more than the maximum allowed by 
law. 

PREMIUM RATE CHANGES 
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The premium rates in effect on the Effective Date as 

shown in this Policy's Schedule. [Carrier] has the right to 
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 

this Policy is changed: 
• by amendment or this Policy; or 
• by reason of any provision of law or any govern-

ment program or regulation; or 
• if this Policy supplements or coordinates with bene-

fits provided by an other. insurer, non-profit hospi-
tal or medical service plan, or health maintenance 
organization, on any date [Carrier's] obligation 
under this Policy is changed because of a change in 
such other benefits. 

d. At the discovery of a clerical error or misstatement 
as described below. 

[Carrier] will give the Policyholder 30 days advance writ-
ten notice when a change in the premium rates is made. 

PARTICIPATION REQUIREMENTS 

If this Policy provides coverage on a Non-contributory 
basis (the Policyholder pays the entire premium), (75%] of 
the Employees eligible for insurance must be enrolled for 
coverage. If Dependent coverage is provided on a Non-
contributory basis, [75%] of the Employees eligible for 
Dependent coverage must enroll their eligible Dependents. 
(If an eligible Employee is not covered by this Policy 
because: 

a. the Employee is covered as a Dependent under a 
spouse's coverage; or 

b. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policyhold-
er, 

[ Carrier] will count this person as being covered by this 
Policy for the purposes of satisfying participation require-
ments.) 

If this Policy provides coverage on a Contributory basis 
(the Employee pays part of the premium), [75%] of the 
Employees eligible for insurance must be enrolled for cover-
age. If Dependent coverage is provided on a Contributory 
basis, [75%] of the Employees eligible for Dependent cover-
age must enroll their eligible Dependents. (If an eligible 
Employee is not covered by this Policy because: 

a. the Employee is covered as a Dependent under a 
spouse's coverage; or 

b. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policyhold-
er, 

[Carrier] will count this person as being covered this 
Policy for the purposes of satisfying participation require-
ments.) 

CLERICAL ERROR-MISSTATEMENTS 

Neither clerical error by the Policyholder, nor the [L::ri 
er] in keeping any records pertaining to coverage under tt ;:, 
Policy, nor delays in making entries thereon, wili not invali 
date coverage which would otherwise be in force, or conf,n 
ue coverage which would otherwise be validly termi:m::ted. 
However, upon discovery of such error or delay, an equita 
ble adjustment of premiums will be made. 

Premium adjustments involving return of unearned pr;:m; 
um to the Policyholder will be limited to the period 1 '.,: 

months preceding the date of [Carrier's] receipt of sat!sfr.: 
tory evidence that such adjustments should be made, 

If the age of an Employee, or any other relevant faci~, i!rc 
found to have been misstated, and the premiums are the;,:. 
by affected, an equitable adjustment of premiums will ;c 
made. If such misstatement involves whether or ncl the 
person's coverage would have been accepted by [Car ':orl, 
subject to this Policy's Incontestability section, the true foci:, 
will be used in determining whether coverage is in for:::c 
under the terms of this Policy. 

TERMINATION OF THE POLICY-RENEWAL l-'lUVT· 
LEGE 

[Carrier] has the right to cancel this Policy on any pre1ni • 
um due date subject to 30 days advance written notice w :;w 
Policyholder for the following reasons: 

a. During or at End of Grace Period--Failure w Pay 
Premiums: If any premium is not paid by the c ,(. 
of its grace period, this Policy will automatica nv 
end when that period ends. But the Pclicyhofr·;;, 
may write to [Carrier], in advance, to ask that tL!:. 
Policy be ended at the end of the period for which 
premiums have been paid or at any time during i.hc 
grace period. Then this Policy will end on the daic 
requested. The Policyholder is liable to pay prc:mi 
urns to [Carrier] for the time this Policy is in force. 

b. subject to the statutory notification requircr.wnts. 
[Carrier] ceases to do business in the small gr011p 
market; 

c. with respect to Contributory Policies, less :; .:u; 
[75%] of the Employer's eligible Employee& a7'c 
covered by this Policy. (If an eligible Employee 
not covered by this Policy because: 

1. the Employee is covered as a Dependent w,uc:'.· rn 
spouse's coverage; or 

2. the Employee is covered under a Health fvtiJ.,ir.c 
nance Organization plan offered by th~ :.0 

holder, 
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[Carrier] will count that Employee as being covered by 
this Policy for purposes of satisfying participation require-
ments.); or 

d. with respect to Non-contributory Policies, less than 
[75%] of the Employer's eligible Employees are 
covered by this Policy. (If an eligible Employee is 
not covered by this Policy because: 

1. the Employee is covered as a Dependent under a 
spouse's coverage; or 

2. the Employee is covered under a Health Mainte-
nance Organization plan offered by the Policy-
holder, 

[Carrier] will count that Employee as being covered by 
this Policy for purposes of satisfying participation require-
ments.) 

Immediate cancellation will occur if the Policyholder com-
mits fraudulent acts or makes misrepresentations with re-
spect to coverage of eligible Employees or Dependents or 
status as a Small Employer. 

This Policy is issued for a term of one (1) year from the 
Effective Date shown in the first page of this Policy. All 
Policy Years and Policy Months will be calculated from the 
Effective Date. All periods of insurance hereunder will 
begin and end at 12:00:01 a.m. Eastern Standard Time at 
the Policyholder.'s place of business. 

The Policyholder may renew this Policy for a further term 
of one (1) year, on the first and each subsequent Policy 
Anniversary. All renewals are subject to the payment of 
premiums then due, computed as provided in this Policy's 
Premium Amounts section. 

However, [Carrier] has the right to non-renew this Policy 
on any Policy Anniversary if the Policyholder is no longer a 
Small Employer in accordance with the laws in the State of 
New Jersey. 

The Employer must certify to [Carrier] the Employer's 
status as a Small Employer every year. Certification must 
be given to [Carrier] within 10 days of the date [Carrier] 
requests it. If Employer fails to do this, [Carrier] retains 
the right to take the action described above as of the 
Employer's Policy Anniversary. 

[DMDENDS 

[Carrier] will determine the share, if any, of its divisible 
surplus allocable to this Policy as of each Policy Anniversa-
ry, 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. 

DEPT. OF INSURANCE 

[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 pay-
ments towards their cost made from the Employer'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 certifi-
cate of coverage to give each covered Employee. It will 
describe the Employee's coverage under this Policy. It will 
include: 

(1) to whom [Carrier] pays benefits, 
(2) any protection and rights when the coverage ends 

and 
(3) 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 Em-
ployees. 

OFFSET 

[Carrier] reserves the right, before paying benefits to a 
Covered Person, to use the amount of payment due to offset \..,!'!ll) 
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, on its Effective Date, 
is in conflict with the statutes of the state in which the 
Covered Person resides, or with Federal law, is hereby 
amended to conform to 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. 
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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: 

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

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

If to the Policyholder: To the last address of the Policy-
holder 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 
and of the Employer 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 wrong 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 or the Employer, 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 Depen-
dent 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 Employ-
ee or Dependent coverage under this Policy unless approved 
in advance by [Carrier]. · 

The Policyholder will notify [Carrier] of any event, includ-
ing 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 
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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. 

If the form is not received within such time, the claimant 
may provide 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 of loss must be sent to [Carrier] within 90 days of 
the loss. 

If a 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 of loss, he or she may 
direct [Carrier], in writing, to pay health care benefits to the 
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recognized provider of health care who provided the cov-
ered service for which benefits became payable. [[Carrier] 
may honor such direction at [Carrier's] option.] [For cov-
ered services from an eligible Facility or Practitioner, [Carri-
er] 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. 

LIMITATIONS OF ACTIONS 

A Covered Person cannot bring a legal action against this 
Policy until 60 days from the date he or she files proof of 
loss. And he or she cannot bring legal action against this 
Policy after three years from the date he or she files proof 
of loss. 

[PLANHOLDERS 

The Policyholder is the Trustee named by a trust agree-
ment. 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: 

• agrees to participate in the trust, and 
• 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 

DEPT. OF INSURANCE 

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 Policy-
holder and each Planholder 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.] 

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 Employer's place of business, or 
at any other place that the Employer's business requires the 
Employee to go. 

Alcohol Abuse means abuse of or addiction to alcohol. 

Ambulance means a certified transportation vehicle for 
transporting Ill or Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

Ambulatory Surgical Center means a Facility mainly en- \ 
gaged in performing 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 emergency care. 

[Carrier] 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 either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; or 

b. approved for its stated purpose by Medicare. 

[Carrier] does not recognize a Facility as an Ambulatory 
Surgical Center if it is part of a Hospital. 

Anniversary Date means the date which is one year from the 
Effective Date of this Policy and each succeeding yearly 
date thereafter. 

Affiliated Company means a corporation or other business 
enthit_Y afffiliatekd with the Policyholder through common own- ~._) 
ers 1p o stoc or assets. 
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Birthing Center means a Facility which mainly provides care 
and treatment for women during uncomplicated pregnancy, 
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 emergency care; 
and 

c. have written back-up arrangements with a local 
Hospital for emergency care. 

[Carrier] 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. 

[Carrier] does not recognize a Facility as a Birthing 
Center if it is part of a Hospital. 

Board means the Board of Directors of the New Jersey 
Small Employer Health Program. 

Calendar Year means each successive 12 month period 
which starts on January 1 and ends on December 31. 

Cash Deductible means the amount of Covered Charges 
that a Covered Person must pay before this Policy pays any 
benefits for such charges. Cash Deductible does not in-
clude Co-Insurance, Co-Payments and Non-Covered 
Charges. See the The Cash Deductible section of this 
Policy for details. 

Co-Insurance means the percentage of a Covered Charge 
that must be paid by a Covered Person. Co-Insurance does 
not include Cash Deductibles, Co--Payments or Non-Cov-
ered Charges. 

Co-Payment means a specified dollar amount a Covered 
Person must pay for specified Covered Charges. 

Covered Charges are Reasonable and Customary charges 
for the types of services and supplies described in the 
Coverage Charges and Covered Charges With Special Limi-
tations section of this Policy. The services and supplies 
must be: 

a. furnished or ordered by a recognized health care 
Provider; and 

b. Medically Necessary and Appropriate to diagnose 
or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or 
supply is furnished. Subject to all of the terms of this 
Policy, [Carrier] pays benefits for Covered Charges incurred 
by a Covered Person while or he or she is insured by this 
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Policy. Read the entire Policy to find out what [Carrier! 
limits or excludes. 

Covered Person means an Eligible Employee or a Depen-
dent who is insured under this Policy. 

Current Procedural Terminology (C.P.T.) means the most 
recent edition of an annually revised listing published by the 
American Medical Association which assigns numcrk,,J 
codes to procedures and categories of medical care. 

Custodial Care means any service or supply, including room 
and board, which: 

a. is furnished mainly to help a person meet his or her 
routine daily needs; or 

b. can be furnished by someone who has no profes-
sional health care training or skills. 

Even if a Covered Person is in a Hospital or o~hcr 
recognized Facility, [Carrier] does not pay for care if it is 
mainly custodial. 

Dependent means an Employee's: 

a. legal spouse; 
b. unmarried Dependent child who is under age 19; 

and 
c. unmarried Dependent child from age 19 until hi.s or 

her 23rd birthday, who is enrolled as a foll· time 
student at an accredited school. Full-time students 
status will be as defined lJy the accredited sctooL 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any couHtry; 
or 

b. insured for coverage under this Policy as a;; Fm 
ployee. 

Under certain circumstances, an incapacitated child is ahn 
a Dependent. See the Dependent Coverage section of this 
Policy. 

An Employee's "unmarried Dependent child" includes: 

a. his or her legally adopted children. 
b. his or her step-children if such step children de-

pend on the Employee for most of their support 
and maintenance, and 

c. children under a court appointed guardianship. 

[Carrier] treats a child as legally adopted from the ti1.-c 
the child is placed in the home for purpose of adoptiou. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Dependent's EligibiHty Date means the later of: 

a. the Employee's Eligibility Date; or 
b. the date the person first becomes a Deperid:;nt. 
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Diagnostic Services means 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 Preventive Care Covered 
Charge, Diagnostic Services do not include procedures or-
dered as part of a routine or periodic physical examination 
or screening examination. 

Discretion means the [Carrier's] sole right to make a deci-
sion or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

Durable Medical Equipment is equipment which is: 

a. designed and able to withstand repeated use; 
b. primarily and customarily used to serve a medical 

purpose; 
c. generally not useful to a Covered Person in the 

absence of an Illness or Injury; and 
d. suitable for use in the home. 

Some examples are walkers, wheelchairs, hospital-type 
beds, breathing equipment and apnea monitors. 

Among other things, Durable Medical Equipment does 
not include adjustments made to vehicles, air conditioners, 
air purifiers, humidifiers, dehumidifiers, elevators, ramps, 
stair glides, Emergency Alert equipment, handrails, heat 
appliances, improvements made to the home or place of 
business, waterbeds, whirlpool baths and exercise and mas-
sage equipment. 

Effective Date means the date on which coverage begins 
under this Policy for the Employer, or the date coverage 
begins under this Policy for an Employee or Dependent, as 
the context in which the term is used suggests. 

Employee means a Full-Time Employee (25 hours per 
week) of the Employer. Partners, Proprietors, and indepen-
dent contractors will be treated like Employees, if they meet 
all of this Policy's conditions of eligibility. Employees who 
work on a temporary or substitute basis or who are partici-
pating in an employee welfare arrangement established pur-
suant to a collective bargaining agreement are not consid-
ered to be Employees for the purpose of this Policy. 

Employee's Eligibility Date means the later of: 
a. the date of employment; or 
b. the day after any applicable waiting period ends. 

Employer means [ABC Company). 

Experimental or Investigational means [Carrier] determines 
a service or supply is: 

DEPT. OF INSURANCE 

a. not of proven benefit for the particular diagnosis or 
treatment of a particular condition; or 

b. not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of a 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), [Car-
rier] will not cover any services or supplies, including treat-
ment, procedures, drugs, biological products or medical 
devices or any hospitalizations in connection with Experi-
mental or Investigational services or supplies. 

[Carrier] will also not cover any technology or any hospi-
talization primarily to receive such technology if such tech-
nology is obsolete or ineffective and is not used generally by 
the medical community for the particular diagnosis or treat-
ment of a particular condition. 

Governmental approval of technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of a particu-
lar condition, as explained below. 

[Carrier] will apply the following five criteria in determin-
ing whether services or supplies are Experimental or lnvesti- ~) 
gational: 

a. Any medical device, drug, or biological product 
must have received final approval to market by the 
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: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. 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. 
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In any event, any drug which the Food and Drug Admin-
istration has determined to be contraindicated for the spe-
cific treatment for which the drug has been prescribed will 
be considered Experimental or Investigational. 

b. 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 non 
affiliated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

c. Demonstrated evidence as reflected in the publish-
ed 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; 

d. 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 

e. Proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes; as defined item c. above, is possi-
ble in standard conditions of medical practice, out-
side clinical investigatory settings. 

Extended Care Center means a Facility which mainly pro-
vides full-time Skilled Nursing Care for Ill or Injured people 
who do not need to be in a Hospital. [Carrier] 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. In 
some places, an "Extended Care Center" may be 
called a "Skilled Nursing Center." 

Facility means a place [Carrier] is 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 

I 
b. provides health care services which are within the 

scope of its license, certificate or accreditation and' 
are covered by this Policy. 

Full-Time means a normal work week of 25 or more hours. 
Work must be at the Employer's regular place of business or . 
at another place to which an Employee must travel to 
perform his or her regular duties for his or her full and 
normal work hours. 
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Generic Drug means 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 means a Hospital operated by a gov-
ernment or any of its subdivisions or agencies, including but 
not limited to a Federal, military, state, county or city 
Hospital. 

Health Benefits Plan means any hospital and medical ex-
pense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in New Jersey by any carrier 
to a Small Employer group pursuant to section 3 of P.L. 
1992, c.162 (C. 17B:27A-19). Health Benefits Plan ex-
cludes the following plans, policies, or contracts: accident 
only, credit, disability, long term care, coverage for Medi-
care services pursuant to a contract with the United States 
government, Medicare supplement, dental only, or vision 
only, insurance issued as a supplement to liability insurance, 
coverage arising out of a workers' compensation or similar 
law, hospital confinement or other Supplemental Limited 
Benefit Insurance coverage, automobile medical payment 
insurance, or personal injury protection coverage issued 
pursuant to P.L. 1972, c.70 (C. 39:6A-1 et seq.). 

Home Health Agency means a Provider which provides 
Skilled Nursing Care for Ill or Injured people in their home 
under a home health care program designed to eliminate 
Hospital stays. [Carrier] 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 means a Provider which provides palliative and 
supportive care for terminally ill or terminally injured peo-
ple under a hospice care program. [Carrier] will recognize 
a hospice if it carries out its stated purpose under all 
relevant state and local laws, and it is either: 

a. approved for its stated purpose by Medicare; or 
b. it is accredited for its stated purpose by either the 

Joint Commission or the National Hospice Organi-
zation. 

Hospital means a Facility which mainly provides Inpatient 
care for Ill or Injured people. [Carrier] will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is either: 

a. accredited as a Hospital by the Joint Commission 
or 

b. approved as a Hospital by Medicare. 

Among other things, a Hospital is not a convalescent 
home, rest or nursing Facility, or a Facility, or part of it, 
which mainly provides Custodial Care, educational care or 
rehabilitative care. A Facility for the aged or substance 
abusers is also not a Hospital. 
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Illness means a sickness or disease suffered by a Covered 
Person. A Mental and Nervous Condition is not an Illness. 

Initial Dependent means those eligible Dependents an Em-
ployee has at the time he or she first becomes eligible for 
Employee coverage. If at the time the Employee does not 
have any eligible Dependents, but later acquires them, the 
first eligible Dependents he or she acquires are his or her 
Initial Dependents. 

Injury means all damage to a Covered Person's body due to 
accident, and all complications arising from that damage. 

Inpatient means a Covered Person who is physically con-
fined as a registered bed patient in a Hospital or other 
recognized health care Facility. 

Joint Commission means the Joint Commission on the 
Accreditation of Health Care Facilities. 

Late Enrollee means an eligible Employee or Dependent 
who requests enrollment under this Policy more than [30] 
days after first becoming eligible. However, an eligible 
Employee or Dependent will not be considered a Late 
Enrollee under certain circumstances. See the Employee 
Coverage and Dependent Coverage sections of this Policy. 

Medical Emergency means the sudden, unexpected onset, 
due to Illness or 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. Heart attacks, 
strokes, convulsions, severe burns, obvious bone fractures, 
wounds requiring sutures, poisoning, and loss of conscious-
ness are Medical Emergencies. 

Medically Necessary and Appropriate means that a service 
or supply is provided by a recognized health care Provider, 
and [Carrier] determines at its Discretion, that it is: 

a. necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness or Injury; 

b. provided for the diagnosis, or the direct care and 
treatment, of the condition, Illness or Injury; 

c. in accordance with generally accepted medical prac-
tice; 

d. not for the convenience of a Covered Person; 
e. the most appropriate level of medical care the 

Covered Person needs; and 
f. furnished within the framework of generally accept-

ed methods of medical management currently used 
in the United States. 

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. 

DEPT. OF INSURANCE 

Medicaid means the health care program for the needy 
provided by Title XIX of the United States Social Security 
Act, as amended from time to time. 

Medicare means 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 means a Facility which mainly pro-
vide treatment for people with mental health problems. 
[Carrier] will recognize such a place 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; 

b. approved for its stated purpose by Medicare; or 
c. accredited or licensed by the state of New Jersey to 

provide mental health services. 

Mental and Nervous Condition means a condition which 
manifests symptoms which are primarily mental or nervous, 
for which the primary treatment is psychotherapy or psycho-
therapeutic methods or psychotropic medication, regardless 
of any underlying physical cause. A Mental and Nervous 
Condition includes, but is not limited to, psychoses, neurotic 
and anxiety disorders, schizophrenic disorders, affective dis-
orders, personality disorders, and psychological or behavior-
al abnormalities associated with transient or permanent 
dysfunction of the brain or related neurohormonal systems. 

In determining whether or not a particular condition is a 
Mental and Nervous Condition, [Carrier] may refer to the 
current edition of the Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association. 

Newly Acquired Dependent means an eligible Dependent an 
Employee acquires after he or she already has coverage in 
force for Initial Dependents. 

Non-Covered Charges are charges which do not meet this 
Policy's definition of Covered Charges, or which exceed any 
of the benefit limits shown in this Policy, or which are 
specifically identified as Non-Covered Charges or are other-
wise not covered by this Policy. 

Nurse means 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 he or she 
practices; and 

b. provides medical services which are within the 
scope of his or her license or certificate and are 
covered by this Policy. 

Outpatient means a Covered Person who is registered at a 
recognized health care Facility who is not an Inpatient. 
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Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under this Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption. 

Plan means the [Carrier's] group health benefit plan pur-
chased by the Employer. [Note: If the "Plan" definition is . 
employed, references in this Policy to "Policy" should be 
changed to read "Plan".] 

Planholder means the Employer who purchased group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this Policy to "Policyholder" 
should be changed to read "Planholder".] 

Policy means this group policy, including the application and 
any riders, amendments, or endorsements, between the Em-
ployer and [Carrier]. 

Policyholder means the Employer who purchased this Poli-
cy. 

Practitioner means a person [Carrier] is required by law to 
recognize 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 are 
covered by this Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] writ-
ten approval for specified services and supplies prior to the 
date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
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Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exami-
nations, including related laboratory tests and x-rays, immu-
nizations and vaccine, well baby care, pap smears, mammog-
raphy and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of this Policy. 

Reasonable and Customary means an amount that is not 
more than the [lesser of: 

• the] usual or customary charge for the service or 
supply as determined by [Carrier], based on a stan-
dard approved by the Board(; or 

• the negotiated fee schedule.] 

The Board will 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. 

Reasonable and Customary means an amount that is not 
more than the usual or customary charge for the service or 
supply as determined by [Carrier], based on a standard 
approved by the Board. When [Carrier] decides what is 
reasonable, it looks at the Covered Person's condition and 
how severe it is. [Carrier] also looks at special circum-
stances. The Board will 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 range of usual fees 
charged by most Providers of similar training and experience 
for the same service within the same geographic area. 

Rehabilitation Center means a Facility which mainly pro-
vides therapeutic and restorative services to Ill or Injured 
people. [Carrier] 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 either the Joint 
Commissioner or the Commission on Accreditation 
for Rehabilitation Facilities; or 

b. approved for its stated purpose by Medicare. 

In some places a Rehabilitation Center is called a "reha-
bilitation hospital." 

Routine Foot Care means 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, deratomas, kerato-
sis, onychauxis, onychocryptosis, tylomas or symptomatic 
complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 
the foot. 
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Routine Nursing Care means the appropriate nursing care 
customarily furnished by a recognized Facility for the bene-
fit of its Inpatients. 

Schedule means the Schedule of Insurance and Premium 
Rates contained in this Policy. 

Skilled Nursing Care means services which are more inten-
sive 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 (see Extended Care Center.) 

Small Employer means any person, firm, corporation, part-
nership or association actively engaged in business which, on 
at least 50% of its working days during the preceding 
Calendar Year quarter, employed at least two, but no more 
than 49 eligible Employees, the majority of whom are 
employed within the State of New Jersey. In determining 
the number of eligible Employees, all Affiliated Companies 
will be considered as one Employer. 

Special Care Unit means 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. bum units. 

Substance Abuse means abuse of or addiction to drugs. 

Substance Abuse Centers are Facilities that mainly provide 
treatment for people with substance abuse problems. [Car-
rier] will recognize such a place 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. 

Supplemental Limited Benefit Insurance means insurance 
that is provided in addition to a Health Benefits Plan on an 
indemnity non-expense incurred basis. 

Surgery means: 
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 
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d. any of the procedures designated by Current Proce-
dural Terminology codes as Surgery. · 

Therapeutic Manipulation means the treatment of the artic-
ulations 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, ultra-sound, doppler, whirlpool or hydro therapy or 
other treatment of similar nature. 

Total Disability or Totally Disabled means, except as other-
wise specified in this Policy, that an Employee who, due to 
Illness or Injury, cannot perform any duty of his or her 
occupation or any occupation for which he or she is, or may 
be, suited by education, training and experience, and is not, 
in fact, engaged in any occupation for wage or profit. A 
Dependent is totally disabled if he or she cannot engage in 
the normal activities of a person in good health and of like 
age and sex. The Employee or Dependent must be under 
the regular care of a Practitioner. 

[We, Us, Our and [Carrier] mean [Carrier].] 

[You, Your and Yours mean the Employer.] 

EMPLOYEE COVERAGE 

Eligible Employees 

Subject to the Conditions of Eligibility set forth below, 
and to all of the other conditions of this Policy, all of the 
Policyholder's Employees who are in an eligible class will be 
eligible if the Employees are Actively at Work Full-Time 
Employees. 

For purposes of this Policy, [Carrier] will treat partners, 
proprietors and independent contractors like Employees if 
they meet this Policy's Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 

[Carrier] will not insure an Employee unless the Employ-
ee is an Actively at Work Full-Time Employee. 

Enrollment Requirement 

[Carrier] will not insure the Employee until the Employee 
enrolls and agrees to make the required payments, if any. 
If the Employee does this within [30] days of the Employ-
ee's Eligibility Date, coverage is scheduled to start on the 
Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required ,~ 
payments, if any: 
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a. more than [30] days after the Employee's Eligibility 
Date; or 

b. after the Employee previously had coverage which 
ended because the Employee failed to make a 
required payment, 

[Carrier] will consider the Employee to be a Late Enrollee. 
Late Enrollees are subject to this Policy's Pre-Existing 
Conditions limitation. 

However, if an Employee initially waived coverage under 
this Policy, and the Employee stated at that time that such 
waiver was because he or she was covered under another 
group plan, and Employee now elects to enroll under this 
Policy, [Carrier] will not consider the Employee to be a Late 
Enrollee, provided the coverage under the other plan ends 
due to one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee must enroll under this Policy within 90 
days of the date that any of the events described above 
occur. Coverage will take effect as of the date he or she 
becomes eligible. 

[The Waiting Period 

This Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date, who 
have completed at least [ 6] months of continuous Full-Time 
service with the Employer by that date, are eligible for 
insurance under this Policy from the Effective Date. 

Employees in an eligible class on the Effective Date, who 
have not completed at least [ 6] months of continuous Full-
Time service with the Employer by that date, are eligible for 
insurance under this Policy from the day after Employees 
complete [ 6) months of continuous Full-Time service. 

Employees who enter an eligible class after the Effective 
Date are eligible for insurance under this Policy from the 
day after Employees complete [6] months of continuous 
Full-Time service with the Employer.] 

Multiple Employment 

If an Employee works for both the Policyholder and a 
covered Affiliated Company, or for more than one covered 
Affiliated Company, [Carrier] will treat the Employee as if 
only one firm Employs the Employee. And such an Em-
ployee will not have multiple coverage under this Policy. 
But, if this Policy uses the amount of an Employee's earn-
ings to set the rates, determine class, figure benefit amounts, 
or for any other reason, such Employee's earnings will be 
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figured as the sum of his or her earnings from all covered 
Employers. 

When Employee Coverage Starts 

An Employee must be Actively at Work, and working his 
or her regular number of hours, on the date his or her 
coverage is scheduled to start. And he or she must have 
met all the conditions of eligibility, which apply to him or 
her. If an Employee is not Actively at Work on the 
scheduled Effective Date, [Carrier] will postpone the start of 
his or her coverage until he or she returns to Active Work. 

Sometimes, a scheduled Effective Date is not a regularly 
scheduled work day. But an Employee's coverage will start 
on that date if he or she was Actively at Work, and working 
his or her regular number of hours, on his or her last 
regularly scheduled work day. 

The Employee must elect to enroll and agree to make the 
required payments, if any, within [30] days of the Employ-
ee's Eligibility Date. If he or she does this within [30] days 
of the Employee's Eligibility Date, his or her coverage is 
scheduled to start on the Employee's Eligibility Date. Such 
Employee's Eligibility Date is the scheduled Effective Date 
of an Employee's coverage. 

When Employee Coverage Ends 

An Employee's insurance under this Policy will end on 
the first of the following dates: 

a. [the date] an Employee ceases to be an Actively at 
Work Full-Time Employee for any reason. Such 
reasons include disability, death, retirement, lay-off, 
leave of absence, and the end of employment. 

b. [the date] an Employee stops being an eligible 
Employee under this Policy. 

c. the date this Policy ends, or is discontinued for a 
class of Employees to which the Employee belongs. 

d. the last day of the period for which required pay-
ments are made for the Employee. 

Also, an Employee may have the right to continue certain 
group benefits for a limited time after his or her coverage 
would otherwise end. This Policy's benefits provisions ex-
plain these situations. Read this Policy's provisions careful-
ly. 

DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 

An Employee's eligible Dependents are the Employees: 
a. legal spouse; 
b. unmarried Dependent children who are under age 

19; and 
c. unmarried Dependent children, from age 19 until 

their 23rd birthday, who are enrolled as full-time 
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students at accredited schools. Full-time students 
will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

b. insured for coverage under this Policy as an Em-
ployee. 

Under certain circumstances, an incapacitated child is also 
a Dependent. See the Incapacitated Children section of 
this Policy. · 

An Employee's "unmarried Dependent child" includes: 

a. his or her legally adopted children, 
b. his or her step-children if such step children de-

pend on the Employee for most of their support 
and maintenance, and 

c. children under a court appointed guardianship. 

[Carrier] treats a child as legally adopted from the time 
the child is placed in the home for purpose of adoption. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Incapacitated Children 

An Employee may have an unmarried child with a mental 
or physical incapacity, or developmental disability, who is 
incapable of earning a living. Subject to all of the terms of 
this section and this Policy, such a child may stay eligible for 
Dependent health benefits past this Policy's age limit. 

The child will stay eligible as long as the child stays 
unmarried and incapable of earning a living, if: 

a. the child's condition started before he or she 
reached this Policy's age limit; 

b. the child became insured by this Policy or any other 
policy before the child reached the age limit, and 
stayed continuously insured after reaching such lim-
it; and 

c. the child depends on the Employee for most of his 
or her support and maintenance. 

But, for the child to stay eligible, the Employee must send 
[Carrier] written proof that the child is incapacitated and 
depends on the Employee for most of his or her support 
and maintenance. The Employee has 31 days from the date 
the child reaches the age limit to do this. [Carrier] can ask 
for periodic proof that the child's condition continues. But, 
after two years, [Carrier] cannot ask for this more than once 
a year. 

The child's coverage ends when the Employee's does. 

Enrollment Requirement 

DEPT. OF INSURANCE 

. An Employee must enroll his or her eligible Dependents 
in order for them to be covered under this Policy. [Carrier] 
considers an eligible Dependent to be a Late Enrollee, if the 
Employee: ~ 1 

a. enrolls a Dependent and agrees to make the re-
quired payments more than [30] days after the 
Dependent's Eligibility Date; 

b. in the case of a Newly Acquired Dependent, other 
than the first newborn child, has other eligible 
Dependents who the Employee has not elected to 
enroll; or 

c. in the case of a Newly Acquired Dependent, has 
other eligible Dependents whose coverage previous-
ly ended because the Employee failed to make the 
required contributions, or otherwise chose to end 
such coverage. 

Late Enrollees are subject to this Policy's Pre-Existing 
Conditions limitations section, if any applies. 

If the Employee's dependent coverage ends for any rea-
son, including failure to make the required payments, his or 
her Dependents will be considered Late Enrollees when 
their coverage begins again. 

However, if the Employee previously waived coverage for 
the Employee's spouse or eligible Dependent children under 
this Policy and stated at that time that such waiver was 
because they were covered under another group plan, and 
the Employee now elects to enroll them in this Policy, the 
Dependent will not be considered a Late Enrollee, provided 
the Dependent's coverage under the other plan ends due to 
one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee's spouse or eligible Dependent chil-
dren must be enrolled by the Employee within 90 days of 
the date that any of the events described above occur. 
Coverage will take effect as of the date one of the above 
events occurs. 

And, [Carrier] will not consider an Employee's spouse or 
eligible Dependent children for which the Employee initially 
waived coverage under this Policy, to be a Late Enrollee, if: 

a. the Employee is under legal obligation to provide 
coverage due to a court order; and 

b. the Employee's spouse or eligible Dependent chil-
dren ate enrolled by the Employee within 30 days 
of the issuance of the court order. 

Coverage will take effect as of the date required pursuant 
to a court order. 

When Dependent Coverage Starts 
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In order for an Employee's dependent coverage to begin 
the Employee must already be insured for Employee cover-
age or enroll for Employee and Dependent coverage at the 
same time. Subject to the exception stated below and to all 
of the terms of this Policy, the date an Employee's depen-
dent coverage starts depends on when the Employee elects 
to enroll the Employee's Initial Dependents and agrees to 
make any required payments. 

If the Employee does this within [30] days of the Depen-
dent's Eligibility Date, the Dependent's Coverage is sched-
uled to start on the later of: 

a. the Dependent's Eligibility Date, or 
b. the date the Employee becomes insured for Em-

ployee coverage. 

If the Employee does this more than [30] days after the 
Dependent's Eligibility Date, [Carrier] will consider the 
Dependent a Late Enrollee. Coverage is scheduled to start 
on the later of: 

a. the date the Employee signs the enrollment form; 
or 

b. the date the Employee becomes insured for Em-
ployee coverage. 

Once an Employee has dependent coverage for Initial 
Dependents, the Employee must notify [Carrier] of a Newly 
Acquired Dependent within [30] days after the Dependent's 
Eligibility Date. If the Employee does not, the Newly 
Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child 
will be covered from the later of: 

a. the date the Employee notifies [Carrier] and agrees 
to make any additional payments, or 

b. the Dependent's Eligibility Date for the newly Ac-
quired Dependent. 

Exception: If a Dependent, other than a newborn child, is 
confined to a Hospital or other health care Facility; or is 
home confined on the date the Employee's Dependent 
health benefits would otherwise start, (Carrier] will postpone 
the Effective Date of such benefits until the later of: the 
day after the Dependent's discharge from such Facility or 
until home confinement ends. 

Newborn Children 

[Carrier] will cover an Employee's newborn child for 31 
days from the date of birth. Health benefits may be 
continued beyond such 31 day period as stated below: 

a. If the Employee is already covered for Dependent 
child coverage on the date the child is born, cover-
age automatically continues beyond the initial 31 
days, provided the premium required for Depen-
dent child coverage continues to be paid. 
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b. If the Employee is not covered for Dependent child 
coverage on the date the child is born, the Employ-
ee must: 

• make written request to enroll the newborn child; 
and 

• pay the premium required for Dependent child 
coverage within 31 days after the date of birth. 

If the request is not made and the premium is not paid 
within such 31 day period, the newborn child will be a Late 
Enrollee. 

When Dependent Coverage Ends: 

A Dependent's insurance under this Policy will end on the 
first of the following dates: 

a. [the date] Employee coverage ends; 
b. the date the Employee stops being a member of a 

class of Employees eligible for such coverage; 
c. the date this Policy ends; 
d. the date Dependent coverage is terminated from 

this Policy for all Employees or for an Employee's 
class. 

e. the date an Employee fails to pay any required part 
of the cost of Dependent coverage. It ends on the 
last day of the period for which the Employee made 
the required payments, unless coverage ends earlier 
for other reasons. 

f. at 12:01 a.m. on the date the Dependent stops being 
an eligible Dependent. 

Read this Policy carefully if Dependent coverage ends for 
any reason. Dependents may have the right to continue 
certain group benefits for a limited time. And divorced 
spouses have conversion rights. 

PREFERRED PROVIDER ORGANIZATION PROVI-
SIONS 

The Employer XYZ Health Care Network, and the [Carrier] 

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] preferred provid-
ers. 

Use of the network is strictly voluntary, but [Carrier] 
generally pays a higher level of benefits for most covered 
services and supplies furnished to a Covered Person by 
[XYZ Health Care Network]. Conversely, [Carrier] gener-
ally pays a lower level of benefits when covered services and 
supplies are not furnished by [XYZ Health Care Network] 
(even if an [XYZ Health Care Network] Practitioner orders 
the services and supplies). Of course, a Covered Person is 
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always free to be treated by any Practitioner or Facility. 
And, he or she is free to change Practitioners or Facilities at 
any time. 

A Covered Person may use any [XYZ Health Care Net-
work] Provider. He or she just presents his or her [XYZ 
Health Care Network] identification card to the [XYZ 
Health Care Network] Practitioner or Facility furnishing 
covered services or supplies. Most [XYZ Health Care 
Network] Practitioners and Facilities will prepare any neces-
sary claim forms for him or her, and submit the forms to 
[Carrier]. The Covered Person will receive an explanation of 
any insurance payments made by this Policy. And if there is 
any balance due, the [XYZ Health Care Network] Practi-
tioner or Facility will bill him or her directly. 

This Policy also has utilization review features. See the 
Utilization Review Features section for details. 

What [Carrier] pays is subject to all the terms of this 
Policy. The Employee should read his or her certificate 
carefully and keep it available when consulting a Practition-
er. 

See the Schedule for specific benefit levels, payment rates 
and payment limits. 

If an Employee has any questions after reading his or her 
Certificate, he or she should call [Carrier] [Group Claim 
Office at the number shown on his or her identification 
card.] 

[Note: Used only if coverage is offered as a PPO.] 
POINT OF SERVICE PROVISIONS 

Definitions 

a. Primary Care Practitioner (PCP) means the Practi-
tioner the Covered Person selects to supervise and 
coordinate his or her health care in the [XYZ] 
Provider Organization. [Carrier] will supply a list 
of PCPs who are members of the [XYZ] Provider 
Organization to the Covered Person. . 

b. Provider Organization (PO) means a network of 
health care Providers located in a Covered Person's 
Service Area. 

c. Network Benefits mean the benefits shown in the 
Schedule which are provided if the Primary Care 
Practitioner provides care, treatment, services, and 
supplies to the Covered Person or if the Primary 
Care Practitioner refers the Covered Person to 
another Provider for such care, treatment, services, 
and supplies. 

d. Out-Network Benefits means the benefits shown in 
the Schedule which are provided if the Primary 
Care Practitioner does not authorize the care, 
treatment, services, and supplies. 
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e. Service Area means the geographical area which is 
served by the Practitioners in the [XYZ] Provider 
Organization. 

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. 

The Primary Care Practitioner (PCP) 

The PCP will supervise and coordinate the Covered Per-
son's health care in the [XYZ] PO. The PCP must autho-
rize all services and supplies. In addition, he or she will 
refer the Covered Person to the appropriate Practitioner 
and Facility when Medically Necessary and Appropriate. 
The Covered Person must obtain an authorized referral 
from his or her PCP before he or she visits another Practi-
tioner or Facility. Except in case of a Medical Emergency, 
if the Covered Person does not comply with these require-
ments, he or she may only be eligible for Out-Network 
Benefits. 

[Carrier] provides Network Benefits for covered services 
and supplies furnished to a Covered Person when autho-
rized by his or her PCP. [Carrier] pays Out-Network 
Benefits when covered services and supplies are not autho-
rized 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-Network ,___) 
Benefits. 

A Covered Person may change his or her PCP to another 
PCP [once per month]. He or she may select another PCP 
from the list of Practitioners, 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 Co-
Payment. When a Covered Person's PCP refers him or her 
to another [XYZ] PO Provider, the Covered Person must 
pay the Co-Payment to such Provider. [Most [XYZ] PO 
Practitioners will prepare any necessary claim forms and 
submit them to [Carrier].] 

[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.] 

Out-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 Network 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-Network 
Benefits. 
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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 within 48 hours or as soon as reasonably possible 
thereafter. 

Emergency room visits to PO Facilities are subject to a 
Co-Payment, and such visits must be retrospectively re-
viewed [by the PCP]. [Carrier] will waive the emergency 
room Co-Payment 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 must be 
notified within 48 hours or as soon as reasonably possible 
thereafter. Follow-up care is limited to the medical care 
necessary before the Covered Person can return to the PO 
Service Area. 

Utilization Review 

This Policy has utilization features. See the Utilization · 
Review Features section of this Policy. 

Benefits 

The Schedule shows Network Benefits, Out-Network 
Benefits, and Co-Payments applicable to the Point of Ser-
vice arrangement. 

What [Carrier] pays is subject to all the terms of this 
Policy. 

[Note: Used only if coverage is offered as POS.] 
HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medi-
cal expenses incurred by a Covered Person. 

Note: [Carrier] payments will be reduced or limited if a 
Covered Person does not comply with the Utilization Review 
and Pre-Approval requirements contained in this Policy. 

BENEFIT PROVISION 

The Cash Deductible 

Each Calendar Year, each Covered Person must have 
Covered Charges that exceed the Cash Deductible before 
[Carrier] pays any benefits to that person. The Cash De-
ductible is shown in the Schedule. The Cash Deductible 
cannot be met with Non-Covered Charges. Only Covered 
Charges incurred by the Covered Person while insured by 
this Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, [Carrier] pays benefits 
for other Covered Charges above the Cash Deductible 
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incurred by that Covered Person, less any applicable Co-
Insurance or Co-Payments, for the rest of that Calendar 
Year. But all charges must be incurred while that Covered 
Person is insured by this Policy. And what [Carrier] pays is 
based on all the terms of this Policy. 

Family Deductible Limit 

This Policy has a family deductible limit of two Cash 
Deductibles for each Calendar Year. Once two Covered 
Persons in a family meet their individual Cash Deductibles 
in a Calendar Year, [Carrier] pays benefits for other Cov-
ered Charges incurred by any member of the covered family, 
less any applicable Co-Insurance or Co-Payments, for the 
rest of that Calendar Year. What [Carrier] pays is based on 
all the terms of this Policy. 

Coinsured Charge Limit 

The Coinsured Charge Limit is the amount of Covered 
Charges a Covered Person must incur each Calendar Year 
before no Co-Insurance is required, except as stated below. 

Exception: Charges for Mental and Nervous Conditions, 
and Substance Abuse Treatment are not subject to or 
eligible for the Coinsured Charge Limit. 

Payment Limits 

[Carrier] limits what [Carrier] will pay for certain types of 
charges. [Carrier] also limits what [Carrier] will pay for all 
Illness or Injuries for each Covered Person's Per Lifetime. 
See the Schedule for these limits. 

Benefits From Other Plans 

The benefits [Carrier] will pay may be affected by a 
Covered Person being covered by two or more plans or 
policies. Read the provision Coordination of Benefits to 
see how this works. 

The benefits [Carrier] will pay may also be affected by 
Medicare. Read the Medicare as Secondary Payor section 
for an explanation of how this works. 

If This Plan Replaces Another Plan 

The Employer who purchased this Policy may have pur-
chased it to replace a plan the Employer had with some 
other insurer. 

The Covered Person may have incurred charges for cov-
ered expenses under the Employer's old plan before it 
ended. If so, these charges will be used to meet this 
Policy's Cash Deductible if: 

a. the charges were incurred during the Calendar 
Year in which this Policy starts; 

b. this Policy would have paid benefits for the charges, 
if this Policy had been in effect; 
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c. The Covered Person was covered by the old plan 
when it ended and enrolled in this Policy on its 
Effective Date; and 

d. this Policy starts right after the old plan ends. 

The Covered Person may have satisfied part of the eligi-
bility waiting period under the Employer's old plan before it 
ended. If so, the time satisfied will be used to satisfy this 
Policy's eligibility waiting period if: 

a. the Employee was employed by the Employer on 
the date the Employer's old plan ended; and 

b. this Policy starts right after the old plan ends. 

Extended Health Benefits 

If this Policy ends, and a Covered Person is Totally 
Disabled on such date, and under a Practitioner's care, 
[Carrier] will extend health benefits for that person under 
this Policy as explained below. This is done at no cost to 
the Covered Person. 

[Carrier] will only extend benefits for Covered Charges 
due to the disabling condition. The charges must be in-
curred before the extension ends. And what [Carrier] will 
pay is based on all the terms of this Policy. 

[Carrier] does not pay for charges due to other condi-
tions. And [Carrier] does not pay for charges incurred by 
other covered family members. 

The extension ends on the earliest of: 

a. the date the Total Disability ends; or 
b. one year from the date the person's insurance 

under this Policy ends; or 
c. the date the person has reached the payment limit 

for his or her disabling condition. 

The Employee must submit evidence to [Carrier] that he 
or she or his or her Dependent is Totally Disabled, if 
[Carrier] requests it. 

Extended Care or Rehabilitation Charges 

Subject to [Carrier's] Pre-Approval [Carrier] covers 
charges up to the daily room and board limit for room and 
board and Routine Nursing Care shown in the Schedule, 
provided to a Covered Person on an Inpatient basis in an 
Extended Care Center or Rehabilitation Center. Charges 
above the daily room and board limit are a Non-Covered 
Charge. 

And [Carrier] covers all other Medically Necessary and 
Appropriate services and supplies provided to a Covered 
Person during the confinement. But the confinement must: 

a. start within 14 days of a Hospital stay; and 
b. be due to the same or a related condition that 

necessitated the Hospital stay. 

DEPT. OF INSURANCE 

Coverage for Extended Care and Rehabilitation, com-
bined, is limited to the first 120 days of confinement in each 
Calendar year. Charges for any additional days are a Non- ) 
Covered Charge. \'- j 

But [Carrier] limits what [Carrier] will pay for the treat-
ment of Mental and Nervous Conditions and Substance 
Abuse. See the Charges Covered With Special Limitations 
section of this Policy. 

Extended Care or Rehabilitation charges which are not 
Pre-Approved by [Carrier] are Non-Covered Charges. 

Home Health Care Charges 

Subject to [Carrier's) Pre-Approval, when home health 
care can take the place of inpatient care, [Carrier] covers 
such care furnished to a Covered Person under a written 
home health care plan. [Carrier] covers all Medically Nec-
essary and Appropriate services or supplies, such as: 

a. Routine Nursing Care (furnished by or under the 
supervision of a registered Nurse); 

b. physical therapy; 
c. occupational therapy; 
d. medical social work; 
e. nutrition services; 
f. speech therapy; 
g. home health aide services; 
h. medical appliances and equipment, drugs and med-

ications, laboratory services and special meals; and 
i. 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 this Policy and 
to the following conditions: 

a. The Covered Person's 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: 
• ordered by the Covered Person's 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. 

The services and supplies must be furnished by recognized 
health care professionals 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 the Covered Person's Practitioner 
within 14 days after home health care starts. 
And it must be reviewed by the Covered Person's 
Practitioner at least once very 60 days. 

d. Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are autho-
rized under the home health care plan can last 
up to four hours. 

e. [Carrier] does not pay for: 
• services furnished to family members, other than 

the patient; or 
• services and supplies not included in the home 

health care plan. 

Home Health Care charges which are not Pre-Approved 
by [Carrier] are Non-Covered Charges. 

Practitioner's Charges for Non-Surgical Care and Treat-
ment 

[Carrier] covers Practitioner's charges for the Medically 
Necessary and Appropriate non-surgical care and treatment 
of an Illness or Injury. But [Carrier] limits what [Carrier] 
will pay for the treatment of mental and Nervous Conditions 
and Substance Abuse. See the Charges Covered With 
Special Limitations section of this Policy. 

Practitioner's Charges for Surgery 

[Carrier] covers Practitioner's charges for Medically Nec-
essary and Appropriate Surgery. [Carrier] does not pay for 
cosmetic Surgery. 

Second Opinion Charges 

[Carrier] covers Practitioner's charges for a second opin-
ion and charges for related x-rays and tests when a Covered 
Person is advised to have Surgery or enter a Hospital. If 
the second opinion differs from the first, [Carrier] covers 
charges for a third opinion. [Carrier] covers such charges if 
the Practitioners who give the opinions: 

a. are board certified and qualified, by reason of their 
specialty, to give an opinion on the proposed Sur-
gery or Hospital admission; 

b. are not business associates of the Practitioner who 
recommended the Surgery; and 

c. in the case of a second surgical opinion, they do not 
perform the Surgery if it is needed. 

Dialysis Center Charges 

[Carrier] covers charges made by a dialysis center for 
covered dialysis services. 

Ambulatory Surgical Center Charges 
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[Carrier] covers charges made by an Ambulatory Surgical 
Center in connection with covered Surgery. 

Hospice Care Charges 

Subject to [Carrier] Pre-Approval, [Carrier] covers 
charges made by a Hospice for palliative and supportive 
care furnished to a terminally ill or terminally injured 
Covered person under a Hospice care program. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure the Covered Person's terminal 
illness or terminal injury. 

"Terminally ill" or "terminally injured" means that the 
Covered Person's Practitioner has certified in writing that 
the Covered Person's 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 with an interdisciplinary team for 
meeting the special needs of the terminally ill or terminally 
injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person's Practitioner. 

Under a Hospice care program, subject to all the terms of 
this Policy, [Carrier] covers any services and supplies includ-
ing Prescription drugs, to the extent they are otherwise 
covered by this Policy. 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 the Covered Person's Practitioner; 
c. included in the Hospice care program; and 
d. furnished by, or coordinated by a Hospice. 

[Carrier] does 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; or 
d. treatment not included in the Hospice care plan. 

Hospice Care charges which are not Pre-Approved by 
[Carrier] are Non-Covered Charges. 

Alcohol Abuse 

[Carrier] pays benefits for the Covered Charges a Cov-
ered Person incurs for the treatment of Alcohol Abuse the 
same way [Carrier] would for any other Illness, if such 
treatment is prescribed by a Practitioner. But [Carrier] 
does not pay for Custodial Care, education, or training. 

Treatment may be furnished by: 
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a. a Hospital; 
b. a detoxification Facility licensed under New Jersey 

Public Law 1975, Chapter 305; or 
c. a licensed, certified or state approved residential 

treatment Facility under a program which meets the 
minimum standards of care of the Joint Commis-
sion. 

Pregnancy 

This Policy pays for pregnancies the same way [Carrier] 
would cover an Illness. The charges [Carrier] covers for a 
newborn child are explained [ on the next page.] 

Birthing Center Charges 

[Carrier] covers Birthing Center charges made by a practi-
tioner for pre-natal care, delivery, and post partum care in 
connection with a Covered Person's pregnancy. [Carrier] 
covers charges up to the daily room and board limit for 
room and board shown in the Schedule when Inpatient care 
is provided to a Covered Person by a Birthing Center. But 
charges above the daily room and board limit are a Non-
Covered Charge. 

[Carrier] covers all other Medically Necessary and Appro-
priate services and supplies during the confinement. 

Benefits for a Covered Newborn Child 

[Carrier] covers charges for the child's routine nursery 
care while he or she is in the Hospital or a Birthing Center. 
Charges are covered up to a maximum of 7 days following 
the date of birth. This includes: 

a. nursery charges; 
b. charges for routine Practitioner's examinations and 

tests; and 
c. charges for routine procedures, like circumcision. 

Subject to all of the terms of this Policy, [Carrier] covers 
the care and treatment of a covered newborn child if he or 
she is Ill, Injured, premature, or born with a congenital birth 
defect. 

Anesthetics and Other Services and Supplies 

[Carrier] covers anesthetics and their administration; he-
modialysis, casts; splints; and surgical dressings. [Carrier] 
covers the initial fitting and purchase of braces, trusses, 
orthopedic footwear and crutches. But [Carrier] does not 
pay for replacements or repairs. 

Blood 

[Carrier] covers blood, blood products, blood transfusions 
and the cost of testing and processing blood. But [Carrier] 
does not pay for blood which has been donated or replaced 
on behalf of the Covered Person. 
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Ambulance Charges 

[Carrier] covers Medically Necessary and Appropriate 
charges for transporting a Covered Person to: 

a. a local Hospital if needed care and treatment can 
be provided by a local Hospital; 

b. the nearest Hospital where needed care and treat-
ment can be given, if a local Hospital cannot 
provide such care and treatment. But it must be 
connected with an Inpatient confinement; or 

c. transporting a Covered Person to another Inpatient 
health care Facility.· 

It can be by professional Ambulance service, train or 
plane. But [Carrier] does not pay for chartered air flights. 
And [Carrier] will not pay for other travel or communica-
tion expenses of patients. Practitioners, Nurses or family 
members. 

Durable Medical Equipment 

Subject to [Carrier's] Pre-Approval, [Carrier] covers 
charges for the rental of Durable Medical Equipment need-
ed for therapeutic use. At [Carrier's] option, and with 
[Carrier's] Pre-Approval, [Carrier] may cover the purchase 
of such items when it· is less costly and more practical than 
rental. But [Carrier] does not pay for: 

a. any purchases without [Carrier's] advance written 
approval; \._) 

b. replacements or repairs; or 
c. the rental or purchase of items (such as air condi-

tioners, exercise equipment, saunas and air humidi-
fiers) which do not fully meet the definition of 
Durable Medical Equipment. 

Charges for Durable Medical Equipment which are not 
Pre-Approved by [Carrier] are Non-Covered Charges. 

Treatment of Wilm's Tumor 

[Carrier] pays benefits for Covered Charges incurred for 
the treatment of Wilm's tumor in a Covered Person. [Car-
rier] treats such charges the same way [Carrier] treats 
Covered Charges for any other Illness. Treatment can 
include, but is not limited to, autologous bone marrow 
transplants when standard chemotherapy treatment is unsuc-
cessful. [Carrier] pays benefits for this treatment even if it 
is deemed Experimental or Investigational. What [Carrier] . 
pays is based on all of the terms of this Policy. 

X-Rays and Laboratory Tests 

[Carrier] covers x-rays and laboratory tests which are 
Medically Necessary and Appropriate to treat an Illness or 
Injury. But, except as covered under this Policy's Preven• 
tive Care section, [Carrier] does not pay for x-rays and tests 
done as part of routine physical checkups. 
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Prescription Drugs 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription. But [Carrier] only 
covers drugs which are: 

a. approved for treatment of the Covered Person's 
Illness or Injury by the Food and Drug Administra-
tion; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does not cover drugs to treat Mental and Ner-
vous Conditions and Substance Abuse as part of the Pre-
scription Drugs Covered Charge. Drugs for such treatment 
are subject to the Mental and Nervous Conditions and 
Substance Abuse section of this Policy. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

Dental Care and Treatment 

[Carrier] covers: 

a. the diagnosis and treatment of oral tumors and 
cysts; and 

b. the surgical removal of bony impacted teeth. 

[Carrier] also covers treatment of an Injury to natural 
teeth or the jaw, but only if: 
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a. the Injury occurs while the Covered Person is in-
sured 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 Injury. But in no event does [Carrier] cover orthodon-
tic treatment. 

Treatment for Temporomandibular Joint Disorder (TMJ) 

[Carrier] covers charges for the Medically Necessary and 
Appropriate surgical and non-surgical treatment of TMJ in 
a Covered Person. However, [Carrier] does not cover any 
charges for orthodontia, crowns or bridgework. 

Prosthetic Devices 

[Carrier] limits what [Carrier] pays for prosthetic devices. 
Subject to [Carrier] Pre-Approval, [Carrier] covers 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 a Covered Person's body, or be needed due 
to a functional birth defect in a covered Dependent child. 
[Carrier] does not pay for replacements, unless they are 
Medically Necessary and Appropriate. [Carrier] does not 
pay for repairs, wigs, or dental prosthetics or devices. 

Charges for Prosthetic Devices which are not Pre-Ap-
proved by [Carrier] are Non-Covered Charges. 

Mammogram Charges 

[Carrier] covers charges made for mammograms provided 
to a female Covered Person according to the schedule given 
below. Benefits will be paid, subject to all the terms of this 
Policy, and the following limitations: 

[Carrier] will cover charges for: 

a. one baseline mammogram for a female Covered 
Person, ages 35-39 

b. one mammogram, every 2 years, for a female Cov-
ered Person, ages 40-49, or more frequently, if 
recommended by a Practitioner, and 

c. one mammogram, every year, for a female Covered 
Person ages 50 and older. 

The following "Pre-Existing Conditions" and "Continuity 
of Coverage" provisions only apply to Policies issued to 
Employers of at least two but not more than five Employees. 
These provisions also apply to "Late Enrollees" under the 
Policies issued to any Small Employer. However, this 
provision does not apply to Late Enrollees if 10 or more 
Late Enrollees request enrollment during any [30] day 
enrollment period provided for in this Policy. See this 
Policy's EMPLOYEE COVERAGE and DEPENDENT COV-
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ERAGE sections to determine if a Covered Person is a Late 
Enrollee. The "Pre-Existing Conditions" provision does 
not apply to a Dependent who is an adopted child or who is 
a child placed for adoption if the Employee enrolls the 
Dependent and agrees to make the required payments 
within [30] days after the Dependent's Eligibility Date. 

Pre-Existing Conditions 

A Pre-Existing Condition is an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under this Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scribed Drugs, receives other medical care or treat-
ment or had medical care or treatment recom-
mended by a practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

[Carrier) does not pay benefits for charges for Pre-
Existing Conditions until the Covered Person has been 
continuously covered by this Policy for 180 days. 

This limitation does not affect benefits for other unrelat-
ed conditions, or birth defects in a covered Dependent child. 
And [Carrier] waives this limitation for a Covered Person's 
Pre-Existing Condition if the condition was payable under 
another [Carrier] group plan which insured the Covered 
Person right before the Covered Person's coverage under 
this Policy started. The next section shows other excep-
tions. 

Continuity of Coverage 

A new Covered Person may have been covered under a 
previous employer group health benefits plan· prior to en-
rollment in this Policy. When this happens, [Carrier] gives 
credit for the time he or she was covered under the previous 
plan to determine if a condition is Pre-Existing. [Carrier] 
goes back to the date his or her coverage under the previous 
plan started. But the Employee's active Full-Time service 
with the Employer must start within 90 days of the date his 
or her coverage under the previous plan ended. And the 
person must sign and complete his or her enrollment form 
within 30 days of the date the Employee's active Full-Time 
service begins. Any condition arising between the date his 
or her coverage under the previous plan ends and the date 
his or her coverage under this Policy starts is Pre-Existing. 
[ Carrier J does not cover any charges actually incurred be-
fore the person's coverage under this Policy starts. If the 
Employer has included an eligibility waiting period in this 
Policy, an Employee must still meet it, before becoming 
insured. 
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Private Duty Nursing Care 
I 

[Carrier] only covers charges by a Nurse for Medically --.._,J 
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 a Non-Covered Charge. 

Therapy Services 

Therapy Services mean the following services or supplies, 
ordered by a Practitioner and used to treat, or promote 
recovery from, an Injury or Illness: 

[Carrier] covers the Therapy Services listed below. 

a. Chelation Therapy-means the administration of 
drugs or chemicals to remove toxic concentrations 
of metals from the body. 

b. Chemotherapy-the treatment of malignant disease 
by chemical or biological antineoplastic agents. 

c. Dialysis Treatment-the treatment of an acute renal 
failure or a chronic irreversible renal insufficiency 
by removing waste products from the body. This 
includes hemodialysis and peritoneal dialysis. 

d. Radiation Therapy-the treatment of disease by x-
ray, radium, cobalt, or high energy particle sources. 
Radiation therapy includes rental or cost of radio- '-J 
active materials. Diagnostic Services requiring the 
use of radioactive materials are not radiation thera-
py. 

e. Respiration Therapy-the introduction' of dry or 
moist gases into the lungs. 

[Carrier] covers the Therapy Services listed below, subject 
to stated limitations: 

f. Cognitive Rehabilitation Therapy-the retraining of 
the brain to perform intellectual skills which it was 
able to perform prior to disease, trauma, Surgery, 
or previous therapeutic process; or the training of 
the brain to perform intellectual skills it should 
have been able to perform if there were not a 
congenital anomaly. 

g. Speech Therapy-treatment for the correction of a 
speech impairment resulting from Illness, Surgery, 
Injury, congenital anomaly, or previous therapeutic 
processes. 

Coverage for Cognitive Rehabilitation Therapy and 
Speech Therapy, combined, is limited to 30 visits per Calen-
dar Year. 

h. Occupational Therapy-treatment to restore a phys-
ically disabled person's ability to perform the ordi-
nary tasks of daily living. 

\ I 
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i. Physical Therapy-the treatment by physical means 
to relieve pain, restore maximum function, and pre-
vent disability following disease, Injury or loss of 
limb. 

Coverage for Occupational Therapy and Physical Thera-
py, combined, is limited to 30 visits per Calendar Year. 

j. Infusion Therapy-subject to [Carrier] Pre-Approv-
al, the administration of antibiotic, nutrients, or 
other therapeutic agents by direct il).fusion. 
Charges in connection with Infusion Therapy which 
are not Pre-Approved by [Carrier] are Non-Cov-
ered Charges. 

Preventive Care 

[Carrier] covers charges for routine physical examinations 
including related laboratory tests and x-rays. [Carrier] also 
covers charges for immunizations and vaccines, well baby 
care, pap smears, mammography and screening tests. But 
[Carrier] limits what [Carrier] pays each Calendar Year to: 

a. $500 per Covered Person for a Dependent child 
from birth until the end of the Calendar Year in 
which the Dependent child attains age 1, and 

b. $300 per Covered Person for all other Covered 
Persons. 

These changes are not subject to the Cash Deductibles or 
Co-Insurance. 

Therapeutic Manipulation 

[Carrier] limits what [Carrier] covers for therapeutic ma-
nipulation to 30 visits per Calendar Year. And [Carrier] 
covers no more than two modalities per visit. Charges for 
such treatment above these limits are a Non-Covered 
Charge. 

Mental and Nervous Conditions and Substance Abuse 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. 
[Carrier] includes a condition under this section if it mani-
fests symptoms which are primarily mental and nervous, 
regardless of any underlying physical cause. 

A Covered Person may receive treatment as an Inpatient 
in a Hospital or a Substance Abuse Center. He or she may 
also receive treatment as an Outpatient from a Hospital, 
Substance Abuse Center, or any properly licensed or certi-
fied Practitioner, psychologist or social worker. Covered 
charges for the treatment of Mental and Nervous conditions 
and Substance Abuse include charges incurred for Prescrip-
tion Drugs. 

The Covered Person must pay the Co-Insurance shown 
on the Schedule for Covered Charges for such treatment. 
[Carrier] limits what [Carrier] pays each Calendar Year to 
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$5,000.00 for combined Inpatient and Outpatient treatment. 
[Carrier] limits what [Carrier] pays Per Lifetime to 
$25,000.00 combined Inpatient and Outpatient benefit. 

[Carrier] does not pay for Custodial Care, education, or 
training. 

Transplant Benefits 

[Carrier] covers Medically Necessary and Appropriate 
services and supplies for the following types of transplants: 

a. Cornea 
b. Kidney 
C. Lung 
d. Liver 
e. Heart 
f. Pancreas 
g. Allogeneic Bone Marrow 
h. Autologous Bone Marrow and Associated High 

Dose Chemotherapy only for treatment of: 
•Leukemia 
•Lymphoma 
• Neuroblastoma 
• Aplastic Anemia 
• Genetic Disorders 

-SCID 
-WISCOT Alldrich 

• Subject to [Carrier] Pre-Approval, breast cancer, if 
the Covered Person is participating in a National 
Cancer Institute sponsored clinical trial. Charges 
in connecting with such treatment of breast cancer 
which are not Pre-Approved by [Carrier] are Non-
Covered Charges. 

IMPORTANT NOTICE 

[This Policy has utilization review features. Under these 
features, [ABC-Systems, a health care review organization] 
reviews Hospital admissions and Surgery performed outside 
of a Practitioner's office [for Carrier]. These features must 
be complied with if a Covered Person: 

a. is admitted as an Inpatient to a Hospital, or 
b. is advised to enter a Hospital or have Surgery 

performed outside of a Practitioner's office. If a 
Covered Person does not comply with these utiliza-
tion review features, he or she will not be eligible 
for full benefits under this Policy. See the Utiliza-
tion Review Features section for details.] 

[This Policy has alternate treatment features. Under 
these features, [DEF, a Case Coordinator] reviews a Cov-
ered Person's medical needs in clinical situations with the 
potential for catastrophic claims to determine whether alter-
native treatment may be available and appropriate. See the 
Alternate Treatment Features section for details.] 
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[This Policy has centers of excellence features. Under 
these features, a Covered Person may obtain necessary care 
and treatment from Providers with whom [Carrier] has 
entered into agreements. See the Centers of Excellence 
Features section for details.] 

[What [Carrier] pays is subject to all of the terms of this 
Policy. Read this Policy carefully and keep it available 
when consulting a Practitioner. 

If an Employee has any questions after reading this Policy 
he or she should [call The Group Claim Office at the 
number shown on his or her identification card.] 

This Policy is not responsible for medical or other results 
arising directly or indirectly from the Covered Person's 
participation in these Utilization Review Features.] 

[UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not comply with 
this Policy's utilization review features, he or she will not be 
eligible for full benefits under this Policy. 

Compliance with this Policy's utilization review features 
does not guarantee what [Carrier] will pay for Covered 
Charges. What [Carrier] pays is based on: 

a. the Covered Charges actually incurred; 
b. the Covered Person being eligible for coverage 

under this Policy at the time the Covered Charges 
are incurred; and 

c. the Cash Deductible, Co-Payment and Co-Insur-
ance provisions, and all of the other terms of this 
Policy. 

Definitions 

"Hospital admission" means admission of a Covered Per-
son to a Hospital as an Inpatient for Medically Necessary 
and Appropriate care and treatment of an Illness or Injury. 

[Carrier] calls a Hospital admission or Surgery "emergen-
cy" if, after an evaluation of the Covered Person's condition, 
the attending Practitioner determines that failure to make 
the admission or perform the Surgery immediately would 
pose a serious threat to the Covered Person's life or health. 
A Hospital admission or Surgery made or performed for the 
convenience of Practitioners or patients is not an emergen-
cy. 

By "covered professional charges for Surgery" [Carrier] 
means Covered Charges that are made by a Practitioner for 
performing Surgery. Any surgical charge which is not a 
Covered Charge under the terms of this Policy is not 
payable under this Policy. 

"Regular working day" means [Monday through Friday 
from 9 a.m. to 9 p.m. Eastern Time,] not including legal 
holidays. 
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Grievance Procedure 

If a Covered Person is not satisfied with a utilization \""~) 
review decision, the Covered Person or the Covered Per-
son's Practitioner may appeal such decision by calling 
[ABC]. A Nurse reviewer will collect any additional medical 
information required and submit the case to a second [ABC] 
medical review physician. This physician will discuss the 
case with the physician reviewer who made the initial deci-
sion. The second medical review physician will then discuss 
the case with the Covered Person's Practitioner. The Cov-
ered Person's Practitioner is then notified of the appeal's 
recommendation and referred to the [Carrier] for any fur-
ther appeals.] 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply with 
these Hospital stay review features, he or she will not be eligible 
for full benefits under this Policy. 

Notice of Hospital Admission Required 

[Carrier] requires notice of all Hospital admissions. The 
times and manner in which the notice must be given is 
described below. When a Covered Person does not comply 
with the requirements of this section [Carrier] reduces what 
it pays for covered Hospital charges as a peqalty. 

Pre-Hospital Review 

All non-emergency Hospital admissions must be reviewed 
by [ ABC] before they occur. The Covered Person or the 
Covered Person's Practitioner must notify [ ABC] and re-
quest a pre-hospital review. [ABC] must receive the notice 
and request as soon as possible before the admission is 
scheduled to occur. For a maternity admission, a Covered 
Person or his or her Practitioner must notify [ABC] and 
request a pre-hospital review at least [60 days] before the 
expected date of delivery, or as soon as reasonably possible. 

When [ ABC] receives the notice and request, [they] eval-
uate: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives, like 

home health care or other out-patient care. 

[ABC] notifies the Covered Person's Practitioner, [by 
phone, of the outcome of their review. And [they] confirm 
the outcome of [their] review in writing.) 

If [ABC] authorizes a Hospital admission, the authoriza-
tion is valid for: 

a. the specified Hospital; 
b. the named attending Practitioner; and 
c. the authorized length of stay. 
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The' authorization becomes invalid and the Covered Per-
son's admission must be reviewed by [ABC] again if: 

a. he or she enters a Facility other than the specified 
Facility; 

b. he or she changes attending Practitioners; or 
c. more than [ 60 days] elapse between the time he or 

she obtains authorization and the time he or she 
enters the Hospital, except in the case of a materni-
ty admission. 

Emergency Admission 

[ABC) must be notified of all emergency admission by 
phone. This must be done by the Covered Person or the 
Covered Person's Practitioner no later than the end of the 
next regular working day, or as soon as possible after the 
admission occurs. 

When [ABC) is notified [by phone,] they require the 
following information: 

a. the Covered Person's name, social security number 
and date of birth; 

b. the Covered Person group plan number; 
c. the reason for the admission; 
d. the name and location of the Hospital; 
e. when the admission occurred; and 
f. the name of the Covered Person's Practitioner. 

Continued Stay Review 

The Covered Person, or his or her Practitioner, must 
request a continued stay review for any emergency admis-
sion. This must be done at the time [ABC) is notified of 
such admission. 

The Covered Person, or his or her Practitioner, must also 
initiate a continued stay review whenever it is Medically 
Necessary and Appropriate to change the authorized length 
of a Hospital stay. This must be done before the end of the 
previously authorized length of stay. 

[ABC] also has the right to initiate a continued stay 
review of any Hospital admission. And [ABC] may contact 
the Covered Person's Practitioner or Hospital by phone or 
in writing. 

In case of an emergency admission, the continued stay 
review evaluates: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 

a. the Medical Necessity and Appropriateness of ex-
tending the authorized length of stay; and 
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b. the appropriateness of health care alternatives. 

[ABC) notifies the Covered Person's Practitioner [by 
phone, of the outcome of the review. And [ABC) confirms 
the outcome of the review in writing.] The notice always 
includes any newly authorized length of stay. 

Penalties for Non-Compliance 

In the case of a non-emergency Hospital admission, as a 
penalty for non-compliance, [[Carrier] reduces what it pays 
for covered Hospital charges, by 50%] if: 

a. the Covered Person does not request a pre-hospital 
review; or 

b. the Covered Person does not request a pre-hospital 
review as soon as reasonably possible before the 
Hospital admission is scheduled to occur; or 

c. [ABC's] authorization becomes invalid and the Cov-
ered Person does not obtain a new one; or 

d. [ABC) does not authorize the Hospital admission. 

In the case of an emergency admission, as a penalty for 
non-compliance, [[Carrier] reduces what it pays for covered 
Hospital charges by 50%], if: 

a. [ABC) is not notified of the admission at the times 
and in the manner described above; 

b. the Covered Person does not request a continued 
stay review; or 

c. the Covered Person does not receive authorization 
for such continued stay. 

The penalty applies to covered Hospital charges incurred 
after the applicable time limit allowed for giving notice 
ends. 

For any Hospital admission, if a Covered Person stays in 
the Hospital longer than [ABC] authorizes, [Carrier] re-
duces what it pays for covered Hospital charges incurred 
after the authorized length of stay ends by 50% as a penalty 
for non-compliance. 

Penalties cannot be used to meet this Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[REQUIRED PRE-SURGICAL REVIEW 

Important Notice: If a Covered Person does not comply with 
these pre-surgical review features, he or she will not be eligible 
for full benefits under this Policy. 

[Carrier] requires a Covered Person to get a pre-surgical 
review for any non-emergency procedure performed outside 
of a Practitioner's office. When a Covered Person does not 
comply with the requirements of this section [Carrier] re-
duces what it pays for covered professional charges for 
Surgery, as a penalty. 
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The Covered Person or his or her Practitioner, must 
request a pre-surgical review from [ABC). (ABC) must 
receive the request at least 24 hours before the Surgery is 
scheduled to occur. If the Surgery is being done in a 
Hospital, on an Inpatient basis, the pre-surgical review 
request should be made at the same time as the request for 
a pre-hospital review. 

When [ABC) receives the request, they evaluate the 
Medical Necessity and Appropriateness of the Surgery and 
they either: 

a. approve the proposed Surgery, or 
b. require a second surgical opinion regarding the 

need for the Surgery. 

(ABC) notifies the Covered Person's Practitioner, [by 
phone, of the outcome of the review. [ABC) also confirms 
the outcome of the review in writing.] 

Required Second Surgical Opinion 

If [ABC's] review does not confirm the Medical Necessity 
and Appropriateness of the Surgery, the Covered Person 
must obtain a second surgical opinion in order to get full 
benefits under this Policy. If the second opinion does not 
confirm the medical necessity of the Surgery, the Covered 

. Person may obtain a third opinion, although he or she is not 
required to do so. 

[[ ABC) will give the Covered Person a list of Practitioners 
in his or her area who will give a second opinion.] The 
Covered Person may get the second opinion from [ a Practi-
tioner on the list, or from] a Practitioner of his or her own 
choosing, if the Practitioner: 

a. is board certified and qualified, by reason of his or 
her specialty, to give an opinion on the proposed 
Surgery; 

b. is not a business associate of the Covered Person's 
Practitioner; and 

c. does not perform the Surgery if it is needed. 

[[ABC) gives second opinion forms to the Covered Per-
son. The Practitioner he or she chooses fills them out, and 
then returns them to [ABC).] 

[Carrier] covers charges for additional surgical opinions, 
including charges for related x-ray and tests. But what 
(Carrier] pays is based on all the terms of this Policy, except, 
these charges are not subject to the Cash Deductible or Co-
insurance. 

Pre-Hospital Review 

If the proposed Surgery is to be done on an Inpatient 
basis, the Required Pre-Hospital Review section must be 
complied with. See the Required Pre-Hospital Review sec-
tion for details. 
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Penalties for Non-Compliance 

As a penalty for non-compliance, ([Carrier] reduces what 
it pays for covered professional charges, for Surgery by 50%] 
if: 

a. the Covered Person does not request a pre-surgical 
review; or 

b. [ ABC) is not given at least 24 hours to review and 
evaluate the proposed Surgery; or 

c. [ ABC) requires additional surgical opinions and the 
Covered Person does not get those opinions before 
the Surgery is done; 

d. [ABC) does not confirm the need for Surgery. 

Penalties cannot be used to meet this Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[ALTERNATE TREATMENT FEATURES 

Important Notice: No Covered Person is required, in any way, 
to accept an Alternate Treatment Pl,an recommended by 
[DEF]. 

Definitions 

"Alternate Treatment" means those services and supplies 
which meet both of the following tests: 

a. They are determined, in advance, by [DEF] to be 
Medically Necessary and Appropriate and cost ef-
fective in meeting the long term or intensive care 
needs of a Covered Person in connection with a 
Catastrophic Illness or Injury. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under this 
Policy. 

"Catastrophic Illness or Injury" means one of the follow-
ing: 

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 
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 
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m. any other Illness or Injury determined by [DEF] or 
[Carrier] to be catastrophic. 

Alternate Treatment Plan 

[DEF] 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, [DEF] will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by [DEF] through discussion and agree-
ment with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. [Carrier]. 

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: 
• [DEF] 
• attending Practitioner; 
• Covered Person; 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If [Carrier], [DEF], the attending Practitioner, and the 
Covered Person agree [in writing,] on an Alternate Treat-
ment Plan, the services and supplies required in connection 
with such Alternate Treatment Plan will be considered as 
Covered Charges under the terms of this 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. 

Exclusion 

Alternate Treatment does not include services and sup-
plies that [Carrier] determines to be Experimental or Inves-
tigational.] 

[CENTERS OF EXCELLENCE FEATURES 

Important Notice: No Covered Person is required, in any way, 
to receive medical care and treatment at a Center of Excel-
lence. 
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Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with [Carrier] 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 Pf?rson 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 this 
Policy. However, the Utilization Review Features will not 
apply.]] 

EXCLUSIONS 

Payment will not be made for any charges incurred for or 
in connection with: 

Care or treatment by means of acupuncture except when 
used as a substitute for other forms of anesthesia. 

Services for ambulance for transportation from a Hospital 
or other health care Facility, unless the Covered Person is 
being transferred to another Inpatient health care Facility. 

Blood or bwod plasma which is replaced by or for a 
Covered Person. 

Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to cosmetic surgery, except as 
otherwise stated in this Policy, unless it is required as a 
result of an Illness or Injury sustained while covered under 
this Policy or to correct a functional defect resulting from a 
congenital abnormality or developmental anomaly; compli-
cations of cosmetic surgery; drugs prescribed for cosmetic 
purposes. 

Services related to custodial or domiciliary care. 
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Dental care or treatment, including appliances, except as 
otherwise stated in this Policy. 

Services or supplies, the primary purpose of which is 
educational providing the Covered Person with any of the 
following: training in the activities of daily living; instruc-
tion in scholastic skills such as reading and writing; prepara-
tion for an occupation; or treatment for learning disabili-
ties. 

Experimental or Investigational treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 

a. exams to determine the need for ( or changes of) 
eyeglasses or lenses of any type; 

b. eyeglasses or lenses of any type except initial re-
placements for loss of the natural lens; or 

c. eye surgery such as radial keratotomy, when the 
primary purpose is to correct myopia (nearsighted-
ness), hyperopia (farsightedness) or astigmatism 
(blurring). · 

Services or supplies provided by one of the following 
members of the Employee's family: spouse, child, parent, 
in-law, brother, sister or grandparent. 

Care and/or treatment to enhance fertility using artificial 
and surgical drugs and procedures, including, but not limited 
to, in vitro fertilization, in vivo fertilization or gamete-
intrafallopian-transfer (GIFT); surrogate motherhood. 

Services or supplies related to Hearing aids and hearing 
exams to determine the need for hearing aids or the need to 
adjust them. 

Services or supplies related to Herbal medicine. 

Care or treatment by means of high dose chemotherapy, 
except as otherwise stated in this Policy. 

Services or supplies related to Hypnotism. 

Services or supplies because the Covered Person engaged, 
or tried to engage, in an illegal occupation or committed or 
tried to commit a felony. 

Illness or Injury, including a condition which is the result 
of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits 
provided under workers' compensation, employer's liability, 
occupational disease or similar law. 

Local anesthesia charges billed separately if such charges 
are included in the fee for the Surgery. 
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Membership costs for health clubs, weight loss clinics and 
similar programs. 

Services and supplies related to Marriage, career or finan-
cial counseling, sex therapy or f amity therapy, nutritional coun-
seling and related services. 

Supplies related to Methadone maintenance. 

Any charge identified as a Non-Covered Charge or which 
are specifically limited or excluded elsewhere in this Policy, 
or which are not Medically Necessary and Appropriate. 

Non-prescription drugs or supplies, except insulin needles 
and syringes. 

Services provided by a licensed pastoral counselor in the 
course of his or her normal duties as a religious. 

Personal convenience or comfort items including, but not 
limited to, such items as TV's, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas, 
hot tubs. 

Services or supplies that are not furnished by an eligible 
Provider. 

i "->I 

Services related to Private-Duty Nursing care, except as 
provided under the Home Health Care section of this 
Policy. 

The amount of any charge which is greater than a Reason-
able and Customary Charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a Covered Person in any 
Facility for any period of time during which he or she was 
not physically present overnight in the Facility. 

Except as stated in the Preventive Care section, Routine 
examinations or preventive care, including related x-rays and 
laboratory tests, except where a specific Illness or Injury is 
revealed or where a definite symptomatic condition is pres-
ent; pre-marital or similar examinations or tests not re-
quired to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofeedback, patient-
controlled analgesia on an Outpatient basis, related diagnos-
tic testing, self-care and self-help training. 

Services provided by a social worker, except as otherwise 
stated in this Policy. 

Services or supplies: 
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a. eligible for payment under either federal or state 
programs ( except Medicaid). This provision ap-
plies whether or not the Covered Person asserts his 
or her rights to obtain this coverage or payment for 
these services; 

b. for which a charge is not usually made, such as a 
Practitioner treating a professional or business as-
sociate, or services at a public health fair; 

c. for which a Covered Person would not have been 
charged if he or she did not have health care 
coverage; 

d. provided by or in a government Hospital unless the 
services are for treatment: 

• of a non-service Medical Emergency; or 
• by a Veterans' Administration Hospital of a non-

service related Illness or Injury. 

Smoking cessation aids of all kinds and the services of 
stop-smoking providers. 

Stand-by services required by a Provider. 

Sterilization reversal-services and supplies rendered for 
reversal of sterilization. 

Surgery, sex hormones, and related medical, psychological 
and psychiatric services to change a Covered Person's sex; 
services and supplies arising from complications of sex 
transformation. 

Telephone consultations. 

Transplants, except as otherwise listed in this Policy. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared 
or undeclared; police actions; services in the armed forces 
or units auxiliary thereto; or riots or insurrection. 

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 if 
such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUING RIGHTS SEC-
TIONS 

As used in this section, COBRA means the Consolidated 
Omnibus Budget Reconciliation Act of 1985 as enacted, and 
later amended. 
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A Covered Person may be eligible to continue his or her 
group health benefits under this Policy's COBRA CONTIN-
UATION RIGHTS (CCR) section and under other continu-
ation sections of this Policy at the same time. 

Continuation Under CCR and NEW JERSEY GROUP 
CONTINUATION RIGHTS (NJGCR): If a Covered Person 
is eligible to continue his or her group health benefits under 
both this Policy's CCR and NJGCR sections, he or she may 
elect to continue under CCR, but cannot continue under 
NJGCR. 

Continuation Under CCR and any other continuation 
section of this Policy: 

If a Covered Person elects to continue his or her group 
health benefits under both this Policy's CCR and any other 
continuation sections, the continuations: 

a. start at the same time; 
b. run concurrently; and 
c. end independently on their own terms. 

While covered under more than one continuation section, 
the Covered Person: 

a. will not be entitled to duplicate benefits; and 
b. will not be subject to the premium requirements of 

more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION 
RIGHTS 

The following COBRA CONTINUATION RIGHTS sec-
tion may not apply to the Employer's Policy. The Employee 
must contact his or her Employer to find out if: 

a. the Employer is subject to the COBRA CONTINU-
ATION RIGHTS section, in which case; 

b. the section applies to the Employee. 

COBRA CONTINUATION RIGHTS 

Important Notice 

Under this section, "qualified continuee" means any per-
son who, on the day before any event which would qualify 
him or her for continuation under this section, is covered 
for group health benefits under this Policy as: 

a. an active, covered Employee; 
b. the spouse of an active, covered Employee; or 
c. the Dependent child of an active, covered Employ-

ee. Any person who becomes covered under this 
Policy during a continuation provided by this sec-
tion is not qualified continuee. 

If An Employee's Group Health Benefits Ends 

If an Employee's group health benefits end due to his or 
her termination of employment or reduction of work hours, 
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he or she may elect to continue such benefits for up to 18 
months, if: 

a. he or she was not terminated due to gross miscon-
duct; and 

b. he or she is not entitled to Medicare. 

The continuation: 

a. may cover the Employee and any other qualified 
continuee; and 

b. is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 

If a qualified continuee is determined to be disabled 
under Title II or Title XVI of the United States Social 
Security Act on the date his or her group health benefits 
would otherwise end due to the Employee's termination of 
employment or reduction of work hours, he or she may elect 
to extend his or her 18 month continuation period above for 
up to an extra 11 months. 

To elect the extra 11 months of continuation, the quali-
fied continuee must give the Employer written proof of 
Social Security's determination of his or her disability before 
the earlier of: 

a. the end of the 18 month continuation period; and 
b. 60 days after the date the qualified continuee is 

determined to be disabled. 

If, during this extra 11 month continuation period, the 
qualified continuee is determined to be no longer disabled 
under the Social Security Act, he or she must notify the 
Employer within 30 days of such determination, and contin-
uation will end, as explained in the When Continuation 
Ends section. 

An additional 50% of the total premium charge also may 
be required from the qualified continuee by the Employer 
during this extra 11 month continuation period. 

If An Employee Dies While Insured 

If an Employee dies while insured, any qualified conti-
nuee whose group health benefits would otherwise end may 
elect to continue such benefits. The continuation can last 
for up to 36 months, subject to the When Continuation 
Ends section. 

If An Employee's Marriage Ends 

If an Employee's marriage ends due to legal divorce or 
legal separation, any qualified continuee whose group health 
benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 

If A Dependent Loses Eligibility 

DEPT. OF INSURANCE 

If a Dependent child's group health benefits end due to 
his or her loss of dependent eligibility as defined in this 
Policy, other than the Employee's coverage ending, he or 
she may elect to continue such benefits. However, such 
Dependent child must be a qualified continuee. The con-
tinuation can last for up to 36 months, subject to When 
Continuation Ends. 

Concurrent Continuations 

If a Dependent elects to continue his or her group health 
benefits due to the Employee's termination of employment 
or reduction of work hours, the Dependent may elect to 

· extend his or her 18 month continuation period to up to 36 
months, if during the 18 month continuation period, either: 

a. the Dependent becomes eligible for 36 months of 
group health benefits due to any of the reasons 
stated above; or 

b. the Employee becomes entitled to Medicare. 

The 36 month continuation period starts on the date the 
18 month continuation period started, and the two continua-
tion periods will be deemed to have run concurrently. 

The Qualified Continuee's Responsibilities 

A person eligible for continuation under this section must 
notify the Employer, in writing, of: 

a. the legal divorce or legal separation of the Employ-
ee from his or her spouse; or 

b. the loss of dependent eligibility, as defined in this 
Policy, of an insured Dependent child. 

Such notice must be given to the Employer within 60 days 
of either of these events. 

The Employer's Responsibilities 

The Employer must notify the qualified continuee, in 
writing, of: 

a. his right to continue this Policy's group health 
benefits; 

b. the monthly premium he or she must pay to contin-
ue such benefits; and 

c. the times and manner in which such monthly pay-
ments must be made. 

Such written notice must be given to the qualified conti-
nuee within 14 days of: 

a. the date a qualified continuee's group health bene-
fits would otherwise end due to the Employee's 
death or the Employee's termination of employ-
ment or reduction of work hours; or 
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b. the date a qualified continuee notifies the Empk1y-
er, in writing, of the Employee's legal divorce or 
legal separation from his or her spouse, or the loss 
of dependent eligibility of an insured Dependent 
child. 

The Employer's Liability 

The Employer will be liable for the qualified continuee's 
continued group health benefits to the same extent as, and 
in place of, [Carrier], if: 

a. the Employer fails to remit a qualified continuee's 
timely premium payment to [Carrier] on time, 
thereby causing the qualified continuee's continued 
group health benefits to end; or 

b. the Employer fails to notify the qualified continuee 
of his or her continuation rights, as described 
above. 

Election of Continuation 

To continue his or her group health benefits, the qualified 
continuee must give the Employer written notice that he or 
she elects to continue. This must be done within 60 days of 
the date a qualified continuee receives notice of his or her 
continuation rights from the Employer as described above. 
And the qualified continuee must pay the first month's 
premium in a timely manner. 

The subsequent premiums must be paid to the Employer, 
by the qualified continuee, in advance, at the times and in 
the manner specified by the Employer. No further notice 
of when premiums are due will be given. 

The monthly premium will be the total rate which would 
have been charged for the group health benefits had the 
qualified continuee stayed insured under this Policy on a 
regular basis. It includes any amount that would have been 
paid by the Employer. Except as explained in the Extra 
Continuation for Disabled Qualified Continuees section, an 
additional charge of two percent of the total premium 
charge may also be required by the Employer. 

If the qualified continuee fails to give the Employer 
notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his 
or her continuation rights. 

Grace in Payment of Premiums 

A qualified continuee's premium payment is timely if, 
with respect to the first payment after the qualified conti-
nuee elects to continue, such payment is made no later than 
45 days after such election. In all other cases, such premi-
um payment is timely if it is made within 31 days of the 
specified date. 

When Continuation Ends 

11:21 App. 

A qualified continuee's continued group health benefits 
end on the first of the following: 

a. with respect to continuation upon the Employee's 
termination of employment or reduction of work 
hours, the end of the 18 month period which starts 
on the date the group health benefits would other-
wise end; 

b. . with respect to a disabled qualified continuee who 
has elected an additional 11 months of continua-
tion, the earlier of: 

• the end of the 29 month period which starts on the 
date the group health benefits would otherwise 
end; or 

• the first day of the month which coincides with or 
next follows the date which is 30 days after the 
date on which a final determination is made that a 
disabled qualified continuee is no longer disabled 
under Title II or Title XVI of the United States 
Social Security Act. 

c. · with respect to continuation upon the Employee's 
death, the Employee's legal divorce or legal separa-
tion, or the end of an insured Dependent's eligibili-
ty, the end of the 36 month period which starts on 
the date the group health benefits would otherwise 
end; 

d. with respect to a Dependent whose continuation is 
extended due to the Employee's entitlement to 
Medicare, the end of the 36 month period which 
starts on the date the group health benefits would 
otherwise end; 

e. the date this Policy ends; 
f. the end of the period for which the last premium 

payment is made; 
g. the date he or she becomes covered under any 

other group health plan which contains no limita-
tion or exclusion with respect to any Pre-Existing 
Condition of the qualified continuee; 

h. the date he or she becomes entitled to Medicare. 

A divorced spouse whose continued health benefits end as 
described above may elect to convert some of these benefits 
to an individual insurance policy. Read this policy's Con-
version Rights for Divorced Spouses section for details. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If An Employee's Group Benefits End 

If an Employee's health coverage ends due to termination 
of employment for a reason other than for cause, or reduc-
tion of work hours to below 25 hours per week, he or she 
may elect to continue such benefits for up to 12 months, 
subject to the When Continuation Ends section. At the 
Employee's option, he or she may elect to continue health 
coverage for any of his or her then insured Dependents 
whose coverage would otherwise end at this time. In order 
to continue health coverage for his or her Dependents, the 
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Employee must elect to continue health coverage for him-
self or herself. 

What The Employee Must Do 

To continue his or her health coverage, the Employee 
must send a written request to the Employer within 30 days 
of the date of termination of employment or reduction of 
work hours. The Employee must also pay the first month's 
premium. The first premium payment must be made within 
30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer, 
by the Employee, in advance, at the times and in the 
manner [Carrier] specifies. 

The monthly premium will be the total rate which would 
have been charged for the small group benefits had the 
Employee stayed insured under this Policy on a regular 
basis. It includes any amount that the Employer would 
have paid. And an additional charge of 2% of the total 
premium may be charged for the continued coverage. 

If an Employee fails to give the Employer notice that he 
or she elects to continue, or fails to make any premium 
payment in a timely manner, he or she waives his or her 
continuation rights. All premium payments, except the first, 
will be considered timely if they are made within 31 days of 
the specified due dates. 

The Continued Coverage 

The Employee's continued coverage will be identical to 
the coverage he or she had when covered under this Policy 
on a regular basis. Any modifications made under this 
Policy will apply to similarly situated continuees. [Carrier] 
does not ask for proof of insurability in order for an 
Employee to continue. 

When Continuation Ends 

A Covered Person's continued health coverage ends on 
the first of the following: 

a. the date which is 12 months from the date the small 
group benefits would otherwise end; 

b. the date the Covered Person becomes eligible for 
Medicare; 

c. the end of the· period for which the last premium 
payment is made; 

d. the date the Covered Person becomes covered 
under another group health benefits plan which 
contains no limitation or exclusion with respect to 
any Pre-Existing Condition of the Covered Person; 

e. with respect to a Covered Person who becomes 
covered under another group health benefits plan 
which contains a limitation or exclusion with re-
spect to a Pre-Existing Condition of the Covered 
Person, the date such limitation or exclusion ends; 
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f. the date the Employer no longer provides any 
health benefits plan for any of the Employer's Em-
ployees or their eligible Dependents; or ,...) 

g. with respect to a Dependent, the date he or she is 
no longer an eligible Dependent as defined in this 
Policy. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CON-
TINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 

An Employee who is Totally Disabled and whose group 
health benefits end because his or her active employment or 
membership in an eligible class ends due to that disability, 
can elect to continue his or her group health benefits. But 
he or she must have been insured by this Policy for at least 
three months immediately prior to the date his or her group 
health benefits ends. The continuation can cover the Em-
ployee, and at his or her option, his or her then insured 
Dependents. 

How And When To Continue Coverage 

To continue group health benefits, the Employee must 
give the Employer written notice that he or she elects to 
continue such benefits. And he or she must pay the first 
month's premium. This must be done within 31 days of the 
date his or her coverage under this Policy would otherwise 
end. 

Subsequent premiums must be paid to the Employer 
monthly, in advance, at the times and in the manner speci-
fied by the Employer. The monthly premium the Employee 
must pay will be the total rate charged for an active Full-
Time Employee, insured under this Policy on a regular 
basis, on the date each payment is due. It includes any 
amount which would have been paid by the Employer. 

[Carrier] will consider the Employee's failure to give 
notice or to pay any required premium as a waiver of the 
Employee's continuation rights. 

If the Employer fails, after the timely receipt of the 
Employee's payment, to pay [Carrier] on behalf of such 
Employee, thereby causing the Employee's coverage to end; 
then such Employer will be liable for the Employee's bene-
fits, to the same extent as, and in place of, [Carrier]. 

When This Continuation Ends 

These continued group health benefits end on the first of 
the following: 

a. the end of the period for which the last payment is 
made, if the Employee stops paying; 

b. the date the Covered Person becomes employed 
and eligible or covered for similar benefits by an-
other group plan, whether it be an insured or 
uninsured plan; 
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c. the date this Policy ends or is amended to end for 
the class of Employees to which the Employee 
belonged; or 

d. with respect to a Dependent, the date he or she 
stops being an eligible Dependent as defined in this 
Policy. 

AN EMPWYEE'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS DURING A FAMILY LEAVE OF 
ABSENCE 

Important Notice 

This section may not apply to an Employer's Policy. The 
Employee must contact his or her Employer to find out if: 

• the Employer must allow for a leave of absence under 
Federal law in which case; 

• the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 

Group health coverage may end for an Employee because 
he or she ceases Full-Time work due to an approved leave 
of absence. Such leave of absence must have been granted 
to allow the Employee to care for a sick family member or 
after the birth or adoption of a child. If so, his or her 
group health benefits insurance will be continued. Depen-
dents' insurance may also be continued. The Employee will 
be required to pay the same share of premium as before the 
leave of absence. 

When Continuation Ends 

Insurance may continue until the earliest of: 

a. the date the Employee returns to Full-time work; 
b. the end of a total leave period of 12 weeks in any 

12 month period; 
c. the date on which the Employee's coverage would 

have ended had the Employee not been on leave; 
or 

d. the end of the period for which the premium has 
been paid. 

A DEPENDENT'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS 

If an Employee dies, any of his or her Dependents who 
were insured under this Policy may elect to continue cover-
age. Subject to the payment of the required premium, 
coverage may be continued until the earlier of: 

a. 180 days following the date of the Employee's 
death; or 

b. the date the Dependent is no longer eligible under 
the terms of this Policy. 

CONVERSION RIGHTS FOR DIVORCED SPOUSES 
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IF AN EMPLOYEE'S MARRIAGE ENDS 

If an Employee's marriage ends by legal divorce or annul-
ment, the group health benefits for his or her former spouse 
ends. The former spouse may convert to an individual 
major medical policy during the conversion period. The 
former spouse may insure under his or her individual policy 
any of his or her Dependent children who were insured 
under this Policy on the date the group health benefits ends. 
See exceptions below. 

Exceptions 

No former spouse may use this conversion right: 

a. if he or she is eligible for Medicare; or 
b. if it would cause him or her to be overinsured. 

This may happen if the spouse is covered or eligible for 
coverage providing similar benefits provided by any other 
plan, insured or not insured. [Carrier] will determine if 
overinsurance exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the date 
group health benefits ends. The former spouse must apply 
for the individual policy in writing and pay the first premium 
for such policy during the conversion period. Evidence of 
insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the major medical 
benefits that [Carrier] is required to offer in the state where 
the Employer is located. 

The individual policy will take effect on the day after 
group health benefits under this Policy ends. 

After group health benefits under this Policy ends, the 
former spouse and any children covered under the individu-
al policy may still be paid benefits under this Policy. If so, 
benefits to be paid under the individual policy will be 
reduced by the amount paid under this Policy. 

EFFECT OF INTERACTION WITH A HEALTH MAINTE-
NANCE ORGANIZATION PLAN 

HEALTH MAINTENANCE ORGANIZATION 
("HMO") means a prepaid alternative health care delivery 
system. 

A Policyholder may offer its Employees HMO member-
. ship in lieu of the group health benefits insurance provided 

by this Policy. If the Employer does, the following provi-
sions apply. 

IF AN INSURED EMPLOYEE ELECTS HMO MEMBER-
SHIP 
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Date Group Health Benefits Insurance Ends 

Insurance for an Employee and his or her Dependents 
will end on the date the Employee becomes an HMO 
member. 

Benefits After Group Health Benefits Insurance Ends 

When an Employee becomes an HMO member, the 
Extended Health Benefits section of this Policy will not 
apply to him or her and his or her Dependents. 

Exception: 

IF: on the date membership takes effect, the HMO does 
not provide benefits due to: 

• an HMO waiting period 
• an HMO Pre-Existing Conditions limit, or 
• a confinement in a Hospital not affiliated with the 

HMO 

AND the HMO provides benefits for total disability when 
membership ends 

THEN group health benefits will be paid until the first of 
the following occurs: 

• 90 days expire from the date membership takes effect 
• the HMO's waiting period ends 
• the HMO's Pre-Existing Conditions limit expires, or 
• hospitalization ends. 

IF AN HMO MEMBER ELECTS GROUP HEALTH BENE-
FITS INSURANCE PROVIDED BY THIS POLICY 

Date Transfer To Such Insurance Takes Effect 

Each Employee who is an HMO member may transfer to 
such insurance by written request. If he or she elects to do 
so, any Dependents who are HMO members must also be 
included in such request. The date such persons are to be 
insured depends on when and why the transfer request is 
made. 

request made during an open enrollment period 

[Carrier] and the Policyholder will agree when this period 
will be. If an Employee requests insurance during this 
period, he or she and his or her Dependents will be insured 
on the date such period ends. 

request made because: 

• an HMO ends its operations 

DEPT. OF INSURANCE 

If an Employee requests insurance because membership 
ends for these reasons, the date he or she and his or her 
Dependents are to be insured depends on the date the 
request is made. 

If it is made: 

• on or before the date membership ends, they will be 
insured on the date such membership ends 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
the Employee and his or her Dependents will be Late 
Enrollees. 

request made because an HMO becomes insolvent 

If an Employee requests insurance because membership 
ends for this reason, the date he or she and his or her 
Dependents are to be insured depends on the date the 
request is made. 

If it is made: 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
the Employee and his or her Dependents will be Late 
Enrollees. 

request made at any other time 

An Employee may request insurance at any time other 
than that described above. In this case, he or she and his or 
her Dependents will be Late Enrollees. 

Other Provisions Affected By A Transfer 

If a person makes a transfer, the following provisions, if 
required by this Policy for such insurance, will not apply on 
the transfer date: 

• an Actively at Work requirement 
• non-confinement, or similar requirement 
• a waiting period, or 
• Pre-Existing Conditions provisions. 

Charges not covered 

Charges incurred before a person becomes insured will be 
considered Non-Covered Charges .. 

Maximum benefit 

The total amount of benefits to be paid for each person 
will be the maximum benefit specified in this policy, regard-
less of any interruption in such person's insurance under this 
Policy. 

• Employee moves outside the HMO service -area Right to change premium rates 
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[Carrier] has the right to change premium rates when, in 
its opinion, its liability under this Policy is changed by 
interaction with an HMO plan. 

COORDINATION OF BENEFITS 

Purpose Of This Provision 

A Covered Person may be covered for health benefits by 
more than one plan. For instance, he or she may be 
covered by this Policy as an Employee and by another plan 
as a Dependent of his or her spouse. If he or she is, the 
provision allows [Carrier] to coordinate what [Carrier] pays 
with what another plan pays. [Carrier] does this so the 
Covered Person does not collect more in benefits than he or 
she incurs in charges. 

DEFINITIONS 

"Plan" means any of the following that provide health 
expense benefits or services: 

a. group or blanket insurance plans; 
b. group hospital or surgical plans, or other service or 

prepayment plans on a group basis; 
c. union welfare plans, Employer plan, Employee ben-

efits plans, trusteed labor and management plans, 
or other plans for members of a group; 

d. programs or coverages required by law; or 
e. Medicare or other government programs which 

[Carrier] is allowed to coordinate with by law. 

"Plan" does not include: 

a. Medicaid or any other government program or 
coverage which [Carrier] is not allowed to coordi-
nate with by law; 

b. school accident type coverages written on either a 
blanket, group, or franchise basis; 

c. any group or group-type hospital indemnity bene-
fits; 

d. Supplemental Limited Benefits Insurance; nor 
e. any plan [Carrier] says [Carrier] supplements, as 

named in the Schedule. 

"This plan" means the part of [Carrier's] group plan 
subject to this provision. 

"Member" means the person who receives a certificate or 
other proof of coverage from a plan that covers him or her 
for health expense benefits. 

"Dependent" means a person who is covered by a plan 
for health expense benefits, but not as a member. 

"Allowable expense" means any necessary, reasonable, 
and usual item of expense for health care incurred by a 
member or Dependent under either this plan or any other 
plan. When a plan provides service instead of cash pay-
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ment, [Carrier] views the reasonable cash value of each 
service as an allowable expense and as a benefit paid. 
[Carrier] also views items of expense covered by another 
plan as an allowable expense, whether or not a claim is filed 
under that plan. 

The amount of reduction in benefits resulting from a 
member's or Dependent's failure to comply with provisions 
of a primary plan is not considered an allowable expense if 
such reduction in benefits is less than or equal tc the 
reduction that would have been made under the terms of 
this Plan if this Plan had been primary. Examples of such 
provisions are those related to second surgical opinions, 
precertification of admissions or services, and preferred 
provider arrangements. This does not apply where a 
mary plan is a health maintenance organization (HMO) and 
the member or Dependent elects to have health services 
provide outside the HMO. A primary plan is described 
below. 

"Claim determination period" means a Calendar Year in 
which a member or Dependent is covered by this plan and 
at least one other plan and incurs one or more allowable 
expense under such plans. 

How This Provision Works 

[Carrier] applies provision when a member or Dependent 
is covered by more than one plan. When this happens 
[Carrier] will consider each plan separately when coordinat-
ing payments. 

In order to apply this provision, one of the plans is called 
the primary plan. All other plans are called secondim; 
plans. The primary plan pays first, ignoring all other plans. 
The secondary plans then pay the remaining unpaid allow-
able expenses, but no plan pays more than it would have 
without this provision. 

If a plan has no coordination prov1S1on, it is primary. 
But, during any claim determination period, when this plan 
and at least one other plan have coordination provisions, the 
rules that govern which plan pays first are as follows: 

a. A plan that covers a person as a member pays first; 
the plan that covers a person as a Dependent pays 
second. 

b. A plan that covers a person as an active Employee 
or as a Dependent of such Employee pays first. A 
plan that covers a person as a laid-off or retired 
Employee or as a Dependent of such Employee 
pays second. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then b. win 
not apply. 

c. Except for Dependent children of separated or 
divorce parents, the following governs which plan 

21-141 Supp. 10-16-9:, 



11:21 App. 

pays first when the person is a Dependent of a 
member: 

A plan that covers a Dependent of a member whose 
birthday falls earliest in the Calendar Year pays first. The 
plan that covers a Dependent of a member whose birthday 
falls later in the Calendar Year pays second. The member's 
year of birth is ignored. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then c. will 
not apply and the other plan's coordination provision will 
determine the order of benefits. 

d. For a Dependent child of separated or divorced 
parents, the following governs which plan pays first 
when the person is a Dependent of a member. 

• When a court order makes one parent financially 
responsible for the health care expenses of the 
Dependent child, then that parent's plan pays first. 

• If there is no such court order, then the plan of the 
natural parent with custody pays before the plan of 
the stepparent with custody; and 

• The plan of the stepparent with custody pays 
before the plan of the natural parent without 
custody. 

If rules a, b, c and d do not determine which plan pays 
first, the plan that has covered the person for the longer 
time pays first. 

If, when [Carrier] applies this provision, [Carrier] pay less 
than [Carrier] would otherwise pay, [Carrier] apply only that 
reduced amount against payment limits of this plan. 

[Carrier's] Right To Certain Information 

In order to coordinate benefits, [Carrier] needs certain 
information. An Employee must supply [Carrier] with as 
much of that information as he or she can. But if he or she 
cannot give [Carrier] all the information [Carrier] needs, 
[Carrier] has the right to get this information from any 
source. And if another insurer needs information to apply 
its coordination provision, [Carrier] has the right to give that 
insurer such information. If [Carrier] gives or get informa-
tion under this section [Carrier] cannot be held liable for 
such action. 

When payment that should have been made by this plan 
have been made by another plan, [Carrier] has the right to 
repay that plan. If [Carrier] does so, [Carrier] is no longer 
liable for that amount. And if [Carrier] pays out more than 
[Carrier] should have, [Carrier] has the right to recover the 
excess payment. 

Small Claims Waiver 

DEPT. OF INSURANCE 

[Carrier] does not coordinate payments on claims of less 
than $50.00. But if, during any claim determination period, 
more allowable expenses are incurred that raise the claim 1~ 

above $50.00 [Carrier] will count the entire amount of the · 
claim when [Carrier] coordinates. 

BENEFITS FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a person's benefits 
under this Policy when expenses are incurred as a result of 
an automobile related injury. 

Definitions 

"Automobile Related Injury" means bodily injury sus-
tained by a Covered Person as a result of an accident. 

a. while occupying, entering, leaving or using an auto-
mobile; 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, rea-
sonable and customary item of expense covered at least in 
part as an eligible expense by: 

a. this Policy; 
b. PIP; or 
c. OSAIC. 

"Eligible Expense" means that portion of expense in-
curred for treatment of an Injury which is covered under 
this Policy without application of Cash Deductibles and Co-
Payments, if any or Co-Insurance. 

"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 provid-
ed 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 Policy provides secondary coverage to PIP unless 
health coverage has been elected as primary coverage by or 
for the Covered Person under this Policy. 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 poli-
cy. This Policy may be primary for One Covered Person, 
but not for another if the person has separate automobile 
policies and have made different selections regarding prima-
cy of health coverage. 
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This Policy is secondary to OSAIC, unless the OSAIC 
contains provisions which make it secondary or excess to the 
policyholder's plan. In that case this Policy will be primary. 

If there is a dispute as to which policy is primary, this 
Policy will pay benefits as if it were primary. 

Benefits this Policy will pay if it is primary to PIP or 
OSAIC. 

If this Policy is primary to PIP or OSAIC it will pay 
benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OF BENEFITS sec-
tion of this Policy will apply if: 

• the Covered Person is insured under more than one 
insurance plan; and 

• such insurance plans are primary to automobile insur-
ance coverage. 

Benefits this Policy will pay if it is secondary to PIP or 
OSAIC. 

If this Policy is secondary to PIP or OSAIC the actual 
benefits payable will be the lesser of: 

a. the allowable expenses left uncovered after PIP or 
SAIC has provided coverage after applying Cash 
Deductibles and Co-Payments, or 

b. the benefits that would have been paid if this Policy 
<•· had been primary. 

Medicare 

If this Policy supplements coverage under Medicare it can 
be primary to automobile insurance only to the extent that 
Medicare is primary to automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply 
to the Employer's Policy. 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 Policy will be the secondary health 
plan for Covered Persons who are eligible for Medicare. 

The following provisions explain how this Policy's group 
health benefits interact with the benefits available under 
Medicare as Secondary Payor rules. A Covered Person may 
be eligible for Medicare by reason of age, disability, or End 

11:21 App. 

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 dis-
abled provided by Title XVII of the United States 
Social Security Act, as amended from time to time. 

b. A Covered Person 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 Covered Person 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 Cov-
ered Person's Covered Charge first, ignoring what 
the Covered Person's "secondary" plan pays. A 
"secondary" health plan then pays the remaining 
unpaid allowable expenses. See the Coordination 
of Benefits section for a definition of "allowable 
expense". 

[d. "We" means Carrier] 

MEDICARE ELIGIBILITY BY REASON OF AGE 

Applicability 

This section applies to an Employee or his or her insured 
spouse who is eligible for Medicare by reason of age. 

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

This section does not apply to: 

a. a Covered Person, other than an Employee or 
insured spouse 

b. an Employee or insured spouse who is under age 
65, or 

c. a Covered Person who is eligible for Medicare 
solely on the basis of End Stage Renal Disease. 

When An Employee or Insured Spouse Becomes Eligible 
For Medicare 

When an Employee or insured 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 Policy 
as his or her primary health plan. If he or she does, 
Medicare will be his or her secondary health plan. See the 
When This Policy is Primary section below, for details. 

Option B-The Medicare eligible may choose Medicare 
as his or her primary health plan. If he or she does, group 

21-143 Supp. 10-16-95 

. / 



11:21 App. 

health benefits under this Policy 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, 
[Carrier] will pay benefits as if he or she had chosen Option 
(A). 

When this Policy is primary 

When a Medicare eligible chooses this Policy as his or her 
primary health plan, if he or she incurs a Covered Charge 
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. 

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 Policy. Coverage under this Policy 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 Policy as his or her primary health plan. 

MEDICARE ELIGIBILITY BY REASON OF DISABILITY 

Applicability 

This section applies to a Covered Person who is: 

a. under age 65; 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; or 

b. a Covered Person who is eligible for Medicare 
solely on the basis of End Stage Renal Disease. 

When A Covered Person Becomes Eligible For Medicare 

· When a Covered Person becomes eligible for Medicare by 
reason of disability, Medicare is the primary plan. This 
Policy 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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE 
RENAL DISEASE 

DEPT. OF INSURANCE 

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 of ESRD, for a period of up to 18 
consecutive months, if he or she incurs a charge for the 
treatment of ESRD for which benefits are payable under 
both this Policy and Medicare, this Policy is considered 
primary. This Policy pays first, ignoring Medicare. Medi-
care is considered the secondary plan. 

This 18 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 an 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 18 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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

RIGHT TO RECOVERY-THIRD PARTY LIABILITY 

As used in this section: 

"Covered Person" means an Employee or Dependent, 
including the legal representative of a minor or incompe-
tent, insured by this Policy. 

"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 [Carrier], the 
Employer or the Covered Person. 
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If a Covered Person makes a claim to [Carrier] 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 [Carrier] from any amount of money they 
receive from the third party, or its insurer for an Illness or 
Injury. 

[Carrier] shall require the return of health benefits paid 
for an Illness or 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. 

[Carrier] will only require such payment when the 
amounts received through such settlement, judgment or 
otherwise, are specifically identified as amounts paid for 
health benefits for which [Carrier] has paid benefits. 

The repayment will be equal to the amount of benefits 
paid by [Carrier]. However, the Covered Person may deduct 
the reasonable pro-rata expenses, incurred in effecting the 
third party payment from the repayment to [Carrier]. 

The repayment agreement will be binding upon the Cov-
ered 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. 

[Carrier] will not pay any benefits under this Policy 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 Injury, resulting from the 
negligence, intentional act, or no-fault tort liability of a third 
party. 

STATEMENT OF ERISA RIGHTS 

As a participant, an Employee is entitled to certain rights 
and protection under the Employee Retirement Income 
Security Act of 1974 (ERISA). ERISA provides that all 
plan participants shall be entitled to: 

a. Examine, with charge, all plan documents, including 
insurance contracts, collective bargaining agree-
ments and copies of all documents filed by the plan 
with the U.S. Department of Labor, such as de-
tailed annual reports and plan descriptions. The 
document may be examined at the Plan Adminis-
trator's office and at other specified locations such 
as worksites and union halls. 

b. Obtain copies of all plan documents and other plan 
information upon written request to the Plan Ad-
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ministrator, who may make a reasonable charge for 
the copies, 

c. Receive a summary of the plan's annual financial 
report from the Plan Administrator (if such a re-
port is required). 

In addition to creating rights for plan participants, ERISA 
imposes duties upon the people called "Fiduciaries", who 
are responsible for the operation of the Employee benefits 
plan. They have a duty to operate the plan prudently and 
in the interest of plan participants and beneficiaries. An 
Employer may not fire the Employee or otherwise discrimi-
nate against him or her in any way to prevent him or her 
from obtaining a welfare benefit or exercising his or her 
rights under ERISA. If an Employees' claim for welfare 
benefits is denied in whole or in part, he or she must receive 
a written explanation of the reason for the deniaL The 
Employee has the right to have his or her claim reviewed 
and reconsidered. 

Under ERISA, there are steps an Employee can take to 
enforce the above rights. For instance, the Employee may 
file suit in a federal court if he or she requests materials 
from the plan and does not receive them within 30 days. 
The court may require the Plan Administrator to provide 
the materials and pay the Employee, up to $100.00 a day 
until he or she receives them (unless the materials were not 
sent because of reasons beyond the administrator's control), 
If his or her claim for benefit is denied in whole or in part, 
or ignored, he or she may file suit in a state or federal court, 
If plan fiduciaries misuse the plan's money, or discriminate 
against him or her for asserting his or her rights, he or she 
may seek assistance from the U.S. Department of Labor, or 
file suit in a federal court. If he or she is successful, the 
court may order the person the Employee has sued to pay 
court costs and legal fees. If he or she loses, the court may 
order him or her to pay, for example, if it finds his or her 
claim is frivolous. If the Employee has any question about 
his or her plan, he or she should contact the Plan Adminis-
trator. If he or she has any questions about this statement 
or about his or her rights under ERISA he or she should 
contact the nearest Area Office of the U.S. Labor-Manage-
ment Services Administration, Department of Labor. 

CLAIMS PROCEDURE 

Claim forms and instructions for filing claims may be 
obtained from the Plan Administrator. Completed claim 
forms and any other required material should be returned to 
the Plan Administrator for submission to [Carrier]. 

[Carrier] is the Claims Fiduciary with discretionary au-· 
thority to determine eligibility for benefits and to construe 
the terms of the plan with respect to claims. 

In addition to the basic claim procedure explained in the 
Employee's certificate, [Carrier] will also observe the proce-
dures listed below. All notifications from [Carrier] will be 
in writing. 
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a. If a claim. is wholly or partially denied, the claimant 
will be notified of the decision within 45 days after 
[Carrier] received the claim. 

b. If special circumstances require an extension of 
time for processing the claim, written notice of the 
extension shall be furnished to the claimant prior to 
the termination of the initial 90-day period. In no 
event shall such extension exceed a period of 90 
days from the end of such initial period. The 
extension notice shall indicate the special circum-
stances requiring an extension of time and the date 
by which [Carrier] expects to render the final deci-
sion. 

c. If a claim is denied, [Carrier] will provide the Plan 
Administrator, for delivery to the claimant, a notice 
that will set forth: 

• the specific reason( s) the claim is denied; 
• specific references to the pertinent plan provision 

on which the denial is based; 
• a description of any additional material or informa-

tion needed to make the claim valid, and an expla-
nation of why the material or information is need-
ed; 

• and explanation of the plan's claim review proce-
dure. 

A claimant must file a request review of a denied claim 
within 60 days after receipt of written notification of denial 
of a claim. 

d. [Carrier] will notify the claimant of its decision 
within 60 days of receipt of the request for review. 
If special circumstances require an extension of 
time for processing. [Carrier] will render a deci-
sion as soon as possible, but no later than 120 days 
after receiving the request. [Carrier] will notify the 
claimant about the extension. 

The above procedures are required under the provisions 
of ERISA. 

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). 

EXHIBIT G 

HMO PLAN 

[Carrier] 

SMALL GROUP HEALTH MAINTENANCE ORGANIZA-
TION CONTRACT 

CONTRACT HOLDER: [ABC Company] 

GROUP CONTRACT NUMBER 

DEPT. OF INSURANCE 

[G-12345] 

GOVERNING JURISDICTION 

NEW JERSEY 

EFFECTIVE DATE OF CONTRACT 

[January 1, 1994] 

CONTRACT ANNIVERSARIES: [January 1st of each year, 
beginning in 1995.] 

PREMIUM DUE DATES: [Effective Date, and the first day 
of the month beginning with February, 1994.] 

AFFILIATED COMPANIES: [DEF Company] 

[Carrier], in consideration of the application for this 
Contract and of the payment of premiums as stated herein, 
agrees to arrange [ or provide] services and supplies in 
accordance with and subject to the terms 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] 

TABLE OF CONTENTS 
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VIII. COORDINATION OF BENEFITS AND SER-
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XII. RIGHT OF RECOVERY . . . . . . . . . . . . . . . . . . . . . . 

XIII. EFFECT OF MEDICARE ON THE COVER-
AGE .................................... . 

I. SCHEDULE OF PREMIUM RATES 

[The monthly premium rates, in U.S. dollars, for the coverage 
provided under this Contract are: 
Subscriber Only ..................................... $ 
Subscriber and Spouse ............................... $ 
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Subscriber and Child(ren) ............................ $ 
Subscriber and Family ............................... $ 

(including Subscriber, spouse and one or more eligi~le de-
pendents)] 

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 "Contract Holder Gener-
al Provisions." 

Il. SCHEDULE OF SERVICES 

THE SERVICES OR SUPPLIES COVERED UNDER THIS 
CONTRACT ARE SUBJECT TO ALL COPAYMENTS 
[AND COINSURANCE] AND ARE DETERMINED PER 
CALENDAR YEAR PER MEMBER, UNLESS OTHER-
WISE STATED. MAXIMUMS ONLY APPLY TO THE 
SPECIFIC SERVICES PROVIDED. 

[SERVICES-COPAYMENTS]: 

HOSPITAL SERVICES: 

INPATIENT 
$150 Copayment/day for a maximum of 5 days/admis-
sion. Maximum Copayment $1,500/Calendar Year. 
Unlimited days. 

OUTPATIENT 
$15 Copayment/visit 

...-· DOCTOR SERVICES RECEIVED AT A HOSPITAL: 

INPATIENT 
None 

OUTPATIENT 
$15 Copayment/visit; no Copayment if any other 
Copayment applies. 

EMERGENCY ROOM 

$50 Copayment/visit/Member (credited toward Inpa-
tient Admission if Admission occurs within 24 hours 
as a result of the same or related Illness or Injury for 
which the person visited the Emergency Room) 

OUTPATIENT SURGERY 

$15 Copayment/visit. 

HOME HEALTH CARE 

Unlimited days, if preapproved. 

HOSPICE SERVICES 

Unlimited days, if preapproved. 

MATERNITY (PRE-NATAL CARE) 

$25 Copayment for initial visit only. 
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MENTAL NERVOUS CONDITIONS AND SUBSTANCE 
ABUSE: 

OUTPATIENT 
$15 Copayment/visit; maximum 20 visits/Calendar 
Year. 

INPATIENT 
$150 Copayment/day for a maximum of 5 days per 
admission. Maximum Copayment $1,500/Calendar 
Year. 
Maximum of 30 days inpatient care/Calendar Year. 
One Inpatient day may be exchanged for two Outpa-
tient 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. 

REHABILITATION SERVICES 

Subject to the Inpatient Hospital Services Copayment 
above. The Copayment does not apply if Admission 
is immediately preceded by a Hospital Inpatient Stay. 

SECOND SURGICAL OPINION 

$15 Copayment/visit. 

SPECIALIST SERVICES 

$15 Copayment/visit. 

SKILLED NURSING CENTER 

Unlimited days, if preapproved. 

THERAPY SERVICES 

$15 Copayment/visit. 

DIAGNOSTIC SERVICES (OUTPATIENT) 

$15 Copayment/visit. 

NOTE: NO SERVICES OR SUPPLIES WILL BE PRO-
VIDED IF A MEMBER FAILS TO OBTAIN PRE-AUTHO-
RIZATION OF CARE THROUGH HIS OR HER PRI-
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MARY CARE PHYSICIAN. READ THE GENERAL PRO-
VISIONS CAREFULLY BEFORE OBTAINING MEDICAL 
CARE, SERVICES OR SUPPLIES. 

REFER TO THE SECTION OF THIS CONTRACT 
CALLED "NON-COVERED SERVICES AND SUPPLIES" 
TO SEE WHAT THE SERVICES AND SUPPLIES ARE 
FOR WHICH A MEMBER IS NOT ELIGIBLE. 

III. DEFINITIONS 

The words shown below have specific meanings when 
used in this Contract. Please read these definitions careful-
ly. Throughout the Contract, these defined terljlls appear 
with their initial letters capitalized. They will help Mem-
bers understand what services are provided. 

[ACTIVELY AT WORK or ACTIVE WORK. Performing, 
doing, participating or similarly functioning in a manner 
usual for the task for full pay, at the Employer's place of 
business, or at any other place that the Employer's business 
requires the Employee to go.] 

ALCOHOL ABUSE. Abuse of or addiction of alcohol. 

AMBULANCE. A certified transportation vehicle for trans-
porting Ill or Injured people that contains all life-saving 
equipment and staff as required by applicable 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. 

AFFILIATED COMPANY. A corporation or other business 
entity affiliated with the Contract Holder through common 
ownership of stock or assets. 

BOARD. The Board of Directors of the New Jersey Small 
Employer Health Program. 

CALENDAR YEAR. Each successive twelve-month period 
starting on January 1 and ending on December 31. 

[CARE MANAGER. Ari entity designated by Us to man-
age, assess, coordinate, direct and authorize the appropriate 
level of health care treatment.] 

[COINSURANCE. The percentage of Covered Services or 
Supplies that must be paid by a Member. Coinsurance does 
not include Copayments.] 

CONTRACT. This contract, including the application and 
any riders, amendments or endorsements, between the Em-
ployer and [Carrier]. 

CONTRACT HOLDER. Employer or organization which 
purchased this Contract. 

DEPT. OF INSURANCE 

COPAYMENT. A specified dollar amount which ·Member 
must pay for certain Covered Services or Supplies. 

COVERED SERVICES OR SUPPLIES. The types of ser- "-) 
vices and supplies described in the "Covered Services and 
Supplies" section of this Contract. 

Read the entire Contract to find out what We limit or 
exclude. 

CUSTODIAL CARE. Ariy service or supply, including room 
and board, which: 

a. is furnished mainly to help Member meet Mero-
. ber's routine daily needs; or 

b. can be furnished by someone who has no profes-
sional health care training or skills. 

DEPENDENT. 

Ari Employee's: 

a. legal spouse; 
b. unmarried Dependent child who is under age 19; 

and 
c. unmarried Dependent child from age 19 until his or 

her 23rd birthday, who is enrolled as a full-time 
student at an accredited school. We can require 
periodic proof of a Dependent child's status as a , 
full-time student. '-'1) 

Under certain circumstances, an incapacitated child is also 
a Dependent. See the Eligibility section of this Contract. 

Ari Employee's "unmarried Dependent child" includes his 
or her legally adopted child, his or her step-child if such 
step-child depends on the Employee for most of his or her 
support and maintenance and children under a court ap-
pointed guardianship. 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. 

A Dependent is not a person who is on active duty in any 
armed force. 

A Dependent is not a person who is insured by this 
Contract as an Employee. 

At Our discretion, We can require proof that a person 
meets the definition of a Dependent. 

DEPENDENT'S ELIGIBILITY DATE. 

The later of: 

a. the Employee's Eligibility Date; or 
b. the date the person first becomes a Dependent. 
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DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples include, but 
are not limited to: 

a. radiology, ultrasound, and nuclear medicine; 
b. laboratory and pathology; and 
c. EKG's, EEG's, and other electronic diagnostic 

tests. 

DISCRETION. Our sole right to make a decision or 
determination. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

a. designed and able to withstand repeated use; 
b. used primarily and customarily for a medical pur-

pose; 
c. is generally not useful to a Member in the absence 

of an Illness or Injury; and 
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. 

Among other things, Durable Medical Equipment does 
not include: adjustments made to vehicles, air conditioners, 
air purifiers, humidifiers, dehumidifiers, elevators, ramps, 
stair glides, Emergency Alert equipment, handrails, heat 
appliances, improvements made to a Member's home or 
place of business, waterbeds, whirlpool baths, exercise and 
massage equipment. 

EFFECTIVE DATE. The date on which coverage begins 
under this Contract for the Employer, or the date coverage 
begins under this Contract for a Member, as the context in 
which the term is used suggests. 

EMPWYEE. A Full-Time Employee (25 hours per week) 
of the Employer. Employees who work on a temporary or 
substitute basis or who are participating in an employee 
welfare arrangement established pursuant to a collective 
bargaining agreement are not considered to be Employees 
for the purpose of this Contract. Partners, Proprietors, and 
independent contractors will be treated like Employees, if 
they meet all of this Contract's conditions of eligibility. 

EMPWYEE'S ELIGIBILITY DATE. 
a. the date of employment; or 
b. the day after any applicable waiting period ends. 

EMPWYER. [ABC Company]. 

EXPERIMENTAL or INVESTIGATIONAL. 

Services or supplies which We Determine are: 
a. not of proven benefit for the particular diagnosis or 

treatment of a Member's particular condition; or 
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b. not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of a Member's particular condi-
tion; 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 a Member's 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 a Mem-
ber's 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: 

I. The American Medical Association Drug Evalua-
tions; 

IL The American Hospital Formulary Service Drug 
Information; or 

III. The United States Pharmacopeia Drug Infor-
mation 

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. 
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In any event, any drug which the Food and Drug Admin-
istration has determined to be contraindicated for the spe-
cific 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. 

FULL-TIME. A normal work week of 25 or more hours. 
Work must be at the Employer's regular place of business or 
at another place to which an Employee must travel to 
perform his or her regular duties for his or her full and 
normal work hours. 

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. 

. HEALTH BENEFITS PLAN. Any hospital and medical 
expense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in New Jersey by any carrier 
to a Small Employer group pursuant to section 3 of P.L. 
1992, c.162 (C. 17B:27A-19). Health Benefits Plan ex-
cludes the following plans, policies, or contracts: accident 
only, credit, disability, long term care, coverage for Medi-· 
care services pursuant to a contract with the United States 
government, Medicare supplement, dental only, or vision 
only, insurance issued as a supplement to liability insurance, 
coverage arising out of a workers' compensation or similar 
la'"'., hospital confinement or other Supplemental Limited 
Benefit Insurance coverage, automobile medical payment 
insurance, or personal injury protection coverage issued 
pursuant to P.L. 1972, c.70 (C. 39:6A-1 et seq.). 

DEPT. OF INSURANCE 

[HEALTH CARE CENTER OR HEALTH CENTER. A 
place operated by or on behalf of an HMO where [Network] 
[Participating] Providers provide Covered Services and Sup-
plies to Members.] 

HOME HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Injured people in their home 
under a home health care program designed to eliminate 
Hospital stays. It must be licensed by the state in which it 
operates, or it must 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 Injured people who are 
terminally injured. It must carry out its stated purpose 
under all relevant state and local laws, and it must either: 

a. be approved for its stated purpose by Medicare; or 

b. be accredited for its stated purpose by either the 
Joint Commission or the National Hospice Organi-
zation. 

HOSPITAL. A facility which mainly provides Inpatient 
care for Ill or Injured people. It must carry out its stated . 
purpose under all relevant state and local laws, and it must 
either: 

a. be accredited as a hospital by the Joint Commis-
sion, or 

b. be approved as a Hospital by Medicare. 

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 substance abusers is 
not a Hospital. 

ILLNESS. A sickness or disease suffered by a Member. A 
Mental or Nervous Condition is not an illness . 

INITIAL DEPENDENT. Those eligible Dependents an 
Employee has at the time he or she first becomes eligible 
for Employee coverage. If at the time the Employee does 
not have any eligible Dependents, but later acquires them, 
the first eligible Dependents he or she acquires are his or 
her Initial Dependents. 

INJURY. Damage to a Member's body due to accident, 
and all complications arising from that damage. 

INPATIENT. Member if 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 Facilities. 
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LATE ENROLLEE. An eligible Employee or Dependent 
who requests enrollment under this Contract more than [30) 
days after first becoming eligible. However, an eligible 
Employee or Dependent will not be considered a Late 
Enrollee under certain circumstances. See the· Employee 
Coverage and Dependent Coverage sections of this Contract. 

. MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or 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. Examples of 
Medical Emergencies include but are not limited to heart 
attacks, strokes, convulsions, serious burns, obvious bone 
fractures, wounds requiring sutures, poisoning, and loss of 
consciousness. 

A near-term delivery is not a Medical Emergency. 

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 or Injury; 

b. provided for the diagnosis or the direct care and 
treatment of the condition, Illness or Injury; 

c. in accordance with generally accepted medical prac-
tice; 

d. not for a Member's convenience; 
e. the most appropriate level of medical care that a 

- Member needs; and 
f. furnished within the framework of generally accept-

ed methods of medical management currently used 
in the United States. 

In the instance of a Medical Emergency, the fact that a 
Non-participating Provider 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 United States 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 (includes Subscriber/covered Employee and cov-
ered Dependents, if any). 

MENTAL HEALTH CENTER. A facility that mainly pro-
vides treatment for people with mental health problems. It 
will be considered such a place if it carries out its stated 
purpose under all relevant state and local laws, and it is 
either: 
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a. accredited for its stated purpose by the Joint Com-
mission; 

b. approved for its stated purpose by Medicare; or 
c. accredited or licensed by the State of New Jersey to 

provide mental health services. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental and Nervous Condition includes, but is not limited 
to, psychoses, neurotic and anxiety disorders, schizophrenic 
disorders, affective disorders, personally 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 and 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 [directly or indirectly) with Us 
[ or Our associated medical groups] to provide Covered 
Services or Supplies. 

NEWLY ACQUIRED DEPENDENT. An eligible Depen-
dent an Employee acquires after he or she already has . 
coverage in force for Initial Dependents. 

NON-COVERED SERVICES. Services or supplies which 
are not included within Our definition of Covered Services 
or Supplies, are included in the list of Non-covered Services 
and Supplies, or which exceed any of the limitations shown 
in this Contract. 

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 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 Contract. 

OUTPATIENT. Member if registered at a Practitioner's 
office or recognized health care facility and not an Inpa-
tient; or services and supplies provided in such a setting. 

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 
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within 90 days or less. We Determine if the cause(s) of the 
confinements are the same or related. 

PRACTITIONER. A medical practitioner who: 

a. is properly licensed or certified to provide medical 
care under the laws of the state where the practi-
tioner practices; and 

b. provides medical services which are within the 
scope of the practitioner's license or certificate and 
which are covered by this Contract. 

[PRE-EXISTING CONDITION. An Illness or Injury which 
manifests itself in the six months before a Member's cover-
age under this Contract starts, and for which: 

a. a Member sees a doctor, takes prescribed drugs, 
receives other medical care or treatment or had 
medical care or treatment recommended by a Prac-
titioner in the six months before the Member's 
coverage starts; or 

b. an ordinarily prudent person would have sought 
medical advice, care or treatment in the six months 
before the person's coverage starts. 

A pregnancy which exists on the date a Member's cover-
age starts is also a Pre-Existing Condition. 

See the Non~Covered Services and Supplies section of 
this Contract for details on how this Contract limits the 
services for Pre-Existing Conditions.] 

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 CARE PHYSICIAN (PCP). A [Network] [Par-
ticipating] Provider who is a doctor specializing in family 
practice, general practice, internal medicine, [obstetrics/gy-
necology (for pre- and post-natal care, birth and treatment 
of the diseases and hygiene of females),] or pediatrics who 
supervises, coordinates, arranges and provides initial care 
and basic medical services to, a Member; initiates- a Mem-
ber's Referral for Specialist Services; and is responsible for 
maintaining continuity of patient care. 

PROVIDER. A recognized facility or practitioner of health 
care. 

REASONABLE and CUSTOMARY. An amount that is not 
more than the usual or customary charge for the service or 
supply as We determined based on a standard approved by 
the Board. The Board will decide a standard for what is 
Reasonable and Customary under this Contract. The cho-
sen standard is an amount which is most often charged for a 
given service by a Provider within the same geographic area. 

DEPT. OF INSURANCE 

REFERRAL. Specific direction or instruction from A 
Member's Primary Care Physician in conformance with our 
policies and procedures that directs a Member to a facility 
or Provider for health care. 

REHABILITATION CENTER. A facility which mainly pro-
vides therapeutic and restorative services to Ill or Injured 
people. It must carry out its stated purpose under all 
relevant state and local laws, and it must either: 

a. be accredited for its stated purpose by either the 
Joint Commission or the Commission on Accredita-
tion for Facilities; or 

b. be approved for its stated purpose by Medicare. 

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, deratomas, kerato-
sis, onychauxis, onychocryptosis, tylomas or symptomatic 
complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 
the foot. 

SERVICE AREA. A geographic area We defined 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 Injured 
people who do not need to be in a Hospital. It must carry 
out its stated purpose under all relevant state and local laws, 
and it must either: 

a. be accredited for its stated purpose by the Joint 
Commission; or 

b. be approved for its stated purpose by Medicare. 

SMALL EMPLOYER. Any person, firm, corporation, part-
nership or association actively engaged in business which, on 
at least 50% of its working days during the preceding 
Calendar Year quarter, employed at least two, but no more 
than 49 eligible Employees, the majority of whom are 
employed within the State of New Jersey. In determining 
the number of eligible Employees, all Affiliated Companies 
will be considered as one Employer. 

SPECIALIST DOCTOR. A doctor who provides medical 
care in any generally accepted medical or surgical specialty 
or subspecialty. 
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SPECIALIST SERVICES. Medical care in specialties other 
than family practice, general practice, internal medicine [ or 
pediatrics] [ or obstetrics/gynecology (for routine pre- and 
post-natal care, birth and treatment of the diseases and 
hygiene of females)]. 

SUBSCRIBER. A person who meets all applicable eligibili-
ty requirements, enrolls hereunder by making application, 
and for whom premium has been received. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 

SUBSTANCE ABUSE CENTER. A facility that mainly 
provides treatment for people with Substance Abuse prob-
lems. It must carry out its stated purpose under all relevant 
state and local laws, and it must either: 

a. be accredited for its stated purpose by the Joint 
Commission; or 

b. be approved for its stated purpose by Medicare. 

SUPPLEMENTAL LIMITED BENEFIT INSURANCE. In-
surance that is provided in addition to a Health Benefits 
Plan on an indemnity non-expense incurred basis. 

SURGERY. 

a. The performance of generally accepted operative 
and cutting procedures, including surgical diagnos-
tic procedures, specialized instrumentations, endo-
scopic examinations, and other procedures; 

b. the correction of fractures and dislocations; or 
c. pre-operative and post-operative care. 

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 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, Injury, congeni-
tal anomaly, or previous therapeutic processes. 

TOTAL DISABILITY OR TOTALLY DISABLED. Except 
as otherwise specified in this Contract, an Employee who, 
due to Illness or Injury, cannot perform any duty of his or 
her occupation or any occupation for which he or she is, or 
may be, suited by education, training and experience, and is 
not, in fact, engaged in any occupation for wage or profit. 
A Dependent is totally disabled if he or she cannot engage 
in the normal activities of a person in good health and of 
like age and sex. The Employee or Dependent must be 
under the regular care of a Practitioner. 

IV. ELIGIBILITY 

EMPLOYEE COVERAGE 

Eligible Employees 

Subject to the Conditions of Eligibility set forth below, 
and to all of the other conditions of the Contract, all of the 
Contract Holder's Employees [who are in an eligible class] 
will be eligible if the Employees are Actively at Work Full-
Time Employees. 

For purpose,s of this Contract, We will treat partners, 
proprietors and independent contractors like Employees if 
they meet the Contract's Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 
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[Carrier] will not cover an Employee unless the Employee 
is an Actively at work Full-Time Employee. 

Enrollment Requirement 

We will not cover the Employee until the Employee 
enrolls and agrees to make the required payments, if any. 
If the Employee does this within [30] days of the Employ-
ee's Eligibility Date, coverage will start on the Employee's 
Eligibility Date. 

If the Employee enrolls and agrees to make the required 
payments, if any: 

a. more than [30] days after the Employee's Eligibility 
Date; or 

b. after the Employee previously had coverage which 
ended because the Employee failed to make a 
required payment, 

We will consider the Employee to be a Late Enrollee. 
Late Enrollees are subject to this Contract's Pre-Existing 
Conditions limitation. 

However, if an Employee initially waived coverage under 
his Contract, and the Employee stated at that time that such 
waiver was because he or she was covered under another 
group plan, and Employee now elects to enroll under this 
Contract, We will not consider the Employee to be a Late 
Enrollee, provided the coverage under the other plan ends 

· due to one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But the Employee must enroll under this Contract within 
90 days of the date that any of the events described above 
occur. Coverage will take effect as of the date he or she 
becomes eligible. 

[The Waiting Period 

This Contract has the following waiting periods: 

Employees in an eligible class on the Effective Date, who 
have completed at least [6] months of continuous Full-Time 
service with the Employer by that date, are eligible for 
coverage under this Contract from the Effective Date. 

Employees who enter an eligible class after the Effective 
Date are eligible for coverage under this Contract from the 
day after Employees complete [6] months of continuous 
Full-Time service with the Employer.] 

Multiple Employment 

DEPT. OF INSURANCE 

If an Employee works for both the Contract Holder and a 
covered Affiliated Company, or for more than one covered 
Affiliated Company, We will treat the Employee as if only 
one firm employs the Employee. And such an Employee 
will not have multiple coverage under this Contract. 

When Employee Coverage Starts 

An Employee must be Actively at Work, and working his 
or her regular number of hours, on the date his or her 
coverage is scheduled to start. And he or she must have 
met all the conditions of eligibility which apply to him or 
her. If an Employee is not Actively at Work on the 
scheduled Effective Date, [Carrier] will postpone the start of 
his or her coverage until he or she returns to Active Work. 

Sometimes, a scheduled Effective Date is not a regularly 
scheduled work day. But an Employee's coverage will start 
on that date if he or she was Actively at Work, and working 
his or her regular number of hours, on his or her last 
regularly scheduled work day. 

The Employee must elect to enroll and agree to make the 
required payments if any, within [30] days of the Employee's 
Eligibility Date. If he or she does this within [30] days of 
the Employee's Eligibility Date, his or her coverage is 
scheduled to start on the Employee's Eligibility Date. Such 
Employee's Eligibility Date is scheduled Effective Date of 
an Employee's coverage. 

When Employee Coverage Ends 

An Employee's coverage under this Contract will end on 
the first of the following dates: 

a. [the date] an Employee ceases to be an Actively at 
Work Full-Time Employee for any reason. Such 
reasons include disability, death, retirement, lay-off, 
leave of absence, and the end of employment. 

b. [the date] an Employee stops being an eligible 
Employee under this Contract. 

c. the date this Contract ends, [ or is discontinued for 
a class of Employees to which the Employee be-
longs.] 

d. [the date] for which required payments are not 
made for the Employee. 

e. [the date] an Employee moves his or her perma-
nent residence outside the Service Area. 

Also, an Employee may have the right to continue certain 
group benefits for a limited time after his or her coverage 
would otherwise end. This Contract's benefits provisions 
explain these situations. Read this Contract's provisions 
carefully. 

DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 
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An Employee's eligible Dependents are: 

a. the Employee's legal spouse; 
b. the Employee's unmarried Dependent children who 

are under age 19; and 
c. the Employee's unmarried Dependent children, 

from age 19 until their 23rd birthday, who are 
enrolled as full-time students at accredited schools. 
Full-time students will be defined by the accredited 
school. We can require periodic proof of a Depen-
dent child's status as a full-time student. 

Adopted Children and Step-Children 

An Employee's "unmarried Dependent children" include 
the Employee's legally adopted children, his or her step-
children if they depend on the Employee for most of their 
support and maintenance and children under a court ap-
pointed guardianship. [Carrier] will treat a child as legally 
adopted from the time the child is placed in the home for 
the purpose of adoption. [Carrier] will treat such a child 
this way whether or not a final adoption order is ever issued. 

Eligible Dependents will not include any Dependent who 
is: 

a. covered by this Contract as an Employee or 
b. on active duty in the armed forces of any country. 

Incapacitated Children 

An Employee may have an unmarried child with a mental 
or physical handicap, or developmental disability, who is 
incapable of earning a living. Subject to all of the terms of 
this section and the plan, such a child may stay eligible for 
Dependent health benefits past this Contract's age limit. 

The child will stay eligible as long as the child stays 
unmarried and incapable of earning a living, if: 

a. the child's condition started before he or she 
reached this Contract's age limit; and 

b. the child depends on the Employee for most of his 
or her support and maintenance. 

But, for the child to stay eligible, the Employee must send 
Us writt~n proof that the child is handicapped and depends 
on the Employee for most support and maintenance. The 
Employee has 31 days from the date the child reaches the 
age limit to do this. We can ask for periodic proof that the 
child's condition continues. But, after two years, We cannot 

· ask for this more than once a year. · 

The child's coverage ends when the Employee's does. 

Enrollment Requirement 

An Employee must enroll his or her eligible Dependents 
in order for them to be covered under this Contract. 
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[Carrier] considers an eligible Dependent to be a Late 
Enrollee, if the Employee: 

a. enrolls a Dependent [ and agrees to make the re-
quired payments] more than [30] days after the 
Dependent's Eligibility Date; 

b. in the case of a Newly Acquired Dependent, other 
than the first newborn child, has other eligible 
Dependents who the Employee has not elected to 
enroll; or 

c. in the case of a Newly Acquired Dependent, has 
other eligible Dependents whose coverage previous-
ly ended because the Employee failed to make the 
required contributions, or otherwise chose to end 
such coverage. 

Late Enrollees are subject to this Contract's Pre-Existing 
Conditions limitations section, if any applies. 

If the Employee's dependent coverage ends for any rea-
son, including failure to make the required payments, his or 
her Dependents will be considered Late Enrollees when 
their coverage begins again. 

However, if the Employee previously waived coverage for 
the Employee's spouse or eligible Dependent children under 
this Contract and stated at that time that such waiver was 
because they were covered under another group plan, and 
the Employee now elects to enroll them in this Contract, the 
Dependent will not be considered a Late Enrollee, provided 
the Dependent's coverage under the other plan ends due to 
one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee's spouse or eligible Dependent chil-
dren must be enrolled by the Employee within 90 days of 
the date that any of the events described above occur. 
Coverage will take effect as of the date one of the above 
events occurs. 

And, [Carrier] will not consider an Employee's spouse or 
eligible Dependent children for which the Employee initially 
waived coverage under this Contract, to be a Late Enrollee, 
if: 

a. the Employee is under legal obligation to provide 
coverage due to a court order; and 

b. the Employee's spouse or eligible Dependent chil-
dren are enrolled by the Employee within 30 days 
of the issuance of the court order. 

Coverage will take effect as of the date required pursuant 
to the court order. 

When Dependent Coverage Starts 
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In order for an Employee's dependent coverage to begin 
the Employee must already be covered for Employee cover-
age or enroll for Employee and Dependent coverage at the 
same time. Subject to the exception stated below and to all 
of the terms of this Contract, the date an Employee's 
dependent coverage starts depends on when the Employee 
elects to enroll the Employee's Initial Dependents [ and 
agrees to make any required payments]. 

If the Employee does this within 30 days of the Depen-
dent's Eligibility Date, the Dependent's Coverage is sched-
uled to start on the later of: 

a. the Dependent's eligibility date, or 
b. the date the Employee becomes covered for Em-

ployee coverage. 

If the Employee does this more than [30) days after the 
Dependent's Eligibility Date, We will consider the Depen-
dent a Late Enrollee, the coverage is scheduled to start on 
the later of: 

a. the date the Employee signs the enrollment form; 
or 

b. the date the Employee becomes covered for Em-
ployee coverage. 

Once an Employee has dependent coverage for Initial 
Dependents, the Employee must notify Us of a Newly 
Acquired Dependent within the [30) days after the Depen-
dent's Eligibility Date. If the Employee does not, the 
Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent will be covered from the 
later of: 

a. the date the Employee notifies [Carrier] [and 
agrees to make any additional payments], or 

b. the Dependent's Eligibility Date for the Newly 
Acquired Dependent is first eligible. 

Exception: If a Dependent, other than a newborn child, is 
confined to a Hospital or other health care facility; or is 
home confined on the date the Employee's Dependent 
health benefits would otherwise start, [Carrier] will postpone 
the Effective Date of such benefits until the later of: the 
day after the Dependent's discharge from such facility; until 
home confinement ends. 

Newborn Children 

We will cover an Employee's newborn child for 31 days 
from the date of birth. Coverage may be continued beyond 
such 31 day period as stated below: 

a. If the Employee is already covered for Dependent 
child coverage on the date the child is born, cover-
age automatically continues beyond the initial 31 
days[, provided the premium required for Depen-
dent child coverage continues to be paid.] 

DEPT. OF INSURANCE 

b. If the Employee is not covered for Dependent child 
coverage on the date the child is born, the Employ-
ee must: 

• make written request to enroll the newborn child[; 
and 

• pay the premium required for Dependent child 
coverage within 31 days after the date of birth.] 

If the request is not made[ and the premium is not paid] 
within such 31 day period, the newborn child will be a Late 
Enrollee. 

When Dependent Coverage Ends: 

A Dependent's coverage under this Contract will end on 
the first of the following dates: 

a. [the date] Employee coverage ends; 
[b. the date the Employee stops being a member of a 

class of Employees eligible for such coverage;] 

[c.) the date this Contract ends; 
[d.) the date Dependent coverage is dropped from 

this Contract for all Employees eligible for such 
coverage; 

[ e. the date an Employee fails to pay any required 
part of the cost of Dependent coverage. It ends 
on the last day of the period for which the Em-
ployee made the required payments, unless cover-
age ends earlier for other reasons.] 

[f.] at 12:01 a.m. on the date the Dependent stops 
being an eligible Dependent. 

Read this Contract carefully if Dependent coverage ends 
for any reason. Dep,.mdents may have the right to continue 
certain group benefits for a limited time. And divorced 
spouses have the right to replace certain group benefits with 
converted contracts. 

TERMINATION FOR CAUSE 

If any of the following conditions exist, We may give 
written notice to the Member that the person is no longer 
covered under this Contract: 

(1) Untenable Relationship: After reasonable efforts, 
We and/or [Participating] Providers are unable to 
establish and maintain a satisfactory relationship 
with the Member or the Member fails to abide by 
our rules and regulations, or the Member acts in a 
manner which is verbally or physically abusive. 

(2) Misuse of Identification Card: The Member per-
mits any other person who is not authorized by Us 
to use an identification card We issue to the Mem-
ber. 
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(3) Furnishing Incorrect or Incomplete Information: 
The Member furnishes incorrect or incomplete in-
formation in a statement made for the purpose of 
effecting coverage under this Contract. This condi-
tion is subject to the provisions of the section 
Incontestability of Coverage. 

(4) Nonpayment: The Member fails to pay any Copay-
ment [ or Coinsurance] or to make any reimburse-
ment to Us required under this Contract. 

(5) Misconduct: The Member abuses the system, in-
cluding but not limited to; theft, damage to [Our] 
[Participating Provider's] property, forgery of drug 
prescriptions, and consistent failure to keep sched-

(6) 
uled appointments. 
Failure to Cooperate: The Member fails to assist 
Us in coordinating benefits as described in the 
Coordination of Benefits Section. 

If We give the Member such written notice: 

(a) that person will cease to be a Member for the 
coverage under this Contract immediately if termi-
nation is occurring due to Misuse of Identification 
Card (2 above) or Misconduct (5 above), otherwise, 
on the date 31 days after such written notice is 
given by Us; and 

(b) no benefits will be provided to the Member under 
the coverage after that date. 

Any action by Us under these provisions is subject to 
review in accordance with the Grievance Procedures We 
establish. 

V. COVERED SERVICES AND SUPPLIES 
Members are entitled to receive the benefits in the follow-

ing sections when Medically Necessary and Appropriate, 
subject to the payment by Members of applicable copay-
ments [or co-insurance] as stated in the applicable Schedule 
of Services. 

a. OUTPATIENT SERVICES. The following services 
are covered only at the Primary Care Physician's 
office [or Health Center] selected by a Member, or 
elsewhere upon prior written Referral by a Mem-
ber's Primary Care Physician: 

1. Office visits during office hours, and during non-
office hours when Medically Necessary. 

2. Home visits by a Member's Primary Care Physi-
cian. 

3. Periodic health examinations to include: 
a. Well child care from birth including immuniza-

tions; 
b. Routine physical examinations, including eye 

examinations; 
c. Routine gynecologic exams and related ser-

vices; 
d. Routine ear and hearing examination; and 
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e. Routine allergy injections and immunizations 
(but not if solely for the purpose of travel or as 
a requirement of a Member's employment). 

4. Diagnostic Services. 
5. Casts and dressings. 
6. Ambulance Service when certified in writing as 

Medically Necessary by a Member's Primary 
Care Physician and approved in advance by Us. 

7. Infertility Services except where specifically ex-
cluded in this Contract. 

8. Prosthetic Devices when We arrange for them. 
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 a Member's body, or be needed 
due to a functional birth defect in a covered 
Dependent Child. We do not provide for re-
placements (unless Medically Necessary and Ap-
propriate), repairs, wigs, or dental prosthetics or 
devices. 

9. Durable Medical Equipment when ordered by a 
Member's Primary Care Physician and arranged 
through Us. 

10. Prescription Drugs and insulin syringes and 
insulin needles when obtained through a Partic-
ipating Provider. 

b. SPECIALIST DOCTOR BENEFITS. The follow-
ing Services are covered when rendered by a Partic-
ipating Specialist Doctor at the doctor's office[, or 
Health Center,] or any other Participating Facility 
or a Participating Hospital outpatient department 
during office or business hours upon prior written 
referral by a Member's Primary Care Physician. 
Services include but are not limited to the follow-
ing: 

1. Allergy ( except serum injections which are cov-
ered when administered by a Member's Primary 
Care Physician) 

2. Anesthesia 
3. Cardiology 
4. Endocrinology 
[5. Gynecology and Obstetrics] 
6. Internal Medicine 
7. Neurology 
8. Oncology 
9. Ophthalmology 
10. Oral Surgery (bone fractures, removal of tumors 

and orthodontogenic cysts or other approved 
surgical procedures by Us) 

11. Orthopedics 
12. Otolaryngology 
n Pathology 
14. Pediatrics 
15. Podiatry 
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16. Pulmonology 
17. Radiology (except dental x-rays, unless related 

to Covered Services) 
18. Surgery 
19. Urology 

c. INPATIENT HOSPICE, HOSPITAL, REHABILI-
TATION CENTER AND SKILLED NURSING 
CENTER BENEFITS. The following Services are 
covered when hospitalized by a Participating Pro-
vider upon prior written referral from a Member's 
Primary Care Physician, only at Participating Hospi-
tals and Participating Providers (or at Non-partici-
pating facilities upon prior written authorization by 
Us); however, Participating Skilled Nursing Center 
Services and Supplies are limited to those which 
constitute Skilled Nursing Care and Hospice Ser-
vices are subject to Our pre-approval: 

1. Semi-private room and board accommodations 
2. Private accommodations. If a Member occupies 

a private room without such certification Mem-
ber shall be directly liable to the Hospice, Hospi-
tal, Rehabilitation Center or Skilled Nursing 
Center for the difference between payment by Us 
to the Hospice, Hospital, Rehabilitation Center 
or Skilled Nursing Center of the per diem or 
other agreed upon rate for semi-private accom-
modation established between Us and the Partic-
ipating Hospice, Participating Hospital, Partici-
pating Rehabilitation Center or the Participating 
Skilled Nursing Center and the private room 
rate. 

3. General nursing care 
4. Use of intensive 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 "MRI" 
8. Drugs, medications, biologicals 
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 approved in 

advance by Us. 
21. The following transplants: Cornea, Kidney, 

Lung, Liver, Heart and Pancreas 
22. Allogeneic bone marrow transplants 
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23. Autologous bone marrow transplants and asso-
ciated high dose chemotherapy: only for treat-
ment of Leukemia, Lymphoma, Neuroblastoma, 
Aplastic Anemia, Genetic Disorders (SCIO and 
WISCOT Alldrich) and Breast Cancer, when 
approved in advance by Us, if the Member is 
participating in a National Cancer Institute 
sponsored clinical trial. 

d. BENEFITS FOR SUBSTANCE ABUSE AND 
MENTAL AND NERVOUS CONDITIONS. The 
following Services are covered when rendered by a 
Participating Provider at Provider's office or at a 
Participating Substance Abuse Center [ or Health 
Center] upon prior written referral by a Member's 
Primary Care Physician. 

1. Outpatient. Members are entitled to receive up 
to twenty (20) outpatient visits during any period 
of 365 consecutive days. Benefits include diag-
nosis, medical, psychiatric and psychological 
treatment and medical referral services by a 
Member's Primary Care Physician for the abuse 
of or addiction to drugs and Mental or Nervous 
Conditions. Payment for non-medical ancillary 
services (such as vocational rehabilitation or em-
ployment counseling) is not provided, but infor-
mation regarding appropriate agencies will be 
provided if available. Members are additionally 
eligible, upon referral by a Member's Primary 
Care Physician, for up to sixty (60) more outpa-
tient visits by exchanging on a two-for-one basis, 
each inpatient hospital day described in para-
graph 2 below. 

2. Inpatient Hospital Care. Members 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. 

Chemical Dependency Admissions. Repeated de-
toxification treatment for chronic Substance Abuse 
will not be covered unless in Our sole discretion it 
is determined that Members have been cooperative 
with an on-going treatment plan developed by a 
Participating Provider. Failure to comply with 
treatment shall constitute cause for non-coverage 
of Substance Abuse services. 

3. Court-ordered chemical dependency admissions 
are not covered unless Medically Necessary and 
Appropriate and only to the extent of the cov-
ered benefit as defined above. 
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e. EMERGENCY CARE BENEFITS-WITHIN AND 
OUTSIDE OUR SERVICE AREA. The following 
Services are covered without prior written referral 
by a Member's Primary Care Physician in the event 
of a Medical Emergency as determined by Us. 

1. A Member's Primary Care Physician is required 
to provide or arrange for on-call coverage twen-

. ty-four (24) hours a day, seven (7) days a week. 
Unless a delay would be detrimental to a Mem-
ber's health, Member shall call a Member's Pri-
mary Care Physician [or Health Center] [or Us] 
prior to seeking emergency treatment. 

2. We will cover the cost of emergency medical and 
hospital services performed within or outside our 
service area without a prior written referral only 
if: 

a. Our review determines that a Member's symp-
toms were severe and delay of treatment would 
have been detrimental to a Member's health, 
the symptoms occurred suddenly, and Member 
sought immediate medical attention. Condi-
tions which require immediate treatment in-
clude, but are not limited to the following: 

1. heart attacks 
2. strokes 
3. convulsions 
4. serious burns 
5. obvious bone fractures 
6. wounds requiring sutures 
7. poisoning 
8. loss of consciousness 
A near-term delivery is not a Medical Emergen-
cy. 

b. The service rendered is provided as a Covered 
Service or Supply under this Contract and is 
not a service or supply which is normally treat-
ed on a non-emergency basis; and 

c. We and a Member's Primary care Physician 
are notified within 48 hours of the emergency 
service and/or admission and We are furnished 
with written proof of the occurrence, nature 
and extent of the emergency services within 30 
days. Member shall be responsible for pay-
ment for services received unless We deter-
mine that a Member's 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 Members are hospitalized in a Non-
participating facility, coverage will only be pro-
vided until Members are medically able to travel 
or to be transported to a Participating facility. If 
Members elect to continue treatment with Non-
participating Providers, We shall have no respon-
sibility for payment beyond the date Members 
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are determined to be medically able to be trans-
ported. 

In the event that transportation is Medically 
Necessary and Appropriate, We will cover the 
Reasonable and Customary cost. Reimbursement 
may be subject to payment by Members of all 
Copayments which would have been required had 
similar benefits been provided upon prior written 
referral to a Participating Provider. 

4. Coverage for emergency services includes only 
such treatment necessary to treat the Medical 
Emergency. Any elective procedures performed 
after Members have been admitted to a facility as 
the result of a Medical Emergency shall require 
prior written referral or Member shall be respon-
sible for payment. 

5. The Copayment for an emergency room visit will 
be credited toward the Hospital Inpatient Copay-
ment if Members are admitted as an Inpatient to 
the Hospital as a result of the Medical Emergen-
cy. 

f. THERAPY SERVICES. The following Services are 
covered when rendered by a Participating Provider 
upon prior written referral by a Member's Primary 
Care Physician. 

1. Speech Therapy, Physical Therapy, Occupational 
Therapy and Cognitive Therapies are covered for 
non-chronic conditions and acute Illnesses and 
Injuries upon referral to a Participating Provider 
by a Member's Primary Care Physician. This 
benefit consists of treatment for a 60 day period 
per incident of Illness or Injury, beginning with 
the first day of treatment, provided that a Mem-
ber's Primary Care Physician certifies in writing 
that the treatment will result in a significant 
improvement of a Member's 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. 

g. HOME HEALTH SERVICES. The following Ser-
vices are covered when rendered by a Participating 
Provider including but not limited to a Participating 
Home Health Agency as an alternative to hospital-
ization and are approved and coordinated in ad-
vance by Us 1:1pon the prior referral of a Member's 
Primary Care Physician. 

1. Skilled nursing services, 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 Member is skilled in nature. 
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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 a Member's medical condition. 

4. Therapy Services as set forth above. 
5. Hospice Care if Members are terminally ill with 

life expectancy of six months or less, as certified 
by the Member's Primary Care Physician. Ser-
vices 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 
emotional support; and other Home Health ben-

1 efits 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 a 
more cost effective setting in which to provide Medical-
ly Necessary and Appropriate Care. 

VI. NON-COVERED SERVICES AND SUPPLIES 

THE FOLLOWING ARE NOT COVERED SERVICES UN-
DER THIS CONTRACT. 

Care or treatment by means of acupuncture except when 
used as a substitute for other forms of anesthesia. 

Services for ambulance for transportation from a Hospital 
or other health care Facility, unless Member is being trans-
ferred to another Inpatient health care Facility. 

[Broken Appointments.] 

Blood or blood plasma which is replaced by or for a 
Member. 

Care and/or treatment by a Christian Science Practition- · 
er. 

Completion of claim forms. 

Services or supplies related to cosmetic surgery, except as 
otherwise stated in this Contract, unless it is required as a 
result of an Illness or Injury sustained while covered under 
this Contract or to correct a functional defect resulting from 
a congenital abnormality or developmental anomaly; com-
plications of cosmetic surgery; drugs prescribed for cosmetic 
purposes. 

Services related to custodial or domiciliary care. 

Dental care or treatment, including appliances, except as 
otherwise stated in this Contract. 
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Services or supplies, the primary purpose of which is 
educational providing the Member with any of the follow-
ing: training in the activities of daily living; instruction in ~J 
scholastic skills such as reading and writing; preparation for 
an occupation; or treatment for learning disabilities. 

Experimental or Investigational treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: · 

a. exams to determine the need for ( or changes of) 
eyeglasses or lenses of any type; 

b. eyeglasses or lenses of any type except initial re-
placements for loss of the natural lens; or 

c. eye surgery such as radial keratotomy, when the 
primary purpose is to correct myopia (nearsighted-
ness), hyperopia (farsightedness) or astigmation 
(blurring). 

Services or supplies provided by one of the following 
members of the Employee's family: spouse, child, parent, 
in-law, brother, sister or grandparent. 

Care and/or treatment to enhance fertility using artificial 
and surgical procedures and drugs, including, but not limited 
to, invitro fertilization, invivo fertilization or gamete-intraf-
alopian-transfer (GIFT); surrogate motherhood. 

Services or supplies related to Hearing aids and hearing 
examinations to determine the need for hearing aids or the 
need to adjust them. 

Services or supplies related to Herbal medicine. 

Care or treatment by means of high dose chemotherapy, 
except as otherwise stated in the Contract. 

Services or supplies related· to Hypnotism. 

Services or supplies because the Covered Person engaged, 
or tried to engage, in an illegal occupation or committed or 
tried to commit a felony. 

Illness or Injury, including a condition which is the result 
of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits 
provided under workers' compensation, employer's liability, 
occupational disease or similar law; 

Local anesthesia charges billed separately if such charges 
are included in the fee for the Surgery. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 
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Services and supplies related to Marriage, career or fi. 
nancial counseling, sex therapy or family therapy, and 
related services. 

Supplies related to Methadone maintenance. 

Any Non-Covered Service or Supply specifically limited 
or not covered elsewhere in this Contract, or which is not 
Medically Necessary and Appropriate. 

Non-prescription drugs or supplies, except insulin needles 
and insulin syringes. 

Services provided by a licensed pastoral counselor in the 
course of his or her normal duties as a religious official or 
practitioner. 

Personal convenience or comfort items including, but not 
limited to, such items as TV's, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas, 
hot tubs. 

[Pre-Existing Condition Limitations: We do not cover 
services for Pre-Existing Conditions until Members have 
been covered by this Contract for six months. See the 
"Definitions" section of this Contract for the definition of a 
Pre-Existing Condition. This limitation does not affect 
services or supplies for other unrelated conditions, or birth 
defects in a covered Dependent Child. And We waive this 
limitation for a Member's Pre-Existing Condition to the 
extent that if the condition was satisfied under another 
carrier's plan which covered Member right before the Mem-
ber's coverage under this Contract started, i.e., there is no 
intervening lapse in coverage.] 

Any service provided without prior written Referral by the 
Member's Primary Care Physician except as specified in 
this Contract. 

In the event of a Medical Emergency, the amount of any 
charge which is greater than a Reasonable and Customary 
Charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a Member in any Facility for 
any period of time during which he or she was not physically 
present overnight in the Facility. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofeedback, patient-
controlled analgesia on an Outpatient basis, related diagnos-
tic testing, self-care and self-help training. 

Services or supplies: 

a. eligible for payment under either federal or state 
programs (except Medicaid). This provision ap-
plies whether or not the Member asserts his or her 
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rights to obtain this coverage or payment for these 
services; 

b. for which a charge is not usually made, such as a 
Practitioner treating a professional or business as-
sociate, or services at a public health fair; 

c. for which a Member would not have been charged 
if he or she did not have health care coverage; 

d. provided by or in a Government Hospital unless 
the services are for treatment: 

• of a non-service Medical Emergency; or 
• by a Veterans' Administration Hospital of a non-

service related Illness or Injury. 

Smoking cessation aids of all kinds and the services of 
stop-smoking providers. 

Sterilization reversal-services and supplies rendered for 
reversal of sterilization. 

Surgery, sex hormones, and related medical, psychological 
and psychiatric services to change a Member's sex; services 
and supplies arising from complications of sex transforma-
tion. 

Telephone consultations. 

Transplants, except as otherwise listed in the Contract. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared 
or undeclared; police actions; services in the armed forces 
or units auxiliary thereto; or riots or insurrection. 

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 
if such drug is used in connection with baldness. 

VII. GRIEVANCE PROCEDURE 
[Grievance Procedure: Variable by Carrier as approved 

by the State of New Jersey.] 

VIII. COORDINATION OF BENEFITS AND SERVICES 
COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 

A Member may be covered for health benefits or services 
by more than one plan. For instance, he or she may be 
covered by this Contract as an Employee and by another 
plan as a Dependent of his or her spouse. If he or she is, 
this provision allows Us to coordinate what We arrange [or 
provide] with what another plan pays or provides. We do 
this so the Member does not collect more than he or she 
incurs in charges. 
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DEFINITIONS 

"Plan" means any of the following that provide health 
expense benefits or services: 

a. group or blanket insurance plans; 
b. group hospital or surgical plans, or other service or 

prepayment plans on a group basis; 
c. union welfare plans, Employer plan, Employee ben-

efits plans, trusteed labor and management plans, 
or other plans for members of a group; 

d. programs or coverages required by law; 
e. Medicare or other government programs which We 

are allowed to coordinate with by law. 

"Plan" does not include: 
a. Medicaid or any other government program or 

coverage which [Carrier] is not allowed to coordi-
nate with by law; 

b. school accident type coverages written on either a 
blanket, group, or franchise basis; 

c. group or group-type hospital indemnity benefits; 
d. Supplemental Limited Benefits Insurance coverag-

es; nor 
e. any plan We say We supplement. 

"This plan" means the part of Our group plan subject to 
this provision. 

"Subscriber", as used below, means the person who re-
ceives a certificate or other proof of coverage from a plan 
that covers him or her for health benefits or services. 

"Dependent" means a person who is covered by a plan . 
for health benefits or services, but not as a subscriber. 

"Allowable expense" means any necessary, reasonable, 
and usual item of expense or service for health care incurred 
by a subscriber or Dependent under either this plan or any 
other plan. When a plan provides service instead of cash 
payment, We view the reasonable cash value of each service 
as an allowable expense and as a benefit paid. We also 
view items of expense covered by another plan as an allow-
able expense, whether or not a claim is filed under that 
plan. 

The amount of reduction in benefits resulting from a 
subscriber's or Dependent's failure to comply with provi-
sions of a primary plan is not considered an allowable 
expense if such reduction in benefits is less than or equal to 
the reduction that would have been made under the terms 
of this Plan if this Plan had been primary. Examples of 
such provisions are those related to second surgical opin-
ions, precertification of admissions or services, and pre-
ferred provider arrangements. This does not apply where a 
primary plan is a health maintenance organization (HMO) 
and the subscriber or Dependent elects to have health 
services provided outside the HMO. A primary plan is 
described below. 

DEPT. OF INSURANCE 

"Claim determination period" means a Calendar Year in 
which a subscriber or Dependent is covered by this plan and 
at least one other plan and incurs one or more allowable 
expense( s) under such plans. 

How This Provision Works 

We apply this provision when a subscriber or Dependent 
is covered by more than one plan. When this happens We 
will consider each plan separately when coordinating pay-
ments. 

In 9rder to apply this provision, one of the plans is called 
the primary plan. All other plans are called secondary 
plans. The primary plan pays first or provides services, 
ignoring all other plans. The secondary plans then pay the 
remaining unpaid allowable expenses, but no plan pays or 
provides services more than it would have without this 
provision. 

If a plan has no coordination prov1s10n, it is primary. 
But, during any claim determination period, when this plan 
and at least one other plan have coordination provisions, the 
rules that govern which plan pays or provides services first 
are as follows: 

a. A plan that covers a person as a subscriber pays 
first; the plan that covers a person as a Dependent 
pays second. 

b. A plan that covers a person as an active Employee 
or as a Dependent of such Employee pays first. A 
plan that covers a person as a laid-off or retired 
Employee or as a Dependent of such Employee 
pays second. 

But, if the plan that We are coordinating with does not 
have a similar provision for such persons, then b. will not 
apply. 

c. Except for Dependent children of separated or 
divorced parents, the following governs which plan 
pays first when the person is a Dependent of a 
subscriber: 

A plan that covers a Dependent of a member whose 
birthday falls earliest in the Calendar Year pays first. The 
plan that covers a Dependent of a subscriber whose birthday 
falls later in the Calendar Year pays second. The subscrib-
er's year of birth is ignored. 

But, if the plan that We are coordinating with does not 
have a similar provision for such persons, then c. will not 
apply and the other plan's coordination provision will deter-
mine the order of benefits or services. 

d. For a Dependent child of separated or divorced 
parents, the following governs which plans pays or 
provides services first when the person is a Depen-
dent of a subscriber. 
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• When a court order makes one parent financially 
responsible for the health care expenses of the 
Dependent child, then that parent's plan pays or 
provides services first. 

• If there is no such court order, then the plan of the 
natural parent with custody pays or provides ser-
vices before the plan of the stepparent with custo-
dy; and 

• The plan of the stepparent with custody pays or 
provides services before the plan of the natural 

. parent without custody. 

If rules a, b, c and d do not determine which plan pays 
first, the plan that has covered the person for the longer 
time pays first. 

If, when We apply this provision, We pay less than We 
would otherwise pay, We apply only that reduced amount 
against payment limits of this plan. 

Our Right To Certain Information 

In order to coordinate benefits and services, We need 
certain information. An Employee must supply Us with as 
much of that information as he or she can. But if he or she 
cannot give Us all the information We need, We have the 
right to get this information from any source. And if 
another carrier needs information to apply its coordination 
provision, We have the right to give that carrier such 
information. If We give or get information under this 
section We cannot be held liable for such action. 

When payments that should have been made by this plan 
or services that should have been provided by this plan have 
been made by or provided another plan, We have the right 
to repay that plan. If We do so, We are no longer liable for 
that amount or equivalent value of services. And if We pay 
out more than We should have, We have the right to 
recover the excess payment. 

[Small Claims Waiver 

We do not coordinate claims or equivalent services of less 
than $50.00. But if, during any claim determination period, 
more allowable expenses are incurred that raise the claim 
above $50.00 We will count the entire amount of the claim 
when We coordinate.] 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

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

Definitions 

"Automobile Related Injury" means bodily Injury sus-
tained by a Member as a result of an accident: 
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a. while occupying, entering, leaving or using an auto-
mobile; 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, rea-
sonable 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 that of service provided for 
treatment of an Injury which is covered under this Contract 
without application of Cash Deductibles and Co-Payments, 
if any or Co-Insurance. 

"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 provid-
ed 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 
Contract Holder'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 if it were 
primary. 

Services this Contract will provide if it is primary to PIP or 
OSAIC. 

If this Contract is primary to PIP or OSAIC it will 
provide benefits for eligible expenses in accordance with its 
terms. 
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The rules of the COORDINATION OF BENEFITS 
AND SERVICES section of this Contract will apply if: 

• the Member is insured or covered for services under 
more than one insurance plan; and 

• such insurance plans or HMO Contracts are primary 
to automobile insurance coverage. 

Benefits this Contract will pay if it 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 Co-Payments, or 

b. the equivalent value of services if this Contract had 
been primary. 

IX. CONTRACT HOLDER GENERAL PROVISIONS 

AMENDMENTS 

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 Contract Holder 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 Contract Holder, 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 
Contract Holder, as evidenced by payment of a 
Premium on or after the effective date of such 
change. 

DEPT. OF INSURANCE 

d. if a written request for a change is made by the 
Contract Holder, it is shown in an amendment to it 
signed by the Contract Holder and by one of Our ~J 
Officers. 

ASSIGNMENT 

No assignment or transfer by the Contract Holder of any 
of the Contract Holder's 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 a Member's 
Coverage. Neither will delays in making those records 
reduce it. However, if We discover such an error or delay, 
a fair adjustment of Premiums will be made. 

CONFORMITY WITH LAW 

Any provision of this Contract which, on its Effective 
Date, is in conflict with the statutes of the State of New 
Jersey, or with Federal law, is hereby amended to conform 
to 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. 

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. 

[CONVERSION PRMLEGE 

If an Employee's 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.] 

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. 
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No statement in any application, except a fraudulent 
statement, made by the Contract Holder 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. 

If this Contract replaces the contract of another insurer or 
carrier, we may rescind this Contract based on misrepresen-
tations made in the Contract Holder's or a Member's signed 
application for up to two years from this Contract's Effec-
tive Date. 

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 the Contract Holder: To the last address provided 
by the Contract Holder 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. 

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 a Contract Holder's application may not 
be used by Us to void this Contract or in any legal action 
unless the application or a duplication of it is attached to 
this Contract or has been furnished to the Contract Holder 
for attachment to this Contract. 

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 and the Employees then covered. 

Premium payments may be determined in another way. 
But it must produce about the same amounts and be agreed 
to by the Contract Holder and Us. 

The following will apply if one or more Premiums paid 
include Premium charges for a Member whose coverage has 
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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 Mem-
ber that were included in the Premiums paid for 
the two-month period immediately before the date 
We receive written notice from the Contract Hold-
er that the Member'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 the Contract Holder to Us. 
They are due on each Premium Due Date stated on the first 
page of the Contract. The Contract Holder 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 
Contract Holder is liable to pay Premiums to Us from the 
first day the Contract is in force. 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 Premium Rates and Provisions section of the 
Contract. We have the right to 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: 
1. by amendment of the Contract; or 
2. by reason of any provision of law or any govern-

ment program or regulation; 
d. at the discovery of a clerical error or misstatement 

as described below. 

We will give You 30 days written notice when a change in 
the Premium rates is made. 

TERMINATION OF THE CONTRACT-RENEWAL PRIV-
ILEGE 

We have the right to cancel this Contract on any premium 
due date subject to 30 days advance written notice to the 
Contract Holder for the following reasons: 

a. During or End of Grace Period-Failure to Pay 
Premiums: If any premium is not paid by the end 
of its grace period, this Contract will automatically 
end when that period ends. But the Contract 
Holder may write to Us, in advance, to ask that this 
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Contract be ended at the end of the period for 
which premiums have been paid or at any time 
during the grace period. Then this Contract will 
end on the date requested. 

b. the Contract Holder moves its principal place of 
business outside the State of New Jersey; 

c. subject to the statutory notification requirements, 
We cease to do business in the small group market; 

d. with respect to Contributory Contracts, less than 
[75%] of the Employer's eligible Employees are 
covered by this Contract. (If an eligible Employee 
is not covered by this Contract because: 

1. the Employee is covered as a Dependent under a 
spouse's coverage; or 

2. the Employee is covered under an alternate ben-
efits plan offered by the Contract Holder, We 
will count that Employee as being covered by this 
Contract for purposes of satisfying participation 
requirements.); or 

e. with respect to Non-contributory Contracts, less 
than [75%] of the Employer's eligible Employees 
are covered by this Contract. (If an eligible Em-
ployee is not covered by this Contract because: 

1. the Employee is covered as a Dependent under a 
spouse's coverage; or 

2. the Employee is covered under an alternate 
health benefits plan offered by the Contract 
Holder, We will count that Employee as being 
covered by this Contract for purposes of satisfy-
ing participation requirements.) 

Immediate cancellation will occur if the Contract Holder 
commits fraudulerit acts or makes misrepresentations with 
respect to coverage of eligible Employees or Dependents or 
status as a Small Employer. 

This Contract is issued for a term of one (1) year from 
the Effective Date shown on the first page of this Contract. 
All Contract Years and Contract Months will be calculated 
from the Effective Date. All periods of coverage hereunder 
will begin and end at 12:00:01 a.m. Eastern Standard Time 
at the Contract Holder's place of business. 

The Contract Holder may renew this Contract for a 
further term of one (1) year, on the first and each subse-
quent Contract Anniversary. All renewals are subject to the 
payment of premiums then due, computed as provided in 
this Contract's Premium Amounts section. 

However, We have the right to non-renew this Contract 
on any Contract Anniversary if the Contract Holder is no 
longer a Small Employer. 

DEPT. OF INSURANCE 

The Employer must certify to Us the Employer's status as 
a Small Employer every year. Certification must be given 
to Us within 10 days of the date We request it. If Employer 
fails to do this, We retain the right to take the actions 
described above as of the Employer's Contract Anniversary. 

THE CONTRACT 

The entire Contract consists of: 

[ a. the forms shown in the Table of Contents as of the 
Effective Date; 

b.] the Contract Holder'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. 

X. MEMBER GENERAL PROVISIONS 
ASSIGNMENT 

No assignment or transfer by a Member of any of his or 
her interest under this Contract is valid unless We consent 
thereto. 

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; and except for use incident to bona 
fide medical research and education as may be permitted by 
law, or reasonably necessary in connection with the adminis-
tration of this Contract or in the compiling of aggregate 
statistical data, or with respect to arbitration proceedings or 
litigation initiated by Member against Us may not be dis-
closed without the Member's written consent, except as 
required by 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. 

CONVERSION PRMLEGE 

If a Subscriber's 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. 

GOVERNING LAW 

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

IDENTIFICATION CARD 

Supp. 10-16-95 21-166 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

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 Employee, coverage may be terminated for the Employ-
ee as well as any of the Employee's Dependents 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 
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 ser-
vices 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. We are required 
only to make a good faith effort to provide or arrange for 
the provision of services, taking into account the impact of 
the event. 

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 Contract Holder 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. 

If this Contract replaces the contract of another insurer or 
carrier, we may rescind this Contract based on misrepresen-
tations made in the Contract Holder's or a Member's signed 
application for up to two years from this Contract's Effec-
tive Date. 

INDEPENDENT CONTRACTOR RELATIONSHIP 
1. No Participating Provider or other provider, institu-

tion, facility or agency is our agent or employee. 
Neither We nor Our employees are an agent or 
employee of any Participating Provider or other 
provider, institution, facility or agency. 
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2. Neither the Contract Holder nor any Member is 
our agent, representative or employee, or an agent 
or representative of any Participating Provider or 
other person or organization with which We have 
made or hereafter shall make arrangements for 
services under this Contract. 

3. Participating Physicians maintain the physician-pa-
tient relationship with Members and are solely 
responsible to Member for all medical services 
which are rendered by Participating Physicians. 

4. No Contract Holder or Member shall make or 
assert a claim inconsistent with the foregoing unless 
based upon a writing signed by one of Our officers. 

LIMITATION OF 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. 

LIMITATION ON SERVICES 

Except in cases of Medical Emergency, services are avail-
able only from Participating Providers. We 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 NECESSITY 

Members will receive designated benefits under the Con-
tract only when Medically Necessary and Appropriate. We 
may determine whether any benefit provided under the 
Contract was Medically Necessary and Appropriate, and We 
have the option to select the appropriate Participating Hos-
pital to render services if hospitalization is necessary. Deci-
sions as to medical necessity are subject to review by [ our 
quality assessment committee or its physician designee ]. 
We will not, however, seek reimbursement from an eligible 
Member for the cost of any covered benefit provided under 
the Contract that is later determined to have been medically 
unnecessary and inappropriate, when such service is ren-
dered 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 
Contract. 

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 a Member: To the last address provided by the 
Member on an enrollment or change of address form actual-
ly delivered to Us. 
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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 a Member's application may not be used 
by Us to void this Contract or in any legal action unless the 
application or a duplicate of it is attached to this Contract 
or has been mailed to a Member for attachment to this 
Contract. 

CONTRACT INTERPRETATION 

We shall administer Contracts in accordance with its 
terms and shall have the sole power to determine all 
questions arising in connection with its administration, inter-
pretation and application. 

REFERRAL FORMS 

A Member can be referred for Specialist Services by a 
Member's Primary Care Physician. 

Member will be responsible for the cost of all services 
provided by anyone other than a Member's Primary Care 
Physician (including but not limited to Specialist Services) 
if a Member has not been referred by his or her Primary 
Care Physician. 

REFUSAL OF TREATMENT/NON-COMPLIANCE WITH 
TREATMENT RECOMMENDATION 

A Member may, for personal reasons disagree or not 
comply with procedures, medicines, or courses of treatment 
recommended by a Participating Physician or ignore treat-
ment that is deemed Medically Necessary by a Participating 
Physician. If such Participating Physician ( after a second 
Participating Physician's opinion, if requested by Member), 
believes that no professionally acceptable alternative exists, 
and if after being so advised, Member still refuses to comply 
with or accept the recommended treatment or procedure, 
neither the Physician, nor We, or any Participating Provider 
will have further responsibility to provide any of the benefits 
available under this Contract for treatment of such condi-
tion or its consequences or related conditions, We will 
provide written notice to Member of a decision not to 
provide further benefits for a particular condition. The 
decision is subject to the Grievance Procedures. Treatment 
for the condition involved will be resumed in the event 
Member agrees to follow the recommended treatment or 
procedure. 

DEPT. OF INSURANCE 

REPORTS AND RECORDS 

We are entitled to receive from any provider of services "-_/ 
to Member· such information We deem is necessary to 
administer this Contract subject to all applicable confiden-
tiality requirements as defined in this Contract. By accept-
ing coverage under this Contract, Subscriber, for himself or 
herself, and for all Dependents covered hereunder, autho-
rizes each and every provider who renders services to the 
Member hereunder to disclose to Us all facts and informa-
tion pertaining to the care, treatment and physical condition 
of Member and render reports pertaining to same to Us 
upon request and to permit copying of a Member's records 
by us. 

SELECTING OR CHANGING A PRIMARY CARE PHYSI-
CIAN [OR HEALTH CENTER] 

When an Employee first obtains this coverage, the Em-
ployee and each of the Employee's covered Dependents 
must select a Primary Care Physician [or Health Center]. 

Members select a Primary Care Physician from Our [Phy-
sician or Practitioners Directory]; this choice is solely a 
Member's. However, We cannot guarantee the availability 
of a particular doctor. If the Primary Care Physician initial-
ly selected cannot accept additional patients, a Member will 
be notified and given an opportunity to make another 
Primary Care Physician selection. 

(After initially selecting a Primary Care Physician, Mem-
bers can transfer to different Primary Care Physicians if the 
physician-patient relationship becomes unacceptable. The 
member can select another Primary Care Physician from 
Our (Physician or Practitioners Directory]. 

Transfer requests received within the first twenty-five (25) 
days of the month will be effective the first day of the 
following month. If we receive the request after the twenty-
fifth (25th) day, then the change will be effective the first 
day of the second month following the request.] 

STATEMENTS 

No statement will void the coverage, or be used in 
defense of a claim under this Contract, unless it is contained 
in a writing signed by a Member, and We furnish a copy to 
the Member or to the Member's beneficiary. 

All statements will be deemed representations and not 
warranties. 

TERMINATION OF DEPENDENT COVERAGE 

If an Employee fails to pay the cost of Dependent cover-
age, an Employee's Dependent coverage will end. It will 
end on the last day of the period for which the Employee _) 
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 Child at 12:01 a.m. on 
the date he attains the Contract's age limit, or marries, or 
when a step-child is no longer dependent on the Employee 
for support and maintenance. It happens to a Spouse when 
the . marriage ends in legal divorce or annulment. 

Also, Dependent coverage ends when the Employee'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. 

THE ROLE OF A MEMBER'S PRIMARY CARE PHYSI-
CIAN 

A Member's Primary Care Physician provides basic health 
maintenance services and coordinates a Member's overall 
health care. Anytime a Member needs medical care, the 
Member should contact his or her Primary Care Physician 
and identify himself or herself as a Member of this program. 

In a Medical Emergency, a Member may go directly to 
the emergency room. If a Member does, then the Member 
must call his or her Primary Care Physician and Member 
Services within 48 hours. If a Member does not call within 
48 hours, We will provide services only if We Determine 
that notice was given as soon as was reasonably possible. !- [THE ROLE OF THE CARE MANAGER. The Care Man-
ager will manage a Member's treatment for a Mental or 
Nervous Disorder, Substance Abuse, or Alcohol Abuse. A 
Member must contact the Care Manager or the Member's 
Primary Care Physician when a Member needs treatment 
for one of these conditions.] 

XI. CONTINUATION RIGHTS 
COORDINATION AMONG CONTINUATION RIGHTS 
SECTIONS 

As used in this section, COBRA means the Consolidated 
Omnibus Budget Reconciliation Act of 1985 as enacted, and 
later amended. 

A Member may be eligible to continue his or her group 
health benefits under this Contract's COBRA CONTINUA-
TION RIGHTS (CCR) section and under other continuation 
sections of this Contract at the same time. 

Continuation Under CCR and NEW JERSEY GROUP 
CONTINUATION RIGHTS (NJGCR): If a Member is eligi-
ble to continue his or her group health benefits under both 
this Contract's CCR and NJGCR sections, he or she may 
elect to continue under CCR, but cannot continue under 
NJGCR. 

Continuation Under CCR and any other continuation 
section of this Contract: 
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If a Member elects to continue his or her group health 
benefits under both this Contract's CCR and any other 
continuation sections, the continuations: 

a. start at the same time; 
b. run concurrently; and 
c. end independently on their own terms. 

When covered under more than one continuation section, 
the Member: 

a. will not be entitled to duplicate benefits; and 
b. will not be subjected to the premium requirements 

of more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION 
RIGHTS 

The following COBRA CONTINUATION RIGHTS sec-
tion may not apply to the Employer's plan. The Employee 
must contact his or her Employer to find out if: 

a. the Employer is subject to the COBRA CONTINU-
ATION RIGHTS section, and therefore; 

b. the section applies to the Employee. 

COBRA CONTINUATION RIGHTS 

Important Notice 

Under this section, "qualified continuee" means any per-
son who, on the day before any event which would qualify 
him or her for continuation under this section, is covered 
for group health benefits under this Contract as: 

a. an active, covered Employee; 
b. the spouse of an active, covered Employee; or 
c. the Dependent child of an active, covered Employ-

ee. Any person who becomes covered under this 
Contract during a continuation provided by this 
section is not a qualified continuee. 

If An Employee's Group Health Benefits Ends 

If an Employee's group health benefits end due to his or 
her termination of employment or reduction of work hours, 
he or she may elect to continue such benefits for up to 18 
months, if: 

a. he or she was not terminated due to gross miscon-
duct; and 

b. he or she is not entitled to Medicare. 

The continuation: 

a. may cover the Employee and any other qualified 
continuee; and 

b. is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
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If a qualified continuee is determined to be disabled 
under Title II or Title XVI of the Social Security Act on the 
date his or her group health benefits would otherwise end 
due to the Employee's termination of employment or reduc-
tion of work. hours, he or she may elect to extend his or her 
18 month continuation period above for up to an extra 11 
mrmths. 

To elect the extra 11 months of continuation, the quali-
fied continuee must give the Employer written proof of 
Social Security's determination of his or her disability before 
the earlier of: 

a. the end of the 18 month continuation period; and 

b. 60 days after the date the qualified continuee is 
determined to be disabled. 

If, during this extra 11 month continuation period, the 
qualified continuee is determined to be no longer disabled 
under the Social Security Act, he or she must notify the 
Employer within 30 days of such determination, and contin-
uation will end, as explained in the When. Continuation 
Ends section. 

An additional 50% of the total premium charge also may 
be required from the Employee by the Employer during this 
extra 11 month continuation period. 

If An Employee Dies While Covered 

If an Employee dies while covered, any qualified conti-
nuee whose group health benefits would otherwise end may 
elect to continue such benefits. The continuation can last 
for up to 36 months, subject to the When Continuation 
Ends section. 

If An Employee's Marriage Ends 

If an Employee's marriage ends due to legal divorce or 
legal separation, any qualified continuee whose group health 
benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 

If A Dependent Loses Eligibility 

If a Dependent child's group health benefits end due to 
his or her loss of dependent eligibility as defined in this 
Contract, other than the Employee's coverage ending, he or 
she may elect to continue such benefits. However, such 
Dependent child must be a qualified continuee. The con-
tinuation can last for up to 36 months, subject to the When 
Continuation Ends. 

Concurrent Continuations 

DEPT. OF INSURANCE 

If a Dependent elects to continue his or her group health 
benefits due to the Employee's termination of employment 
or reduction of work hours, the Dependent may elect to 
extend his or her 18 month continuation period to up to 36 
months, if during the 18 month continuation period, either: 

a. the Dependent becomes eligible for 36 months of 
group health benefits due to any of the reasons 
stated above; or 

b. the Employee becomes entitled to Medicare. 

The 36 month continuation period starts on the date the 
18 month continuation period started, and the two continua-
tion periods will be deemed to have run concurrently. 

The Qualified Continuee's Responsibilities 

A person eligible for continuation under this section must 
notify the Employer, in writing, of: 

a. the legal divorce or legal separation of the Employ-
ee from his or her spouse; or 

b. the loss of dependent eligibility, as defined in this 
Contract, of a covered Dependent child. 

Such notice must be given to the Employer within 60 days 
of either of these events. 

The Employer's Responsibilities 

The Employer must notify the qualified continuee, in 
writing, of: 

a. his right to continue this Contract's group health 
benefits; 

b. the monthly premium he or she must pay to contin-
ue such benefits; and 

c. the times and manner in which such monthly pay-
ments must be made. 

Such written notice must be given to the qualified conti-
nuee within 14 days of: 

a. the date a qualified continuee's group health bene-
fits would otherwise end due to the Employee's 
death or the Employee's termination of employ-
ment or reduction of work hours; or 

b. the date a qualified continuee notifies the Employ-
er, in writing, of the Employee's legal divorce or 
legal separation from his or her spouse, or the loss 
of dependent eligibility of a covered Dependent 
child. 

The Employer's Liability 

The Employer will be liable for the qualified continuee's 
continued group health benefits to the same extent as, and --
in place of, [Carrier], if: 
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a. the Employer fails to remit a qualified continuee's 
timely premium payment to Us on time, thereby 
causing the qualified continuee's continued group 
health benefits to end; or 

b. the Employer fails to notify the qualified continuee 
of his or her continuation rights, as described 
above. 

Election of Continuation 

To continue his or her group health benefits, the qualified 
continuee 'Jlust give the Employer written notice that he or 
she elects to continue. This must be done within 60 days of 
the date a qualified continuee receives notice of his or her 
continuation rights from the Employer as described above. 
And the qualified continuee must pay the first month's 
premium in a timely manner. 

The subsequent premiums must be paid to the Employer, 
by the qualified continuee, in advance, at the times and in 
the manner specified by the Employer. No further notice 
of when premiums are due will be given. 

The monthly premium will be the total rate which would 
have been charged for the group health benefits had the 
qualified continuee stayed covered under this Contract on a 
regular basis. It includes any amount that would have been 
paid by the Employer. Except as explained in the Extra 
Continuation for Disabled Qualified Continuees section, an 
additional charge of two percent of the total premium 
charge may also be required by the Employer. 

If the qualified continuee fails to give the Employer 
notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his 
or her continuation rights. 

Grace in Payment of Premiums 

A qualified continuee's premium payment is timely if, 
with respect to the first payment after the qualified conti-
nuee elects to continue, such payment is made no later than 
45 days after such election. In all other cases, such premi-
um payment is timely if it is made within 31 days of the 
specified date. 

When Continuation Ends 

A qualified continuee's continued group health benefits 
end on the first of the following: 

a. with respect to continuation upon the Employee's 
termination of employment or reduction of work 
hours, the end of the 18 month period which starts 
on the date the group health benefits would other-
wise end; 

b. with respect to a disabled qualified continuee who 
has elected an additional 11 months of continua-
tion, the earlier of: 
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• the end of the 29 month period which starts on the 
date the group health benefits would otherwise 
end; or 

• the first day of the month which coincides with or 
next follows the date which is 30 days after the 
date on which a final determination is made that a 
disabled qualified continuee is no longer disabled 
under Title II or Title XVI of the Social Security 
Act; 

c. with respect to continuation upon the Employee's 
death, the Employee's legal divorce or legal separa-
tion, or the end of an insured a covered Depen-
dent's eligibility, the end of the 36 month period 
which starts on the date the group health benefits 
would otherwise end; 

d. with respect to a Dependent whose continuation is 
extended due to the Employee's entitlement to 
Medicare, the end of the 36 month period which 
starts on the date the group health benefits would 
otherwise end; 

e. the date this Contract ends; 
f. the end of the period for which the last premium 

payment is made; 
g. the date he or she becomes covered under any 

other group health plan which contains no limita-
tion or exclusion with respect to any Pre-Existing 
Condition of the qualified continuee; 

h. the date he or she becomes entitled to Medicare. 

A divorced spouse whose continued health benefits end as 
described above may elect to convert some of these benefits 
to an individual contract. Read this Contract's Conversion 
Rights for Divorced Spouses section for details. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

Important Notice 

If An Employee's Group Benefits End 

If an Employee's health coverage ends due to termination 
of employment for a reason other than for cause, or reduc-
tion of work hours to below 25 hours per week, he or she 
may elect to continue such benefits for up to 12 months, 
subject to the When Continuation Ends section. At the 
Employee's option, he or she may elect to continue health 
coverage for any of his or her then covered Dependents 
whose coverage would otherwise end at this time. In order 
to continue health coverage for his or her Dependents, the 
Employee must elect to continue health coverage for him-
self or herself. 

What The Employee Must Do 

To continue his or her health coverage, the Employee 
must send a written request to the Employer within 30 days 
of the date of termination of employment or reduction of 
work hours. The Employee must also pay the first month's 
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premium. The first premium payment must be made within 
30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer, 
by the Employee, in advance, at the times and in the 
manner We specify. 

The monthly premium will be the total rate which would 
have been charged for the small group benefits had the 
Employee stayed covered under this Contract on a regular 
basis. It includes any amount that the Employer would 
have paid. And an additional charge of 2% of the total 
premium may be charged for the continued coverage. 

If an Employee fails to give the Employer notice that he 
or she elects to continue, or fails to make any premium 
payment in a timely manner, he or she waives his or her 
continuation rights. All premium payments, except the first, 
will be considered timely if they are made within 31 days of 
the specified due dates. 

The Continued Coverage 

The Employee's continued coverage will be identical to 
the coverage he or she had when covered under this Con-
tract on a regular basis. Any modifications made under this 
Contract will apply to similarly situated continuces. We do 
not ask for proof for insurability in order for an Employee 
to continue. 

When Continuation Ends 

A Member's continued health coverage ends on the first 
of the following: 

a. the date which is 12 months from the date the small 
group benefits would otherwise end; 

b. the date the Member becomes eligible for Medi-
care; 

c. the end of the period for which the last premium 
payment is made; 

d. the date the Member becomes covered under an-
other group medical plan which contains no limita-
tion or exclusion with respect to any Pre-Existing 
Condition of the Member; 

e. with respect to a Member who becomes covered 
under another group medical plan which contains a 
limitation or exclusion with respect to a Pre-Exist-
ing Condition of the Member, the date such limita-
tion or exclusion ends; 

f. the date the Employer no longer provides any 
health benefit plans for any of the Employer's Em-
ployees or their eligible Dependents; or 

g. with respect to a Dependent, the date he or she is 
no longer an eligible Dependent as defined in this 
Contract. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CON-
TINUE GROUP HEALTH BENEFITS 

DEPT. OF INSURANCE 

If An Employee is Totally Disabled 

An Employee who is Totally Disabled and whose group '---/ 
health benefits end because his or her active employment or 
membership in an eligible class ends due to that disability, 
can elect to continue his or her group health benefits. But 
he or she must have been covered by this Contract for at 
least three months immediately prior to the date his or her 
group health benefits ends. The continuation can cover the 
Employee, and at his or her option, his or her then covered 
Dependents. 

How And When To Continue Coverage 

To continue group health benefits, the Employee must 
give the Employer written notice that he or she elects to 
continue such benefits. And he or she must pay the first 
month's premium. This must be done within 31 days of the 
date his or her coverage under this Contract would other-
wise end. 

Subsequent premiums must be paid to the Employer 
monthly, in advance, at the times and in the manner speci-
fied by the Employer. The monthly premium the Employee 
must pay will be the total rate charged for an active Full-
Time Employee, covered under this Contract on a regular 
basis, on the date each payment is due. It includes any 
amount which would have been paid by the Employer. 

We will consider the Employee's failure to give notice or '...._/ 
to pay any required premium as a waiver of the Employee's 
continuation rights. 

If the Employer fails, after the timely receipt of the 
Employee's payment, to pay Us on behalf of such Employ-
ee, thereby causing the Employee's coverage to end; then 
such Employer will be liable for the Employee's benefits, to 
the same extent as, and in place of, Us. 

When This Continuation Ends 

These continued group health benefits end on the first of 
the following: 

a. the end of the period for which the last payment is 
made, if the Employee stops paying; 

b. the date the Member becomes employed and eligi-
ble or covered for similar benefits by another group 
plan, whether it be an insured or uninsured plan; 

c. the date this Contract ends or is amended to end 
for the class of Employees to which the Employee 
belonged; or 

d. with respect to a Dependent, the date he or she 
stops being an eligible Dependent as defined in this 
Contract. 

EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH 
BENEFITS DURING A FAMILY LEAVE OF ABSENCE 
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Important Notice 

This section may not apply to an Employer's plan. The 
Employee must contact his or her Employer to find out if: 

• the Employer must allow for a leave of absence under 
Federal law and, therefore 

• the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 

Group health coverage may end for an Employee because 
he or she ceases Full-Time work due to an approved leave 
of absence. Such leave of absence must have been granted 
to allow the Employee to care for a sick family member or 
after the birth or adoption of a child. If so, his or her 
medical care coverage will be continued. Dependents' cov-
erage may also be continued. The Employee will be re-
quired to pay the same share of premium as before the 
leave of absence. 

When Continuation Ends 

Coverage may continue until the earliest of: 

a. the date the Employee returns to Full-Time work 
b. the end of a total period of 12 weeks in any 12 

month period, or 
c. the date on which the Employee's coverage would 

have ended had the Employee not been on leave. 

A DEPENDENT'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS 

If an Employee dies, any of his or her Dependents who 
were covered under this contract may elect to continue 
coverage. Subject to the payment of the payment of the 
required premium, coverage may be continued until the 
earlier of: 

a. 180 days following the date of the Employee's 
death; or 

b. the date the Dependent is no longer eligible under 
the terms of this Contract. 

CONVERSION RIGHTS FOR DIVORCED SPOUSES IF 
AN EMPLOYEE'S MARRIAGE ENDS 

If an Employee's marriage ends by legal divorce or annul-
ment, the group health coverage for his or her former 
spouse ends. The former spouse may convert to an individ-
ual contract during the conversion period. The former 
spouse may cover under his or her individual contract any of 
his or her Dependent children who were covered under this 
Contract on the date the group health benefits ends. See 
exceptions below. 

Exceptions 

No former spouse may use this conversion right: 

• unless he or she has been covered under this Cm:tr,:ct 
for at least 3 months; 

• if he or she is eligible for Medicare; 
• if it would cause him or her to be excessively w,•~n:d; 

or 
[• if he or she permanently relocates outside the Sc.· 

vice Area.] 

This may happen if the spouse is covered or eligible !r.i, 
coverage providing similar benefits provided by any otlH.:, 
plan, insured or not insured. We will determine if excc~:,r.;1: 
coverage exists using Our standards for excessive covl:!'?/}:. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the Jatc 
group health benefits ends. The former spouse must apply 
for the individual contract in writing and pay ttlc (rs! 
premium for such contract during the conversion r,erio:l. 
Evidence of good health will not be required. 

THE CONVERTED CONTRACT 

The individual contract will provide the medical bv,crit,: 
that We are required to offer. The individual contract wi!1 
take effect on the day after group health coverage :1 ·1:k:· 
this Contract ends. 

After group health coverage under this Contract er}d~ 1 h 
former spouse and any children covered under ~he inc:},1:do • 
al contract may still receive benefits under this Cont(':,:: l J 

so, benefits to be paid under the individual contract. :j any 
will be reduced by the amount paid or the reasom,bll, c:,-,h 
value of services provided under this Contract. 

XII. RIGHT TO RECOVERY-
THIRD PARTY LIABILITY 

As used in this section: 

"Covered Person" means an Employee or DepcndeJ1t, 
including the legal representative of a minor m i,,rnirp,: 
tent, covered by this Contract. 

"Reasonable pro-rata Expenses" are those costs S'..lch as 
lawyers fees and court costs, incurred to effect a third rn,rty 
payment, expressed as a percentage of such paym.ent. 

"Third Party" means anyone other than Us, the Employc, 
or the Covered Person. 

If a Covered Person receives services or supplies from l !, 
or makes a claim to Us for benefits under this Contr,;c, 
prior to receiving payment from a third party or its ir,~wv 
the Covered Person must agree, in writing, to repay Us fJ 01·1 

any amount of money they receive from the third partv. 1,1 

its insurer for an Illness or Injury. 
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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 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. 

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 have paid benefits or arranged [ or provid-
ed] services or supplies. 

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. 

The repayment agreement will be binding upon the Cov-
ered 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 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 Injury, resulting from the negli-
gence, intentional act, or no-fault tort liability of a third 
party. 

XIII. EFFECT OF MEDICARE ON THE COVERAGE 

A. ELIGIBILITY PROVISIONS FOR MEMBERS AGE 65 
OR MORE WHO ARE ELIGIBLE FOR MEDICARE. 

"Medicare" means Title XVIII (Health Insurance for the 
Aged and Disabled) of the United States Social Security 
Act, as amended from time to time. 

"Part A of Medicare" means the program of Hospital 
Insurance for the Aged and Disabled under Part A of 
Medicare. 

A Member age 65 or more who is eligible for Part A of 
Medicare may have this coverage as that person's primary 
benefit program, pursuant to the Federal Age Discrimina-
tion in Employment Act, as amended. The coverage for 
such Member will continue only while the Member is meet-
ing the following conditions: 

DEPT. OF INSURANCE 

1. In the case of an Employee, the Employee is not 
retired. 

2. In the case of a Dependent, the Member is the ''-.__ ___ ,/ 
Dependent of an Employee who meets condition 
(1) above. 

3. The Member has not elected Medicare, in writing, 
as the primary benefit program. 

B. SPECIAL PROVISIONS FOR OTHER MEMBERS 
WHO ARE ELIGIBLE FOR MEDICARE. 

For a member who is eligible for Medicare and to whom 
section A above does not apply, this coverage will continue 
only subject to the following conditions: 

1. The Member, if eligible, has enrolled in Parts A 
and B of Medicare. 

2. The Member has completed such consents, releas-
es, assignments and other documents reasonably 
requested by Us to obtain or assure Medicare 
reimbursements. 

C. SERVICES AND SUPPLIES. 

The services and supplies of this coverage provided to 
Members are not designed to duplicate any benefit for 
which they are enrolled and entitled under Medicare. All 
sums payable under Medicare for services and supplies that 
are provided under this coverage will be payable to, and 0 
retained by, Us. 

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. I 994 d.498, effective September 2, 1994. 
See: 26 \I.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). 

EXHIBIT H 

PART 1 

RIDER FOR PRESCRIPTION DRUG 
INSURANCE 
Policyholder: 
Group Policy No.: 
Effective Date: 

(CARD/MAIL) 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription which are obtained 
while confined as an Inpatient in a Facility. But [Carrier] 
only covers drugs which are: 

a. approved for treatment of the Covered Person's 
Illness or Injury by the Food and Drug Administra-
tion; 
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b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will (Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And (Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse under the Rider for Pre-
scription Drug Insurance. 

This Prescription Drug insurance will pay benefits for 
covered drugs, prescribed by a Practitioner. What [Carrier] 
pays and the terms of payment are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Admin-
istration and listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the 
pharmaceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by 
the Food and Drug Administration and as listed in 
the Formulary of the State in which they are dis-
pensed; 

b. drugs which are used unless the Practitioner pre-
scribes a Brand Name Drug; and 
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c. drugs which are identical to the Brand Name Drugs 
in strength or concentration, dosage form and route 
of administration. 

Mail Order Program means a program under which a 
Covered Person can obtain Prescription Drugs from a Par-
ticipating Mail Order Pharmacy by ordering the drugs 
through the mail. 

Maintenance Drug means only a Prescription Drug used 
for the treatment of chronic medical conditions. 

Participating Mail Order Pharmacy means a licensed and 
registered pharmacy operated by [ ABC] or with whom 
[ABC] has signed a pharmacy service agreement, that is 
equipped to provide Prescription Drugs through the mail. 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ABC] or with whom [ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingre-

dient is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Practitioner. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Covered Person must pay the appropriate Co-Payment 
shown below for each Prescription Drug each time it is 
dispensed by a Participating Pharmacy or by a Participating 
Mail Order Pharmacy. The Co-Payment must be paid 
before the Policy pays any benefit for the Prescription Drug. 
The Co-Payment for each prescription or refill which is not 
obtained through the Mail Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

$5.00 
$10.00 

The Co-Payment for each prescription or refill which is 
obtained through the Mail Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

None 
$5.00 

After the Co-Payment is paid, [Carrier] will pay the 
Covered Charge in excess of the Co-Payment for each 
Prescription Drug dispensed by a Participating Pharmacy or 
by a Participating Mail Order Pharmacy while the Covered 
Person is insured. What [Carrier] pays is subject to all the 
terms of the Policy. 
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COVERED DRUGS 

The Policy only pays benefits for Prescription Drugs 
which are: 

a. prescribed by a Practitioner ( except for insulin); 
b. dispensed by a Participating Pharmacy or by a 

Participating Mail Order Pharmacy; and 
c. needed to treat an Illness or Injury or Mental and· 

Nervous Conditions and Substance Abuse; 

Such charges will not include charges made for more 
than: 

a. the greater of a 30 day supply or 100 unit doses for 
each prescription or refill which is not obtained 
through the Mail Order Program; 

b. a 90 day supply of a Maintenance Drug or a 30 day 
supply of any other Prescription Drug obtained 
through the Mail Order Program; and 

c. the amount usually prescribed by the Covered Per-
son's Practitioner. 

A charge will be considered to be incurred at the time the 
Prescription Drug is received. 

POLICYHOLDER LIABILITY 

The Policyholder will be liable to [Carrier] for any Pre-
scription Drug benefit paid to a person after his insurance 
ends, except as stated in the Extended Health Benefit 
section of the Policy. 

EXCLUSIONS 

[Carrier] will not pay for any of the following: 

a. Charges to administer a Prescription Drug. 
b. Charges for: 

• immunization agents 
• biological sera 
• blood or blood plasma. 

c. Charges for a Prescription Drug which is: 
• labeled "Caution-limited by Federal Law to inves-

tigational use"; or 
• experimental. 

d. Charges for refills in excess of that specified by the 
prescribing Practitioner. 

e. Charges for refills dispensed after one year from 
the original date of the prescription. 

f. Charges for drugs, except insulin, which can be 
obtained legally without a Practitioner's prescrip-
tion. 

g. Charges for a Prescription Drug which is to be 
taken by or given to the Covered Person, in whole 
or in part, while confined in: 

• a Hospital 
• a rest home 

DEPT. OF INSURANCE 

• a sanitarium 
• an Extended Care Facility 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution 
h. Charges for: 

• therapeutic devices or appliances 
• hypodermic needles 
• syringes 
• support garments 

and other non-medical substances, regardless of 
their intended use. 

i. Charges for vitamins, except Legend Drug vitamins. 
j. Charges for drugs containing nicotine or other 

smoking deterrent medication. 
k. Charges for topical dental Fluorides. 
I. Charges for any drug used in connection with bald-

ness. 
m. Charges for drugs needed due to conditions 

caused, directly or indirectly, by a Covered Person 
taking part in a riot or other civil disorder; or the 
Covered Person taking part in the commission of a 
felony. 

-.....__,..·' 

n. Charges for drugs needed due to conditions caused, "-.__/ 
directly or indirectly, by declared or undeclared war 
or an act of war. 

o. Charges for drugs dispensed to a Covered Person 
while on active duty in any armed force. 

p. Charges for drugs for which there is no charge. 
This usually means drugs furnished by the Covered 
Person's employer, labor union, or similar group in 
its medical department or clinic; a Hospital or 
clinic owned or run by any government body; or 
any public program, except Medicaid, paid for or 
sponsored by any government body. But, if a 
charge is made, and (Carrier] is legally required to 
pay it, [Carrier] will. 

q. Charges for drugs needed due to an on-the-job or 
job-related Injury or Illness; or conditions for 
which benefits are payable by Workers' Compensa-
tion, or similar laws. 

This rider is part of the Policy. Except as stated above, 
nothing in this rider changes or affects any other terms of 
the Policy. 

Carrier should insert Standard Rider Closure. 
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). 
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EXHIBIT H 

PART 2 

RIDER FOR PRESCRIPTION DRUG 
INSURANCE 
Policyholder: 
Group Policy No: 
Effective Date: 

(CARD) 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription which are obtained 
while confined as an Inpatient in a Facility. But [Carrier] 
only covers drugs which are: 

a. approved for treatment of the Covered Person's 
Illness or Injury by the Food and Drug Administra-
tion; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse under the Rider for Pre-
scription Drug Insurance. 

11:21 App. 

This Prescription Drug insurance will pay benefits for 
covered drugs, prescribed by a Practitioner. What [Carrier] 
pays and the terms of payment are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Admin-
istration and listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the 
pharmaceutical company which produces them. 

Generic drugs mean: 

a. therapeutically equivalent drugs, as determined by 
the Food and Drug Administration and as listed in 
the Formulary of the State in which they are dis-
pensed; 

b. drugs which are used unless the Practitioner pre-
scribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs 
in strength of concentration, dosage form and route 
of administration. 

Participating Pharmacy means a licensed and regi~tered 
pharmacy operated by [ABC] or with whom [ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingre-

dient is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Practitioner. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Covered Person must pay the appropriate Co-Payment 
shown below for each Prescription Drug each time it is 
dispensed by a Participating Pharmacy. The Co-Payment 
must be paid before the Policy pays any benefit for the 
Prescription Drug. The Co-Payment for each prescription 
or refill is: 

• for Generic Drugs 
• for Brand Name Drugs 

$5.00 
$10.00 

After the Co-Payment is paid, [Carrier] will pay the 
Covered Charge in excess of the Co-Payment for each 
Prescription Drug dispensed by a Participating Pharmacy 
while the Covered Person is insured. What [Carrier] pays is 
subject to all the terms of the Policy. 

21-177 Supp. 10-16-95 
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COVERED DRUGS 

The Policy only pays benefits for Prescription Drugs 
which are: 

a. prescribed by a Practitioner ( except for insulin); 
b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury or Mental and 

Nervous Conditions and Substance Abuse 

Such charges will not include charges made for more 
than: 

a. the greater of a 30 day supply or 100 unit doses; 
and 

b. the amount usually prescribed by the Covered Per-
son's Practitioner. 

A charge will be considered to be incurred at the time the 
Prescription Drug is received. 

POLICYHOLDER LIABILITY 

The Policyholder will be liable to [Carrier] for any Pre-
scription Drug benefit paid to a person after his insurance 
ends, except as stated in the Extended Health Benefit 
section of the Policy. 

EXCLUSIONS 

[Carrier] will not pay for any of the following: 

a. Charges to administer a Prescription Drug. 
b. Charges for: 

• immunization agents 
• biological sera 
• blood or blood plasma. 

c. Charges for a Prescription Drug which is: 
• labeled "Caution-limited by Federal Law to inves-

tigational use"; or 
• experimental. 

d. Charges for refills in excess of that specified by the 
prescribing Practitioner. 

e. Charges for refills dispensed after one year from 
the original date of the prescription. 

f. Charges for drugs, except insulin, which can be 
obtained legally without a Practitioner's prescrip-
tion. 

g. Charges for a Prescription Drug which is to be 
taken by or given to the Covered Person, in whole 
or in part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• an Extended Care Facility 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 

DEPT. OF INSURANCE 

• a convalescent home 

• a nursing home 

or similar institution. 

h. Charges for: 

• therapeutic devices or appliances 

• hypodermic needles 

• syringes 

• support garments 

and other non-medical substances, regardless of their 
intended use. 

i. Charges for vitamins, except Legend Drug vitamins. 

j. Charges for drugs containing nicotine or other 
smoking deterrent medication. 

k. Charges for topical dental Fluorides. 

l. Charges for any drug used in connection with bald-
ness. 

m. Charges for drugs needed due to conditions 
caused, directly or indirectly, by a Covered Person 
taking part in a riot or other civil disorder; or the 
Covered Person taking part in the commission of a 
felony. 

n. Charges for drugs needed due to conditions caused, 
directly or indirectly, by declared or undeclared war 
or an act of war. 

o. Charges for drugs dispensed to a Covered Person 
while on active duty in any armed force. 

p. Charges for drugs for which there is no charge. 
This usually means drugs furnished by the Covered 
Person's employer, labor union, or similar group in 
its medical department or clinic; a Hospital or 
clinic owned or run by any government body; or 
any public program, except Medicaid, paid for or 
sponsored by any government body. But, if a 
charge is made, and [Carrier] is legally required to 
pay it, [Carrier] will. 

q. Charges for drugs needed due to an on-the-job or 
job-related Injury or Illness; or conditions for 
which benefits are payable by Workers' Compensa-
tion, or similar laws. 

This rider is part of the Policy. Except as stated above, 
nothing in this rider changes or affects any other terms of 
the Policy. 

[Carrier should insert Standard Rider Closure.] 
Amended by R.1994 d.47, effective December 22, 1993. 
Sec: 25 N.J.R. 50!7(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). 

Supp. 10-16-95 21-178 
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EXHIBIT H 

PART 3 

.- RIDER FOR PRESCRIPTION DRUG 
INSURANCE 
Policyholder: 
Group Policy No.: 
Effective Date: 

(MAIL) 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription which are obtained 
while confined as an Inpatient in a Facility. But [Carrier] 
only covers drugs which are: 

a. approved for treatment of the Covered Person's 
Illness or Injury by the Food and Drug Administra-
tion; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The Amerir,an Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse under the Rider for Pre-

"'·'_,, scription Drug Insurance. 

11:21 App. 

This Prescription Drug insurance will pay benefits for 
covered drugs, prescribed by a Practitioner. What [Carrier] 
pays and the terms of payment are explained below . 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Admin-
istration and listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the 
pharmaceutical company which produces them. 

Generic drugs mean: 

a. therapeutically equivalent drugs, as determined by 
the Food and Drug Administration and as listed in 
the Formulary of the State in which they are dis-
pensed; 

b. drugs which are used unless the Practitioner pre-
scribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs 
in strength or concentration, dosage form and route 
of administration. 

Mail Order Program means a program under which a 
Covered Person can obtain Prescription Drugs from a Par-
ticipating Mail Order Pharmacy by ordering the drugs 
through the mail. 

Maintenance Drug means only a Prescription Drug used 
for the treatment of chronic medical conditions. 

Participating Mail Order Pharmacy means a licensed and 
registered pharmacy operated by [ABC] or with whom 
[ABC] has signed a pharmacy service agreement, that is 
equipped to provide Prescription Drugs through the mail. 

Prescription Drug means: 

a. Legend Drugs 
b. compound medications of which at least one ingre-

dient is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Practitioner. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Covered Person must pay the appropriate Co-Payment 
shown below for each Prescription Drug each time it is 
dispensed by a Participating Mail Order Pharmacy. The 
Co-Payment must be paid before the Policy pays any benefit 
for the Prescription Drug. The Co-Payment for each pre-
scription or refill is: 

21-179 Supp. 10-16-95 
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• for Generic Drugs 
• for Brand Name Drugs 

NONE 
$5.00 

After the Co-Payment is paid·, [Carrier] will pay the 
Covered Charge in excess of the Co-Payment for each 
Prescription Drug dispensed by a Participating Mail Order 
Pharmacy while the Covered Person is insured. What 
[Carrier] pays is subject to all the terms of the Policy. 

COVERED DRUGS 

The Policy only pays benefits for Prescription Drugs 
which are: 

a. prescribed by a Practitioner (except for insulin); 
b. dispensed by a Participating Mail Order Pharmacy 

for take-home use; and 
c. needed to treat an Illness or Injury or Mental and 

Nervous Conditions and Substance Abuse 

Such charges will not include charges made for more 
than: 

a. a 90 day supply of a Maintenance Drug or a 30 day 
supply of any other Prescription Drug; and 

b. the amount usually prescribed by the Covered Per-
son's Practitioner. 

A charge will be considered to be incurred at the time the 
Prescription Drug is received. 

POLICYHOLDER LIABILITY 

The Policyholder will be liable to [Carrier] for any Pre-
scription Drug benefit paid to a person after his insurance 
ends, except as stated in the Extended Health Benefit 
section of the Policy. 

EXCLUSIONS 

[Carrier] will not pay for any of the following: 

a. Charges to administer a Prescription Drug. 
b. Charges for: 

• immunization agents 
• biological sera 
• blood or blood plasma. 

c. Charges for a Prescription Drug which is: 
• labeled "Caution-limited by Federal Law to inves-

tigational use"; or 
• experimental. 

d. Charges for refills in excess of that specified by the 
prescribing Practit~oner. 

e. Charges for refills dispensed after one year from 
the original date of the prescription. 

f. Charges for drugs, except insulin, which can be 
obtained legally without a Practitioner's prescrip-
tion. 

DEPT. OF INSURANCE 

g. Charges for a Prescription Drug which is to be 
taken by or given to the Covered Person, in whole 
or in part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• an Extended Care Facility 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 
or similar institution. 

h. Charges for: 
• therapeutic devices or appliances 
• hypodermic needles 
• syringes 
• support garments 
and other non-medical substances, regardless of their 
intended use. 

1. Charges for vitamins, except Legend Drug vitamins. 
j. Charges for drugs containing nicotine or other 

smoking deterrent medication. 
k. Charges for topical dental Fluorides. 
/. Charges for any drug used in connection with bald-

"-._) 

ness. 0 
m. Charges for drugs needed due to conditions 

caused, directly or indirectly, by a Covered Person 
taking part in a riot or other civil disorder; or the 
Covered Person taking part in the commission of a 
felony. 

n. Charges for drugs needed due to conditions caused, 
directly or indirectly, by declared or undeclared war 
or an act of war. 

o. Charges for drugs dispensed to a Covered Person 
while on active duty in any armed force. 

p. Charges for drugs for which there is no charge. 
This usually means drugs furnished by the Covered 
Person's employer, labor union, or similar group in 
its medical department or clinic; a Hospital or 
clinic owned or run by any government body; or 
any · public program, except Medicaid, paid for or 
sponsored by any government body. But, if a 
charge is made, and [Carrier] is legally required to 
pay it, [Carrier] will. 

q. Charges for drugs needed due to an on-the-job or 
job-related Injury or Illness; or conditions for 
which benefits are payable by Workers' Compensa-
tion, or similar laws. 

This rider is part of the Policy. · Except as stated above, 
nothing in this rider changes or affects any other terms of \..___ ___ j 
the Policy. 
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[Carrier should insert Standard Rider Closure.] 
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). 

EXHIBIT I 
RIDER FOR MENTAL AND NERVOUS CONDITIONS 
AND SUBSTANCE ABUSE BENEFITS 

Policyholder: 

Group Policy No: 

Effective Date: 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness, Injury, or Men-
tal and Nervous Conditions and Substance Abuse which 
require a Practitioner's prescription. But [Carrier] only 
covers drugs which are: 

a. approved for treatment of the Covered Person's 
Illness, Injury or Mental and Nervous Conditions 
and Substance Abuse by the Food and Drug Ad-
ministration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

or 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

11:21 App. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse as part of the Prescription 
Drugs Covered Charge. Drugs for such treatment are not 
covered under the Rider for Mental and Nervous Condi-
tions and Substance Abuse Benefits. 

The Mental and Nervous Conditions and Substance 
Abuse section of the COVERED CHARGES WITH SPE-
CIAL LIMITATIONS provision of the HEALTH BENEFITS 
INSURANCE section of the Policy is replaced with the 
following. 

The Co-Payment, Cash Deductible, Co-Insurance and 
Co-Insurance cap provisions of this Rider are independent 
of similar provisions of the Health Benefits section of the 
Policy. Charges incurred for the treatment of Mental and 
Nervous Conditions and Substance Abuse must be consid-
ered under the terms of this Rider and cannot be consid-
ered under the Health Benefits section of the Policy. 

PRE-CERTIFICATION REQUIREMENTS 

The Covered Person must notify [XYZ] whenever he or 
she requires Inpatient or Outpatient care or treatment of 
Mental and Nervous Conditions or Substance Abuse. 
[XYZ], a health care review organization, reviews and pre-
certifies all mental health and Substance Abuse treatment 
on [Carrier's] behalf. The times and manner in which 
[XYZ] must be notified are described below. If the Cov-
ered Person does not comply with these requirements, 
[Carrier] will not pay for the care and treatment of Mental 
and Nervous conditions and Substance Abuse. See the 
Penalty for Non-Compliance with Pre-Certification Re-
quirements section of this Rider. 

NON-EMERGENCY SITUATIONS 

All non-emergency care or treatment must be reviewed by 
[XYZ] before it occurs. The Covered Person or his or her 
Practitioner must notify [XYZ] and request a review. They 
may do this by calling the [XYZ] 24 hour toll-free number 
that is listed [in the Covered Person's materials]. 

EMERGENCY SITUATIONS 

In an emergency situation, [XYZ] must be notified within 
[24 hours] of care or treatment. But, if the Covered Person 
or his or her Practitioner is unable to call [XYZJ in the 
allotted amount of time, the Covered Person or his or her 
Practitioner must call [XYZ] as soon as reasonably possible. 

Emergency means an Illness or Injury that requires a 
Covered Person to seek immediate Medically Necessary and 
Appropriate care or treatment under circumstances or at 
locations which reasonably preclude the Covered Person 
from obtaining care from an [XYZ] referred provider. 

21-181 Supp. 10-16-95 
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In both emergency and non emergency situations, when 
[XYZ] receives the notice and request for utilization review, 
they evaluate: · 

a. the Medical Necessity and Appropriateness; 
b. the type of service involved; 
c. the appropriate level of care required; and 
d. the length of treatment. 

Upon evaluation, [XYZ] will develop a treatment plan 
and refer the Covered Person to a specific mental health 
provider. [XYZ] may substitute alternate forms of care in 
lieu of inpatient care. 

BENEFITS FOR MENTAL AND NERVOUS CONDITIONS 
AND SUBSTANCE ABUSE 

[Carrier] will pay benefits for the Covered Charges a 
Covered Person incurs for the treatment of Mental and 
Nervous Conditions and Substance Abuse, as described 
below. 

Co-Insurance 

The Co-Insurance listed below is the percentage of a 
Covered Charge that the Covered Person must pay to a 
provider. 

For Inpatient services certified as medicallv or None 
clinically necessary by [XYZ] 
For Inpatient services not certified by [XYZ] 100% 
For Outpatient services certified as medically or None 
clinically necessary by [XYZ] 
For Outpatient services not certified by [XYZ] 100% 

Co-Payments 

Each Covered Person must pay a Co-Payment of [$150] 
for each day of Inpatient care up to a maximum of [$750] 
per confinement, subject to a maximum of [$1,500] Co-
Payment per Calendar Year. 

Each Covered Person must pay a Co-Payment of [$15] to 
the [XYZ] referred provider for each Outpatient visit. 
[Carrier] pays benefits for Outpatient Covered Charges in 
excess of the Co-Payment, less any applicable Co-Insur-
ance. 

Benefit Limits 

Under this rider, [Carrier] only covers: 

a. 30 days of Inpatient care per Calendar year; and 
b. 20 Outpatient visits per Calendar year. 

Each one day of Inpatient care may be exchanged for 2 
Outpatient visits. 

PENALTY FOR NON-COMPLIANCE WITH PRE-CERTI-
FICATION REQUIREMENTS 

DEPT. OF INSURANCE 

As a penalty for non-compliance with pre-certification 
requirements, [Carrier] will not pay for the care and treat-
ment of Mental and Nervous Conditions and Substance 
Abuse. Such penalty will be applied if: ~/ 

a. the Covered Person does not request a review in 
the times and manner described above; 

b. the Covered Person's treatment does not comply 
with the treatment plan; 

c. the Covered Person goes to a provider whose ser-
vices were not referred by [XYZ]; or 

d. [XYZ] does not confirm the need for such care or 
treatment. 

APPEALS PROCEDURE 

[If the Covered Person or his or her attending Practition-
er does not agree with the outcome of the [XYZ] review, 
the case will be immediately referred to a [XYZ] Practition-
er who will discuss the case directly with the attending 
Practitioner. If an agreement is not reached, the case will 
be internally reviewed by a staff psychiatrist who may re-
quest that a local case manager see the Covered Person, or 
may discuss the case again with the attending Practitioner. 
This may involve a visit to the Facility in question and a 
clinical interview with the Covered Person and/or the family. 
If there is not agreement at that time, the Covered Person 
may appeal directly to [Carrier].] 

This rider is part of the Policy. Except as stated above, 
nothing in this rider changes or affects any other terms of '"__/ 
the Policy. 

[Carrier should insert Standard Rider Closure.] 
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). 

EXHIBIT J 
PART 1 

RIDER FOR PRESCRIPTION DRUG COVERAGE 

Contract Holder: 

Group Contract No: 

Effective Date: 

The Prescription Drug section of the Covered Services 
and Supplies Section of the HMO Contract is replaced with 
the following: 

We cover drugs which require a Participating Provider's 
prescription which are obtained while confined as an Inpa-
tient. But We only cover drugs which are: 

a. approved for treatment of the Member's Illness or 
Injury or Mental or Nervous Condition by the Food 
and Drug Administration; 
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b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Member's and recognized as appro-
priate medical treatment for the Member's diagno-
sis or condition in one or more of the following 
established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. The United States Pharmacopeia Drug Informa-
tion. 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

In no event will We provide [or arrange] for 

a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And We do not cover drugs that can be obtained without 
a prescription, even if a Participating Provider orders them. 

This Prescription Drug Coverage will provide benefits for 
·. __ / covered drugs, prescribed by a Participating Provider. 

What We arrange [or provide] and the terms of the cover-
age are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Admin-
istration and as listed in the Formulary of the State 
in which they are dispensed; and 

b. protected by the trademark registration of the 
pharmaceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by 
the Food and Drug Administration and as listed in 
the Formulary of the State in which they are dis-
pensed: 

b. drugs which are used unless the Participating Pro-
vider prescribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs 
in strength or concentration, dosage form and route 
of administration. 

Mail Order Program means a program under which a 
Member can obtain Drugs from a Participating Pharmacy by 
ordering the drugs through the mail. 
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Maintenance Drug means only a Prescription Drug used 
for the treatment of the following chronic medical condi-
tions. 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ ABC] or with whom [ ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingre-

dient is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Participating Provider. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

Copayment 

A Member must pay the appropriate Copayment shown 
below for each Prescription Drug each time it is dispensed 
by a Participating Pharmacy. The Copayment must be paid 
before the Contract provides any benefit for the Prescription 
Drug. The Copayment for each prescription or refill which 
is not obtained through the Mail Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

$5.00 
$10.00 

The Copayment for each prescription or refill which is 
obtained through the Mail Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

None 
$5.00 

After the Copayment is paid, We will provide the Pre-
scription Drug. The Prescription Drugs which are covered 
are subject to all the terms of the Contract. 

COVERED DRUGS 

The Contract only provides benefits for Prescription 
Drugs which are: 

a. prescribed by a Participating Provider ( except for 
insulin) 

b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury or Mental or 

Nervous Condition. 

Such prescription or refill will not include a prescription 
or refill that is more than: 

a. the greater of a 30 day supply or 100 unit doses for 
each prescription or refill which is not obtained 
through the Mail Order Program; 
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b. a 90 day supply of a Maintenance Drug obtained 
through the Mail Order Program; and 

c. the amount usually prescribed by the Member's 
Participating Provider. 

A supply will be considered to be furnished at the time 
the Prescription Drug is received. 

Contract Holder Liability 

The Contract Holder will be liable to Us for the cost of 
any Prescription Drug provided to a person after his or her 
coverage ends, except as stated in the Extended Health 
Benefit section of the Contract. 

NON-COVERED SERVICES AND SUPPLIES 

We will not provide for any of the following Services or 
Supplies: 

a. Administration of a Prescription drug. 
b. Immunization agents. 
c. Biological sera. 
d. Blood or Blood Plasma. 
e. Prescription Drugs labeled "Caution-limited by 

Federal Law to investigational use" or experimen-
tal. 

f. Refills in excess of the amount specified by the 
prescribing Participating Provider. 

g. Refills dispensed after one year from the original 
date of the prescription. 

h. Drugs, except insulin, which can be obtained legally 
without a Participating Provider's prescription. 

1. Prescription Drugs which are taken by or given to a 
Member, in whole or in part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• a Skilled Nursing Center 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution 
J· Therapeutic devices or appliances, hypodermic nee-

dles, syringes, support garments and other non-
medical substances, regardless of their intended use. 

k. Vitamins, except for Legend Drug vitamins. 
l. Drugs containing nicotine or other smoking deter-

rent medication. 
m. Topical dental Fluorides. 
n. Drugs needed due to conditions caused, directly or 

indirectly, by a Member taking part in a riot or 
other civil disorder; or the Member taking part in 
the commission of a felony. 
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o. Drugs needed due to conditions caused directly or 
indirectly, by declared or undeclared war or an act 
of war. 

p. Drugs dispensed to a Member while on active duty 
in any armed force. 

q. Drugs for which there is no charge. This usually 
means drugs furnished by the Member's employer, 
labor union, or similar group in its medical depart-
ment or clinic; a Hospital or clinic owned or run by 
any government body; or any public program, ex-
cept Medicaid, paid for or sponsored by any gov-
ernment body. But if a charge is made, and We 
are legally required to pay it, We will. 

r. Drugs needed due to an on-the-job related Injury 
or Illness or Mental or Nervous Condition; or 
conditions for which benefits are payable by Work-
er's Compensation, or similar laws. 

This rider is part of the Contract. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Contract. 

[Carrier should insert Standard Rider] 
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). 

EXHIBIT J 
PART 2 

RIDER FOR PRESCRIPTION DRUG COVERAGE 

Contract Holder: 

Group Contract No: 

Effective Date: 

The Prescription Drug section of the Covered Services 
and Supplies Section of the HMO Contract is replaced with 
the following: 

We cover drugs which require a Participating Provider's 
prescription which are obtained while confined as an Inpa-
tient. But We only cover drugs which are: 

a. approved for treatment of the Member's Illness or 
Injury or Mental or Nervous Condition by the Food 
and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Member's and recognized as appro-
priate medical treatment for the Member's diagno-
sis or condition in one or more of the following 
established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 
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3. The United States Pharmacopeia Drug Informa-
tion. 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

In no event will We provide [or arrange] for 

a. drugs labeled: "Caution-limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And We do not cover drugs that can be obtained without 
a prescription, even if a Participating Provider orders them. 

This Prescription Drug Coverage will provide benefits for 
covered drugs, prescribed by a Participating Provider. 
What We arrange [or provide] and the terms of the cover-
age are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Admin-
istration and as listed in the Formulary of the State 
in which they are dispensed; and 

b. protected by the trademark registration of the 
pharmaceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by 
the Food and Drug Administration and as listed in 
the Formulary of the State in which they are dis-
pensed; 

b. drugs which are used unless the Participating Pro-
vider prescribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs 
in strength or concentration, dosage form and route 
of administration. 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ ABC] or with whom [ ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingre-

dient is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Participating Provider. 

11:21 App. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

Copayment 

A Member must pay the appropriate Copayment shown 
below for each Prescription Drug each time it is dispensed 
by a Participating Pharmacy. The Copayment must be paid 
before the Contract provides any benefit for the Prescription 
Drug. The Copayment for each prescription or refill is: 

• for Generic Drugs 
• for Brand Name Drugs 

$5.00 
$10.00 

After the Copayment is paid, We will provide the Pre-
scription Drug. The Prescription Drugs which are covered 
are subject to all the terms of the Contract. 

COVERED DRUGS 

The Contract only provides benefits for Prescription 
Drugs which are: 

a. prescribed by a Participating Provider ( except for 
insulin); 

b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury or Mental or 

Nervous Condition. 

Such prescription or refill will not include a prescription 
or refill that is more than amount usually prescribed by the 
Member's Participating Provider. 

A supply will be considered to be furnished at the time 
the Prescription Drug is received. 

Contract Holder Liability 

The Contract Holder will be liable to Us for the cost of 
any Prescription Drug provided to a person after his or her 
coverage ends. 

NON-COVERED SERVICES AND SUPPLIES 

We will not provide for any of the following Services or 
Supplies: 

a. Administration of a Prescription drug. 
b. Immunization agents. 
c. Biological sera. 
d. Blood or Blood Plasma. 
e. Prescription Drugs labeled "Caution-limited by 

Federal Law to investigational use" .or experimen-
tal. 

f. Refills in excess of the amount specified by the 
prescribing Participating Provider. 

g. Refills dispensed after one year from the original 
date of the prescription. 
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h. Drugs, except insulin, which can be obtained legally 
without a Participating Provider's prescription. 

1. Prescription Drugs which are taken by or given to a 
Member, in whole or in part, while confined in: 

• a Hospital 

• a rest home 

• a sanitarium 

• a Skilled Nursing Center 

• a Substance Abuse Center 

• an alcohol abuse or mental health center 

• a convalescent home 

• a nursing home 

or similar institution 

j. Therapeutic devices or appliances, hypodermic nee-
dles, syringes, support garments and other non-
medical substances, regardless of their intended use. 

k. Vitamins, except for Legend Drug vitamins. 

1. Drugs containing nicotine or other smoking deter-
rent medication. 

m. Topical dental Fluorides. 

n. Drugs needed due to conditions caused, directly or 
indirectly, by a Member taking part in a riot or 
other civil disorder; or the Member taking part in 
the commission of a felony. 

o. Drugs needed due to conditions caused directly or 
indirectly, by declared or undeclared war or an act 
of war. 

p. Drugs dispensed to a Member while on active duty 
in any armed force. 

q. Drugs furnished by the Member's employer, labor 
union, or similar group in its medical department 
or clinic; a Hospital or clinic owned or run by any 
government body; or any public program, except 
Medicaid, paid for or sponsored by any government 
body. But if a charge is made, and We are legally 
required to pay it, We will. 

r. Drugs needed due to an on-the-job related Injury 
or Illness or Mental or Nervous Condition; or 
conditions for which benefits are payable by Work-
er's Compensation, or similar laws. 

This rider is part of the Contract. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Contract. 

[Carrier should insert Standard Rider] 

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). 

DEPT. OF INSURANCE 

EXHIBIT J 
PART 3 

RIDER FOR PRESCRIPTION DRUG 
COVERAGE 
Contract Holder: 
Group Contract No: 
Effective Date: 

(MAIL) 

The Prescription Drug section of the Covered Services 
and Supplies Section of the HMO Contract is replaced with 
the following: 

We cover drugs which require a Participating Provider's 
prescription which are obtained while confined as an Inpa-
tient. But We only cover drugs which are: 

a. approved for treatment of the Member's Illness or 
Injury or Mental or Nervous Condition by the Food 
and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Member's and recognized as appro-
priate medical treatment for the Member's diagno-
sis or condition in one or more of the following 
established reference compendia: 

J. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. The United States Pharmacopeia Drug Informa-
tion. 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

In no event will We provide [or arrange] for 

a. drugs labeled: "Caution-limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

And We do not cover drugs that can be obtained without 
a prescription, even if a Participating Provider orders them. 

This Prescription Drug Coverage will provide benefits for 
covered drugs, prescribed by a Participating Provider. 
What We arrange [or provide] and the terms of the cover-
age are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Admin-
istration and as listed in the Formulary of the State 
in which they are dispensed; and 

Supp. 10-16-95 21-186 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

b. protected by the trademark registration of the 
pharmaceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by 
the Food and Drug Administration and as listed in 
the Formulary of the State in which they are dis-
pensed: 

b. drugs which are used unless the Participating Pro-
vider prescribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs 
in strength or concentration, dosage form and route 
of administration. 

Mail Order Program means a program under which a 
Member can obtain Drugs from a Participating Pharmacy by 
ordering the drugs through the mail. 

Maintenance Drug means only a Prescription Drug used 
for the treatment of the following chronic medical condi-
tions. 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ABC] or with whom [ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingre-

dient is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Participating Provider. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

Co payment 

A Member must pay the appropriate Copayment shown 
below for each Prescription Drug each time it is dispensed 
by a Participating Pharmacy. The Copayment must be paid 
before the Contract provides any benefit for the Prescription 
Drug. The Copayment for each prescription or refill is: 

• for Generic Drugs 
• for Brand Name Drugs 

None 
$5.00 

After the Copayment is paid, We will provide the Pre-
scription Drug. The Prescription Drugs which are covered 
are subject to all the terms of the Contract. 

COVERED DRUGS 

The Contract only provides benefits for Prescription 
Drugs which are: 
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a. prescribed by a Participating Provider ( except for 
insulin) 

b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury or Mental or 

Nervous Condition. 

Such prescription or refill will not include a prescription 
or refill that is more than: 

a. a 90 day supply of a Maintenance Drug; and 
b. the amount usually prescribed by the Member's 

Participating Provider. 

A supply will be considered to be furnished at the time 
the Prescription Drug is received. 

Contract Holder Liability 

The Contract Holder will be liable to Us for the cost of 
any Prescription Drug provided to a person after his or her 
coverage ends. 

NON-COVERED SERVICES AND SUPPLIES 

We will not provide for any of the following Services or 
Supplies: 

a. Administration of a Prescription drug. 
b. Immunization agents. 
c. Biological sera. 
ct. Blood or Blood Plasma. 
e. Prescription Drugs labeled "Caution-limited by 

Federal Law to investigational use" or experimen-
tal. 

f. Refills in excess of the amount specified by the 
prescribing Participating Provider. 

g. Refills dispensed after one year from the original 
date of the prescription. 

h. Drugs, except insulin, which can be obtained legally 
without a Participating Provider's prescription. 

i. Prescription Drugs which are taken by or given to a 
Member, in whole or in part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• a Skilled Nursing Center 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution 
J. Therapeutic devices or appliances, hypodermic nee-

dles, syringes, support garments and other non-
medical substances, regardless of their intended use. 

k. Vitamins, except for Legend Drug vitamins. 
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I. Drugs containing nicotine or other smoking deter-
rent medication. 

m. Topical dental Fluorides. 
n. Drugs needed due to conditions caused, directly or 

indirectly, by a Member taking part in a riot or 
other civil disorder; or the Member taking part in 
the commission of a felony. 

o. Drugs needed due to conditions caused directly or 
indirectly, by declared or undeclared war or an act 
of war. 

p. Drugs dispensed to a Member while on active duty 
in any armed force. 

q. Drugs furnished by the Member's employer, labor 
union, or similar group in its medical department 
or clinic; a Hospital or clinic owned or run by any 
government body; or any public program, except 
Medicaid, paid for or sponsored by any government 
body. But if a charge is made, and We are legally 
required to pay it, We will. 

r. Drugs needed due to an on-the-job or job related 
Injury or Illness or Mental or Nervous Condition; 
or conditions for which benefits are payable by 
Worker's Compensation, or similar laws. 

This rider is part of the Contract. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Contract. 

[Carrier should insert Standard Rider] 
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). 

EXHIBIT K 
PART 1 

EXPLANATION OF BRACKETS-POLICY FORMS 

(PLANS A, B, C, D, E) 

All text which is enclosed in brackets [ ] is variable. 
Such text may generally be categorized in four ways. 

a. Some areas of variability are self-explanatory. Ex-
amples include: [Carrier], [Policyholder], and 
[ABC]. 

b. Some areas of variability are noted with brief expla-
nations within the text. Examples include: use of 
Planholder, PPO, and POS text. 

c. Some areas of variability are intended to allow for 
flexibility in terms of a carrier's administrative prac-
tices. 

d. Some areas of variability are subject to ranges and 
parameters specified in statute and/or regulation. 

Areas of variability, which may require clarification and 
explanation as to use, are explained below. The order of 
the list is consistent with the order of appearance in the 
policy forms. 
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1. Dividend text which appears both on the Face Page 
and in the General Provisions should only be in-
cluded by carriers that could pay dividends. 

2. Deductible, Co-Insurance, and Co-Payments may 
be elected by the Employer, subject to the availabil-
ity specified in regulation. 

3. The refund formula specified on the Premium 
Amounts provision of the General Provisions may 
be modified to specify alternate methods of calcula-
tion. 

4. Percentage participation requirements as noted in 
the Participation Requirements and in the Termi-
nation of the Policy-Renewal Privilege provisions 
of the General Provisions may be determined by 
the Carrier, provided the requirements comply with 
the requirements permitted in Statute and regula-
tion. 

5. The Notice of Loss provision of the Claims Provi-
sions may be omitted at the option of the Carrier. 

6. The Payment of Claims provision of the Claims 
Provisions should include the second or third sen-
tence of the last paragraph, as appropriate. 

7. The definition of Reasonable and Customary 
should only include a reference to the negotiated 
fee schedule if the Carrier is offering the plan using 
a Preferred Provider Option or a Point of Service 
delivery system. 

8. The Waiting Period provision of the Employee 
Coverage Provision may be omitted or included at 
the option of the Employer. If included, the peri-
od may not exceed 6 months and must satisfy the 
requirements of regulation. 

9. The date Employee and Dependent coverage ends 
may vary to accommodate Employer and/or Carrier 
administration practices. For example, coverage 
may end immediately or may end at the end of the 
month following a termination event. 

10. The Utilization Review Features provisions may 
be omitted in their entirety, or only one section, 
the Required Hospital Stay Review or the Re-
quired Pre-Surgical Review section may be omit-
ted. If any portion of Utilization Review Features 
is to be included, either the text must conform to 
the text of the standard form, except that the 
penalty for non-compliance may be adjusted to 
reflect a different percentage, or to utilize a dollar 
penalty; or the text must be submitted to the 
Board and the Department of Insurance for re-
view and approval prior to use, as specified in 
regulation. 

11. The Alternate Treatment Features provisions may 
be omitted. Carrier may administratively provide 
for such provisions. If included in the policy, the 
text must conform to the text of the standard 
form. 
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12. The Centers of Excellence Features provisions 
may be omitted. If included in the policy, the text 
must conform to the text of the standard form. 

(RIDERS) 

All text which is enclosed in brackets [ ] is variable. 

Some areas of variability are self-explanatory. Examples 
include: [Carrier], [XYZ], and [ABC]. 

Some areas of variability are noted with brief explanations 
on the text. An example is the rider closure. 

The Co-Payment amounts in the Mental and Nervous 
Conditions and Substance Abuse rider may vary to be 
consistent with any other Co-Payment amounts allowed for 
HMO plans. 

The Appeals Procedure in the Mental and Nervous Con-
ditions and Substance Abuse rider may vary to conform to a 
carrier's and/or health care review organization's procedure. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 

EXHIBIT K 

PART 2 

EXPLANATION OF BRACKETS (HMO PLAN) 

All text which is enclosed in brackets [ ] is variable. Such 
text may generally be categorized in four ways. 

a. Some areas of variability are self-explanatory. Ex-
amples include: [Carrier], [Contract Holder], and 
[ABC]. 

b. Some areas of variability are noted with brief expla-
nations within the text. 

c. Some areas of variability are intended to allow for 
flexibility in terms of a carrier's administrative prac-
tices. 

d. Some areas of variability are subject to ranges and 
parameters specified in statute and/or regulation. 

Areas of variability, which may require clarification and 
explanation as to use, are explained below. The order of 
the list is consistent with the order of appearance in Con-
tract forms. 

1. Co-Payments may be elected by the Employer, 
subject to the availability specified in regulation. 

2. Actively At Work requirement can be deleted. 
Federally Qualified HMOs cannot apply Active 
Work Requirements. 

3. The Generic Drug definition can be deleted if not 
needed. 

4. The Pre-Existing Condition exclusion can be delet-
ed. Federally Qualified HMOs cannot apply the 
Pre-Existing Condition Exclusion. 
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5. OB/GYNs can be considered Primary Care Physi-
cians. 

6. Eligible class references can be removed. 
7. The Waiting Period provision of the Employee 

Coverage Provision may be omitted or included at 
the option of the Carrier. If included, the period 
may not exceed 6 months and must satisfy the 
requirements of regulation. 

8. The date Employee and Dependent coverage ends 
may vary to accommodate Employer and/or Carrier 
administration practices. For example, coverage 
may end immediately or may end at the end of the 
month following a termination event. 

9. Small Claims Waiver can be deleted. 
10. Percentage participation requirements as noted in 

the Participation Requirements and in the Termi-
nation of the Policy-Renewal Privilege provisions 
of the General Provisions may be determined by 
the Carrier, provided the requirements comply 
with the requirements permitted in Statute and 
regulation. 

11. Transfer of Primary Care Physician can occur 
according to carrier administration. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 

EXHIBIT L 

PART 1 

PATIENT INSTRUCTIONS 

FOR HCFA 1500 
To request reimbursement for medical expenses; please 

complete the attached form blocks 1 through 13. To assist 
you, follow the instructions below. Please remember that 
all statements must be accurate. 

Please bring this claim form with you at the time the 
medical services are rendered. The provider of service is 
responsible for completing blocks 14 through 33. 

When requesting reimbursement, you should also attach 
copies of itemized bills and receipts for the medical services 
for which you are submitting a claim. 

PATIENT INSTRUCTIONS 
Block 1 

Place an "X" in the appropriate block which identifies the 
type of insurance program that applies to the claim. 

Block la 

Enter the Social Security number or unique identification 
number assigned by the insurance carrier or the individual 
in whose name the insurance is carried. 

Block 2 
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Enter the patient's last name, first name and middle 
initial. 

Block 3 

Enter the patient's date of birth in a MMDDYY format. . 
Example: 01 12 94 for January 12, 1994. Place an "X" in 
the appropriate gender box. 

Block 4 

Enter the last name, first name and middle initial of the 
individual in whose name the insurance is carried. 

Block 5 

Enter the mailing address of the patient. 

Block 6 

Place an "X" in the appropriate box which identifies the 
relationship of the patient to the insured individual. 

Block 7 

Enter the mailing address of the individual who holds the 
insurance if it is different from the patient's address listed in 
Block 5. Otheiwise, enter the word "SAME". 

Block 8 

Place an "X" in the appropriate box which identifies the 
patient's marital status. Also, place an "X" in the appropri-
ate box which identifies the employment/student status of 
the patient. 

Block 9 

If the patient has other insurance, enter the last name, 
first name and middle initial of the covered individual if it is 
different from that shown in Block 4. Otheiwise, enter the 
word SAME. 

Block 9a 

Enter the other insurance carrier's identification number 
or unique code assigned by the carrier to identify the group 
or policy under which the individual in Block 9 is covered. 

Block 9b 

Enter the date of birth or the individual (listed in Block 
9) in a MMDDYY format. Example: 011294 for January 
12, 1994. 

Enter an "X" in the appropriate gender box. 

Block 9c 

Enter the name of the individual's (listed in Block 9) 
employer or school name. 

DEPT. OF INSURANCE 

Block 9d 

Enter the name of the insurance program covering the 
individual in Block 9. 

Block 10a through 10c 

Place an "X" in the appropriate box to indicate whether 
the patient's condition is related to employment, auto acci-
dent, or other accident. For auto accidents, indicate the 
states' abbreviation in which the accident occurred (e.g. New 
Jersey-NJ). 

Block 10d 

This field is not required. 

Block 11 

Enter the identification or unique code assigned by the 
carrier to identify the group or policy under which the 
individual is covered. 

Block lla 

Enter the individual's (listed in Block 4) birthdate in a 
MMDDYY format. Example: 011294 represents January 
12, 1994. 

Place an "X" in the appropriate gender box. 

Block llb 

Enter the individual's (listed in Block 4) employer name 
or school name. 

Block Uc 

Enter the name of the insurance program covering the 
individual in Block 4. 

Block lld 

Place an "X" in the appropriate box. If the answer is 
YES, complete sections 9a-9d. 

Block 12 

The patient's signature in this field authorizes release of 
medical information necessary to process this claim. The 
patient or an authorized representative should sign and date 
this block unless the signature is on file in the provider's 
office/facility. 

Block 13 

The signature in this block authorizes the insurance carri-
er to release insurance benefits directly to the provider of 
the services listed in Block 33. 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

EXHIBIT L 
PART 2 

.. 

APPROVEO 0MB NO 0938-iJ.!79 

,~,- :~~.,·'.'~""'.,~~~-'!~±~:~::·~;~;, 
NOTICE TO The h0sp1t1I ,s acting sol .. y as 1n agenl for lhe P1,l1en1 ,n filing tor insurance benel1!s tJ THE PATIENT assigned 10 11, nowever, lhe hospital can assume no respons1bll1ty tor guaranteeing payment • ,. 

of coYer9d charges u st\Own on the face ol lhe bill Credit ,s shawn only when !he h0sp11a1 1• i-:, 1 
has actually recen«I p1ymen1 ShOuld an O'ferpayment be made a refund check will be • 11 

fo.-).°i~ sen! 10 !he lulhOrlled party Iha! IS due the overpayment 1 ! · I ~a •·1 

~-.'l.il-l--~tll(B~Mi>i:ffliD$~$&:t4Lii+~-Z'i!;·~Z-:·I : .. ;::.': '.j 
UB-32 HCFA-1'50 
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PLEASE 
DO NOT 
STAPLE 
!N THIS 
AREA 

DEPT. OF INSURANCE 

.. 
I 

ffi 
ii: 
a: .. u 

HEAL TH INSURANCE CLAIM FORM •~• ··- I 
T 

6 PAT!ENT RELATtONSHIP ro ll<j$UFIED ? INSUAED S ADDRESS 1,.,.0 S-11c,,ei\ 

=------------~=~=""=ci~-c=~.,eu~c-"~'CJ~---=~~-.....,=-----------==-~ I CITV iSTATE 0 PAT,ENT STATUS C!T'V I STATE z 

'-c-,=-----=------'---, S.11\)leo Ull!Tlld QIT,11, CJ -~----~~~~~~-;,ii==-:~ 
I ZIF'COOE l'(ELEPHOt<)E nnciuoe "1eaCOdll) ZIP CODE I TELE(P~= l)INCLUDE AAEACOOE1 i~ -~=~~7 O -,-o·~,s-, .-,-•s-u•=e-o ,-.-,-",-,~,,~,.~,-~,~,.-, ,-,~-•-"'-,-,--,,,a-,, -+=,o-rs=,~.r=,e""-,'"s-c"'a.."'o=m"'<><",~,,...~r"'e""o =roe=--+-,,-,.-,-cR=c=o ,=,=or.-,c=,-G=,o-ce"'o=,-,.=c-• •-u-•a=,=, ------,' 
I lg 
i a OTHER INSUREDS POUCY 00 GROUP NUMBER ;i. EMPLOVMEP-dP (CURRENT 0A PREVIOUS1 11 iNSUREDS DATE O" BIRTH 

MM DD YY 
,a: 
:::, 

CJVES ONO :~ O Jr.UTOACCIOENP PLACE !Slat111 ~.-,~--,c=o,~,~RS=N-••-E=o=a=SC~HOOC=-_.-.-, -------,IC 
I 

0 0•1-1ER INSUREDS OATE 0~ S!Q.TH 
Ulil ::io vv 

oves :z 
t c EMPtOYER 5 NAME OR SCI-IOOI. NA"-4/: c OTHER A,CCIOENT"I t-,-,Nc:S-ua.cc•ccccc,cc.,-,.-• .,,._c:,c:o:cc•=:PR:=OG=:Rcc,uc-N-•-•E;------;: 

Yl:S CJNO -~,--,,-,,-a-,.-c-,.-'-"-•-•-••=,-o,-,=,-OG=•-••-•-••=•-----+,=.,-,=,=se=a,"',s-o ,=o=, -,oc=._=us=,----+-, -,,-,,-,-,,~,-.o=,-.,~s~,,~,~,,-" ,~,~.,~,,7,.~LA~N7' ------: i 
/ 12 PATIENTS Ofi AUTH~:~~g!~:iit~~r~!::i:: ~~,!.=:~Y~':'~ ~!cwmat= 

I 
::.,~rt,,so;i.,., 1aoo•eo..es1payrne,,,10,-'°"e<nmet'.toene!lls9llflet1omysel10<to11>11p,z"1'-~iS,\IQ"me,u 

SIGNED DATE 

i
u DATE OF CURRENT ILLNESS !F~sl s,.,,.,01om10R I 1$ IF PATIENT HAS HAD SAME OR SIMIUR ILLNESS 

MIJ 00 VY INJURY 1AOPQt,,11 QR 
PREGNAl'\:CYtLMPI 

I GIVE FIRST Q.>,TE ...... DD 'f'r 

117 N,U_,E OF REFERRING PHYS'CIA.'- OR OTHER SOURCE 

i 
j I 1i ID NUMBEo'I Of REFEARl"IG PHYSICIAN 

19 RESERVED FOO LOCAL USf 

12: ~-"_·•-os:S~R NATURE OF ILLNESS CR INJURY !REL.ATE ITEMS~ 2 =TO ~EM 2•E av UNE I t 
l,L__ ''--· ~-"",==-----~~~,~--~-,~~--~ 

F,£,-UE1S1 OF SEAVICE,0 

00 YY MM 00 

! 

i 

I;~ FEDERAt TA.I l O P.Ut,,IBER 

p~ Type PROCEOURtS SEIMCt:S 0A SUPPLIES 

YY 1~-~'.~J,,~~- CPT~; U"",;,.,a~~s:-) 

I 

I 

i 
I 

ss.-. EIN U, PATIENTS ACCOUNT HO 

77 

DIAGNOSIS 
CODE 

~•YES NO flYN •th1,.,toa.~com~1e,1e-mSa~ 

\3 INSURED 5 OR AUTHOAI.ZED PERSONS SIGNATURE I iull\O<>Ze 
pay.....,,,,.,, ~lbenllt"s1olheunoe~r>ec1phy5'0anort~PPhe••o• 
~sClof•,cn08d~ 

SIGNED 

16 DATES PATIENT U'-IABLE 10 WORK IN CURRENT OCCUPAi1~ 
Mt.I OD YY MM OD YY 

FROM TO 

18 HOSPITA.1.IV,TIQN OATES RE'.,.ATED 10 CURRENT SERV1CES 
MM DO VY MM DO YY 

I CHARGES 

I 
22 i.lEDIC>,10 RESUBMISSION 

CODE ORIGINAL REF NO 

;,>J PRIOR AUTHORll,AT!ON NUMBER 

G " ' , 
OAVS ~;:ly EMG : coo I RESERVED FOR OR lOC.t.LUSE UNITS 

I i 
I I I 

I 
I 
I 

I 
I I~ AM()Ut,jT PAID i lO BALAN-:E DUE 

's 

,, .. ,, 

z 
lg 
" ,. .,. 

I~ ·~ ,a: 

!~ 
:::, 

,U) 

!~ 
I~ ;;; 
':Z: lo. 

1
31 SIGNATURE o• PHYSICIAN OR SUPPLl!:R 

INCLUDING DEGREES OR CREOENTl.-..i.S 
11 Cllfftl'\! 1naI me stat.,.,..,,s ot111111 ,..,p,se 
,:ipp<ymcn,,r,,:Iar>0aurm11~e1111n1nc,00I) 

I 

32 =~~e":e~ ~~~:,s; .. ~Fl'l~~1~';,:~eRe seRv1cEs we RE 33 :i:.:~1;~ s sur>PuER s BILLING '-AME ADDRESS z1P cooe I 

I SIG"sEO 

I: 
I GRPI iY 

11.PPAOVEO BY AMA COUNCIL ON UE'.OICAL SERViC[ 8.'8.81 PLEASE PR/WT OR TYPE eoRM HCFA ·~ ,,~ <J() 
FQAM OWC" 1!,00 FORM ARB \~ 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

BECAUSE THIS FOAM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY 
APPLICABLE PROGRAMS. 
NOTICE: Any petk'n who knowingly ,1 .. , 1 statement ol claim conlaining any mi1reprnenllltion or any incomptete or misluding lnfonnation may 
be gu6tty of I criminal act punishable under law and may be 1ubteCf to civil penahies. 

REFERS TO GOVERNMENT PROGRAMS ONLY 
MEDICARE ANO CHAMPUS PAYMENTS A pa11enrs signature requests lhal payment be made and aUlhonzes release ol any 1ntormat10n necessary 10 p,ocess 
the claim and cer11lies Iha! lhe 1ntorma110n provided in Blocks 1 1hr01.1gh 12 1s true. accurate and co~e In the case ol a Medicare cia1m, the patient's SMJl"l8,ture 
authorizes a~y entrty 10 release 10 Medicare medical and non medical 1ntorma11on. 1ncludmg empklyment status. and whether the person has employer group heatth 
insurance, habillty. no·lault. workers i;ompensat10n or other insurance whtch 1s responSlble to pay for the services lor which the Medicare da,m ,s made. See 42 
CFR 411.241a). It item 9 1s comi-1ee1. The pa11enfs signalure aU1honzes release of !he mlormahOn to the health p£an or agency shown. In Medicare assigned or 
CHAMPUS particapat10n cases. the phyS1oan agrees 10 accep1 lhe charge CletermInat10n ol lhe Med6care earner or CHAMPUS t,scal 1ntennedlary as the lull charge. 
and !he patient Is responsibie only for the deduC11blP. coinsurance and noncovered services. Consurance and the deductlb'e are based upon lhe charge 
delerrninahon ol the Medicare ca~rIer or CHAMPUS hscal in1ermed1ary 1I !his Is less than lhe charge submlffed CHAMPUS ts not a health insurance program bu1 
makes payment tor health benel11s provided through cenarn atf1hat1ons w1lh the Un1tormecl Services lnlormat10n on the pa1ienrs sponsor should be prOVlded in those 
dems captioned m ·insured". 1 e rtems 1a. 4. 6. 7. 9.and11 

BLACK LUNG AND FECA CLAIMS 
The p,OVlder agrees to accept !he arnounl paid by the Government as payment in full. See Black Lung and FECA 1nstruc1ions regarding required procedure and 
diagnosis codrng systems. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG) 
t certify lhal !he services shown on lh1s lorm were mechcally 1nchcated and necessary tori he health ot the patient and were personalty furnished by me or were furnished 
It'ICldenl to my protess10nal service by my employee under my tmmechale personal supeMSK>n, ew:cept as otherwise e•pressly permined by Medicare or CHAMPUS 
regula1ions. 
For SP.Mees to be conSldered as "1nodenl" 10 a phys1t1an·s professional service, 1) !hey must be rendered under lhe physClan·s rmmediate personals~ 
by h1SJher employee. 2) they mus! be an integral. although 1ncM1ental part of a covered phys10an·s sernce. 3) they mus! be of lunds commonly tumtShed in physaan·s 
afflCeS. and 4) !he services al nanphys1C1ans must be included an the phys1C1an's blNs 
For CHAMPUS claims, I further c:ertrfy that I (or any empk)yeeJ who rendered seMCEts am not an aetNe duty member of lhe Uniformed 5eMces or a cnnlian efflP'(,yee 
of the United States Govemmenl or a eontraci empk)yee ot !he UMed Slates Government. either civihan or maktary (refer ta 5 USC 5536). Far Blac:k-Lung daams, 
I further ceftJly that !he services performed were for a Blad( Lung-related d1sarder. 
No Par! B Meoicare benefits n,ay be paid unless !his IOffll Is received as required by exIslIng law. and regulal10ns (42 CFR 424.32) 
NOTICE. Any one who misrepresents o• talsif1es essential 1nfarma11on to receive payment from Federal lunds reQuested by this form may upon COfMCbOn be subfect 
lo !me and Impnsonmen1 under applic.abk? Federal laws. 

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF ME:ltCAAE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION 
(PRIVACY ACT STATEMENT) 

We are authonzed by HCFA. CHAMPUS and OWCP lo ask you tor mtormation needed ,n lhe admn·llstra11on ol the Meocare, CHAMPUS. FECA. and 8'adt Lung 
programs. Authority 10 collect mtormatlOf't Is m section 205(a). 1862, 1872 and 1874 ot lhe Social SeoJnty Act as amended. 42 CFR 411.24(8) and 424.S(a) (6). and 
44 USC 3101:41 CFR 101 el seq and 10 use 1079 and 1086: 5 USC 8101 el seq: and 30 use 901 et seq, 38 USC 613; E.O. 9397. 
The 1nfonnahon we obtain lo cornp6ele clSJms under these programs t!i used to 1denttty you and lo determine your ehgibl~ty. n 1s atso used lo decide if the serw:es 
and suppies you receNed are covered by 11.ese programs and to rnsure that proper paymen1Is made 
The tnlormation may also be given 10 o!her p,ovders ot seMces. earners. 1ntermed1anes. medical revteW boards, health p£ans. and olher organizatJOnS or Federal 
agenoes. tor the etfectNe admm1stra11an ot Federal Pf'OVIsIons Iha! require alher lh1rd par1Ies payers ta pay pnmary 10 Federal program, and as otherwise necessary 
taadmintSler lhese programs. For example. 11 may be necessary lo disclose information about the benefits you have used lo a hospital or doctor. Additional dlsdosures 
are made througt, rou1tne uses tor mfo,malion contained in systems ol records. 
FOR MEDICARE CLAIMS: See the r.01ice mod1ty1rig syslem No. 09-70-0501. trtled. ·earner MedK:are Claims Record,· published m !he federal Ben,stec. Vol 55 
ft.a. 1n. page 37549. Wed 5,epl. 12. 1990. or as updated and republished 
FOR OWCP Cl.AIMS: Depanment ot Labar. Privacy A.cl at 1974, ·Repubbca110n of Notice of Systems ol Records." federal Ben1s1er Vol. 55 Na. 40, Wed Feb. 28. 
1990. See ESA-5. ESA-6. ESA-12. ESA-13. ESA·30. or as updaled and republished 
FOA CHAIIPUSCLAIIIS: PRINCIPAL PURPOSEjS). To evaluate ehgrbllrty tor medical care provided by cr,,1han sources and to issue payment upon estab6tshrnent 
at "JOity and de!ermnation that !he setVices:supphes receN'ed are authorized by law. 
ROUTINE USE!S)· lnlorma110n tram claims and related documents may be given lo the Dept of Velerans Affairs. the Dept. ot Health and Human SeMces andlor 
the Dept at Transpona!10rt consistent w,1h !heir sta!Ulory adrmnist·atrve rospons1bllr11es under CHAMPUS/CHAMPVA; ta the Dept. or JusbCe lar rep,esentat,on al 
lhe Secretary of Defense In CMI actions: 10 the Internal Revenue Service. p,1vatecollecl10n ageroes. and consumer repot'ling agenaes In oonnection with recoupment 
ciaims; and to Congres510nal Oflsces In response lO Inqumes made al the requesl ol lhe person to wham a record pertains. Appropnate dlsdoSufes may be made 
to orher federal. state. local. foreign government agenoes. pnvale business en111Ies. and 1nd1v1dual p,avtders of care. an maners relating to entrtlement, dalms 
adjudlcahon. fraud program abuse. ut1hza110n review. qualrty assu~ance. peer review, program Inlegnty, third-party l&abilily, coordination of benefits. and cMI and 
cnmmal lttagahan relaled 10 the operation ol CHAMPUS 
PISCl oSLJBfS· Votunlary. however. la1lure ta provtds 1nlaf'mat10n will result m delay m payment Of may result In denial at claim. With the one ellceptlon discussed 
bekJw. thefe are no penalties under these programs tor retus1ng 10 supply mlorma110n. However, taiture lo furnish information regardtng the medlcal serw:esrendeted 
Of the amount charged would prevent paymeni ot claims under these programs Failure la furnish any other 1nforma110n. such as name or dalm nun't:ler, w6utd delay 
payment ot the da1m Failure 10 provide rnecbcal 1nta,mat10n under FECA could be deemed an abslructlOn. 
11,s mandala,y that you Iell us II vau know !hat another pany Is responsible tor paying tar vou~ 1reatment Section , 128B ot the Social Secunty A.cl and 31 USC 3801-
3812 prCMde penalf>es tar wIthholc:hng lh1s 1ntormat1on. 
You should be awarelhat P L 100-503. lhe "Compu1er Matching and Privacy Protection Aclol 1988". l)erffltls thegovemmenttovenfymlormabonby way of computer 
rr.atehes 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 
I hereby agree lo keep such records as are necessary lo disclose 1ully the ex1en1 ot servtees provided to 1nd1viduals under !he S1a1e·s Trtle XIX p£an and 10 tumish 
information regarchng any paymenls ~lairned lor providing such services as !he State Agency or Dept. of Health and Humans Services may request 
I fun her agree 10 accept. as payment m lutl. the amount paid by the Medicaid program lar those ct aims submlfted tor pav,nenl under that program. with the excephan 
ot authonzed Cleduellble. coInsuranc~. co-payment or s1mrlar cost-sharing charge 
SIGNATURE Of PHYSICIAN (OR SUPPLIER): I certify that the services ltsted above were medic.ally tndlcaled and necessary 10 !he health ol lhls patten! and were 
personally furnished by me or my en'IP'oyee under my personal d1rec:1ton 
NOTICE· Tt11s r'i to cen,ty Iha! !he loreQ01ng mlorma11on Is !rue. accurate and comple1e. I understand tnaI paymenl and sahslltcion ol th1s Claim win bA from Fedefal and State 

funds ancl lhat any ta1se cla,ms. siatements. or documenls. 0t concealment ol a maIenaI tac!. may be pr0$8CUled Linder~ Fadefal OI' S1111e laws 
Pubbc repomng buroen for !his collecI10n ot 1ntormat1on Is estimated 10 average 15 m,nuies per r~ponse. 1nclud1ng 11me for reviewing tnslructlOf'IS. search,ng existing 
dale sources. gathering and ma,ntammg oata "lef'tied ?.r,r. compIeIIrg and rt-,11ewIng the collecllOn ol 1ntarmat1on Send comments regarchng this burden eslImate 01' 
any olher aspeci Ol lh1s colleehon ol 1nlormat10n Includ1ng suggesI1ons lor reducing lhe burden. to HCFA. Office ot F1nanoal Management.PO Ba• 26684. Ban1more. 
MO 21207. and 10 !he Otftee ol Management and Budl)el Paperwortl Reduction Pro1ec1 (OMB-0938-0008). Wash1ng1on. DC 20503 
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Carrier: 
Group Medlcal Claims 
PO Box XXXX)( 
Anywhere, New Jersey XXXXX 

EXHIBIT M 

DEPT. OF INSURANCE 

GE 0094 
Annual Family Profile 

and Claim Notice 
Send this form once each calendar year to the address above with your first claim of the 
year. If any information changes, send a new one. If you have questions about claims or 
need forms, call XXX·XXX-XXXX 

I Employer n.m• 

I 
j Employer phor,• I PlaniPohcy 1-iumber 

Check on, D Active •mployet O R,Urt<I 1mployN D Conti nu~ individu1I 

Employee information ! 
Nam, Dart of birth So<:1al S1c1.mty Numb4r 

S1111 ZIP Hom, phon, num~r 

Co yo\ol ha.,.., anoth,r ,mploy,r7 Other ,mploy,r'a pho/\tl numbet 
::)Yu ONo 
Ar• you covered by anothtr group pl,1n? tf "Yn," pluu g1'tl1 n,1m, of cam,, Plan number Other c1rr.-r'1 phone numbtor 

OYu 

Spouse information 
Dal• of twrth Soc1-111 S•currty Numbtor 

Nam• and addr••• of apou.a•·• Phone numb4r ol apou.a,·• employu 

I.I apouaa eov,rad by another group plan? l'f "Vaa," pl•••• QN• n.sm• ot othe, cau1e, Plan num~, Dth~r c:am•r'• phon. numb-er 
C:YM QNo I 
Dependent children information 

Nam• Cal• of twrth Soci.al S.cunty Mo. RelabOn lo •mFMOyM H1ndlc1pp!MI 

av .. CNo 
Name Date of twnh CMal• CFemala Soc~I Security No. RalatlOfl 10 emp6oyM Hanct+cappN 

av .. CINo 
Name 0ata of b1'1h CMale OFamai. Soc.Lal Sacunty No. Ral4.Uon to 1mployH Handicapped 

ov .. 
Nam• Date or b1'1h CM•~ Soci.al Sacumy No. R alatJOn to ampk>yH Hanchcap,-d 

:]Yee C:No 
List 1ny ildditionill dependent children on ii sepu1lt page ilnd ilttlch ii tc this form. 

! tt 1ny child is ovtt the llrriting 191 and I lu!!--time studerll, plene give the in1ormabon rt-quHttd be-tow. 
Addreu of achoo.I 

I N•m• AddrHa Of 1cnoo1 

II iny child ii covered by ilnOlhtr group pl.rn, plaau 91vt th• ,nloCll'l.ltfon f9<1UHled belOIW. 
Nam• Mamo ol curwtr Plan number 

Name !Murad pu•on Name of carnar Pl.In num~r 

~:,ut~:'~1: 1~r/~.v~~~ :g:=::=~~~:~11,'0~ :J:1 ~~fr;::~~~~::~~~~~t:.~.-~~~:~f:t• trHlm•nt. Of beMfila PIYID'-: 

Ally pel'"lon who ltnowmqly and with intent lo defraud 1ny lneuranc:e company Of ot"Mr peraon f'iiea • ata11m•nl of claim conta1nm1 any i 
ma\ui.ally fal.a• lfflorrnafiot1, Of co,,cuta., fot the purpoa, of m111Mading, informal.Jon conc:•rrung any !act malenal tMrela, may be comnutt1"9 j 
a cmn1nal act. , 

S19ru1ture of pali•nl rf other than nunor thlkl 

SEH.FP•7/93 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

EXHIBIT N 
(Carrier) 

APPLICATION FOR A SMALL EMPLOYER HEALnt BENEFITS POLICY 

Please P"nt or lype 

D New Policy 

Polley number: ((Carrier} Use Only) 

Change in Policy Requested Enectiva Date _____ _ 

SECTION I: POLICYHOLDER INFORMATION 

1. Policyholder (lull legal name of company): ______________________ _ 

2. Tax ldentrfication Number·: ___________________________ _ 

3 Main Address _____ -----------,-,,.,.----------=--------:-,~,---
Ma1ling Address:---,-,,_-----------cc,ycc-------------.;,_:-:-----~,c:~---

Telephone: ( Fascimile: ( 

4. Name of Correspondent: ________________ _ Title: _________ _ 

5. Type of organization D Corporation D Partnership D Proprietorship D Ottler (explain): ______ _ 

6. Nature of business (specify) _______________ _ SIC Code, _______ _ 

7 Number of ehgible employees in your company· _____________________ _ 

Rater to the New Jersey Small EmployEK Certification tor the definition of an eltg1ble employee 

8. Number of ehgfble employees to be insured: ______________________ _ 

9. Class or classes to be excluded; _________________________ _ 

10 lnsura!'\C8 Requested For: D Employees Only D Employees and Dependents 

11. Ate you subject to the requirements of COBRA? C Yes 

12. Waiting Pt.inod before employees become insured· (may not exceed 6 months) 
Present employees _____ New Employees ____ _ 

13. What percentage of the premium will the employer pay? ____ _ 

14 Deposrt $_' ___ _ 

Premium PaKl D Monthly O Ouarterty [fl Automauc checking withdrawal} 
Premium will be due as of the effectrve date The prnmIum for the firs! month of coverage must be attached 

Afflllatn, aubaldlllrtN or branche• (Muat be lnclUCNCf tor pu'l)OM8 of participation) 

No. ~iglble No. ellglble ... [Type of (Nature ot 
legal Name & l.oeatlon In 1h11 company to be lnaured orvanlzatlon] bu1lne01] 
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SECTION 11: SPECIFICATIONS FOR COVERAGE 

[HEAL TH BENEFITS 

D Wraparound (Hospital Base Plan ____ days) 

Plan: OA OB DC OD 0 E 

Deductible (Opt10ns for plans B, C and D only): D $250 D $500 

Co-Payment (Opt10ns for HMO Plans Onty) 0$5 D S10 

Managed Care Delivery System· 0 PPO 0 POS 

PRESCRIPTION DRUG BENEFITS 

Program Type D Card 0 Mail Order 

MENTAL ANO NERVOUS CONDITIONS AND SUBSTANCE ABUSE BENEFITS 

Co-Payment Option 0$5 0 s10 

SECTION Ill: ALL QUESTIONS MUST BE ANSWERED 

1a Is there any insurance plan 
• now inforce and to be continued? 
• currently t>emg applied for? 

D $1,000 

0 $15 D $20 

D None 

C Card/Mail Order 

0 $15 D $20) 

D Yes [J No 
C Yes O No 

If "Yes" grve a descnp!ion of the plan and name ol insurance carner(s) _____________ _ 

b Name ol present or prior group carrier ________________________ _ 

Ettectrve date of prior coverage· _______ _ Cancellat10ntterm1nation date ________ _ 

ts the coverage applied for 1n this application replacing other group insurance? D Yes D No 
It "Yes", give reuo,~-----------------------------

Plan being replaced A O B C S D O E O HMO O 01her _________ _ 

c Has your firm been uninsured for 3 or more months prior to apphcation 0 Yes C No 

What forms of insurance are now or were 1n lorce? D Health Benefits 1=· Prescription Drugs {Attach copies of 
Book!eVCertifiu•e and most recent 81ll1ng Statement) 

Are extended benefits provided in case of terrmnation of health benefits? 0 Yes C No 

To the best of your knowledge are there any current or former employees or their eligible dependents whose health insurance 
1s being contmued? :J Yes C No 

provide the foUowlnQ Information tor each currtint/former employH or dependent on hHlth continuation,. 

Type of Continuation 
Name of Date of State/Federal/ Reaaon for Termln1tktn Contlnuetlon 0a1H 
Em1:1lovee/Deoendent Birth Extended e.nefttI Olaablltty/Other Start End 

If addrt1onaf space 1s needed, attach a separate sheet, s,gned and dated 

To lhe best o! your knowledge 
a Are any employees or dependents presently 1ncapac11ated? 
b Are any dependenl children incapable of setf-suppor! due to a physical or mental d1sab11ity? 

:::J Yes C No 
0 Yes C No 

Additional space to explain If items 1, 2 or 3 were answered "Ves" Aeter to the quesllOn number, and grve details including 
names, where appropriate. 

SECTION IV: AGENT/PRODUCER INFORMATION 

[To be supplied by Carrier} 

SECTION V: SIGNATURE 

{It 1s understood that no 1ndMdual shall become insured while not actFVely al work on a full-time basis, and only full-time employees 
are eligible. A tull-t1me employee is one who regularty works at least 25 hours per week at his employer's place of business.) 
It is further understood that no agent has power on behatt of [Carner] to make or modrfy any request or apphcat1on for insurance 
or to btnd {Carner] by making any promise or rnpresentat1on or by giving or receMng any 1nformat1on. 

It is further underslood that no insurance will be efl9C1.FV8 unless and until lt1e application 1s accepted in wnt1ng by (Carrier] 
No contract of insurance 1s to be implied m any way on the basis al the completion and/or submission of this applicat10n 

Any person who knowingty files a statement ol claim, apphcat1on tor insurance, enrollment form, or certrficat1on containing any 
false or m1s1ead1ng information may be subject 10 cnmlnal and cMI penatt1es 

Dated at _______ _ on _____ _ 

Prmt name ol Officer, Partner o, Proprietor Signature ol Officer. Partner or Proprietor 

Witness to Signature 

Note: II there are any modifications to the statements and answers given 1n this apphcation (i e. crossed out, whited-out, erased 
information), the applicant must attest lo the modrficat1ons by QFVing a complete signature in the margin near the modrficahOn 
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EXPLANATION OF BRACKETS AND TEXT 
APPLICATION FOR A SMALL EMPLOYER HEALTH BENEFITS POLICY 

1 . The terms Policyholder and Policy may be replaced with Contractholder or Planholder and Contract 
or Plan, as appropriate. 

2. The terms insurance and insured may be replaced w~h coverage and covered, as appropriate. 

3. The reference to Automatic Checking Withdrawal may be deleted if Carrier does not offer such options. 

4. The text of the Health Benefits section may vary to accomodate the options a Carrier will offer. 

For example, a Carrier does not offer HMO plans, such text may be deleted. 

5. AgenVProducer Information may be consistent w~h a Carrier's usual procedures. 

6. If benefits are to be issued through a Multiple Employer Trust, a Carrier may include text which specifies 
that the employer is requesting participation ,n a Trust. 

7. If a Carrier provided coverage to a small employer's employees working fewer than 25 hours per 
week and/or retirees under a health benefits plan issued prior to January 1, 1994, and such Carrier 
elects to continue to cover part-time employees and/or retirees after January 1, 1994, under the terms 
and conditions outlined in N.J.A.C. 1 t :21.7.3 (e) and (f), the text of the first 2 sentences of the Signature 
section may be adjusted to reflect the expanded eligibility. 

EXHIBIT 0 
NEW JERSEY SMALL EMPLOYER CERTIFICATION 

For a policy of Group Health Benefits Insurance 

EMPLOYEE CENSUS INFORMATION 

Please include the following persons fn the following list: 

..... Zip 

a. ~ployees, owners, partners, officers. and independent contractors who are actlYely working for the employer on a regular 
basis, whether or nol lhey are eligible to be COY&red undef' the policy. 

b. employees: owners, partners, officers, and independent contractors who are not working, but who are currently covered under 
the employers health benefits plan tor reasons such as continuation of coverage or total disability. 

Please use the following lettam to indteate Status: 

F: Full-time employee who works 25 or more hours per week 
P: P&n•time employee who WOfks less than 25 hours per weak 
T: Temporary employee 
I: Independent Contractor 
D: Totally Disabled employee 
C: Continuee under state or federal law 

Employee participating 1n an employee wetfare arrangement established pursuant to a collectiYe bargam1ng agreement 

Name Job Trtle 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

e. 
9. 

10. 

11. 

12. 

13. 

14. 

15. 

If adc:Utional space is needed, attach a separate sheet. 

SEH-SEC-41114-1 

Date of Hours wor1<ed Work Location 
Employment per week Status (State) 

' 
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CERTIFICATION AS A SMALL EMPLOYER IN THE STATE OF NEW JERSEY IN ACCORDANCE WITH NEW JERSEY 
CH. 182 

Group Health Beneffla Potk:y (All Questions Musi Be Answered) 

An Ellg1ble Employee 1s one whO works on a full-time basis wrm a normal wM week al 25 or more hours. An employee who 
works less than 25 hours per week, on a temporary or substitute basis, or an empl-Oyee participating in an employee weHare 
arrangement established pursuant 10 a collectrve bargammg agreement 1s not an ehgible employee 

Total II Ehgtbfe Employees 
Total # Eligible Employees applying for heatth benefits coverage 
Total # Eligible Employees waiving health benefits coverage under this policy with coverage elsewhere 
Total # Eligible Employees waiving health benefits coverage under this policy Without coverage elsewhere 

Total # Eligible Employees 'NTth Eligible Dependents 
Total # Ehgtble Employees applying for Dependent healtt1 benefits coverage 
Total # Ehgib!e EmployGes waiving Dependent heatth benefits coverage under thts policy wittt co.,erage 
elsewhere 
Total # Eligible Employees waMng Dependent heaHh benefits CO'lerage under this policy witnOU1 coverage 
elsewhere 

CERTIFICATION 

(Please sign and date appropnate sect10n indicating whether or not you meet the definition ol a small employer) 
A Small Employer 1s any person, firm. corporation, partnership or 11$SOCiabon actrvely engaged 1n business who during at least 
fifty percent of its worl<ing days in the preceding CALENDAR YEAR/QUARTER, employed NO MORE THAN FORTY-NINE ehg1ble 
employees and NO LESS THAN TWO eligible employees, the majonty ot whom were employed in the State of New Jersey. 
In determining the numbef of ehgib'e employees, companies which are affiliated compan1es shall be considered one employer. 
l certify that l qualify as a Small Employer 1n the State of New Jersey. 
I certify 1h01 the information prOVKJed to [Carrier} 1s true and complete. I understand that if the abo'le information 1s not complete 
or is not PfO'v1ded to [Carrier] in a timety manner, then health benefits cove-rage dOeS not have to be offered or continued 
I further understand that incompMJte or untrue information may void heatth beoefrts coverage. 
I understand that I and my empkJyees are subject to fines rf an employee whO is a resident of New Jersey and 1s ahgible 
for COYei'&ge under this group health benefits plan is enrolkK:1 in an individual health benefits plans. 
My person who knowingly flies a statement of claim, appUcabOn for insurance, enrollment lom,, or certification containing any 
false or misleading information, may be subtect to criminal and cMt penalties. 

s.,g,__... al Offica,, Pa'tr>eo' Of Owner, roo 

Pnnt~ofOfflcer.PMMr 01°"""81" 

I certify that l am not a Small Employer in the State of New Jersey. as delinad above 

S,,p,Wln al Officer. P9ttner 01 0wnBr -
PTVll Marne of Ofllc9o. P911nef 0t Owner 

SEH-SEC-6/94-2 
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EXHIBIT Q 
{CARRIER} 
SMALL GROUP EMPLOYER BENEFITS ENROLLMENT FORM [AND PRE-EXISTING CONDITIONS 
STATEMENT] 

!Pohcyhold&rj (full legal name of company) ______________ _ (Polrcy] No _____ _ 

[Policyholder] Address,,_------------------------------
Sb'w. C11y Sta1B a, Codo 

SECTION I: EMPLOYEE INFORMAT.l~O~N~----------------------
Name ______________________ _ [Telephone .. _______ _ 

''"' 
[Home Address·l--~------------~-----------------

St7- C,ty Starn z;p Code 
Occupat10n: _______________ _ Trtte: _______________ _ 

Dale of Employmenl: ____________ _ Hours worked per week ________ _ 

Ale you actrvely at work? D Yes O No II "No", explain_ ___________________ _ 

Marital Status: :J Single D Married O Widowed D Drvorced 

{Reas()(] tor Enrollment (Please check appropnate boxes) 

I am an employee of an organiZatlOn which 1s applying tor coverage. 
D I am now eligible tor coverage. 
D l had previous coverage during the past 90 days. 

Name of previous earner _________ Plan # _________ _ 
How long were you covered? _________ _ 

D I pr8V!Ously refused/Waived co11erage 
0 I am applying tor co..,erage during my orgamzat'ion's HMO open enrollment penod Open enrollment date: ___ _ 
D I am cont1numg coverage under state or federal law 
D I am adding (deleting] dependent(s) 
D other (speedy), ________________________________ I 

SECTION II: COVERAGE INFORMATION 

1. Persons to be coveracl: 0 Employee Only 0 Employee & Child(ren) 
D Employee & Spouse '._J Employee, Spouse & Child(ren) 

2 Pleaso provide all 1nlormabon for each person to be covered 

Full Name Laat Flrat Ml Sex Social S-,ntv II 'Ptoco at Birth! Blrthdate ~~ht! 

Employee 

Spouse 

Child 

Child 

Child 

Child 

3. Indicate whether you and/or your spouse, if any, are enrol~ under Part A and/or Part B ol MedfC.are 

Employee 
Spouse 

Plan A 

0 Yes O No 
0 Yes O No 

Plan B 

0 Yes No 
0 Yes O No 

Medicare ID. # 

rwolnhtl 

4. Which coverage have you S8ff!Cted to be primary in the evenl expenses are incurred as a r&sutt of an automobile related 
injury? D Auto D Medical 

[5. Name(s) of Primary Care Physician(s) ________________________ _ 

SEH-ENROU~/94-1 
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SECTION IV: DECLARATION AND AUTHORIZATION 

I hereby apply for Iha group coverage for which I am or may become entitled. I authorize deduct10ns from my pay for my 
share of the cost, if any. 

I represent to the best of my knowledge and behef, that the statements and answers given above are true and complete. I 
understand that the mformation, [other than the Pre-Existing Conditions Statement 1nformat1on,J shall form the basis upon which 
I may be included for coverage under the group p4an. 

I understand that: 

a. the coverage applied tor will not take effect unless: 
• the first premium has been paid to (Carner); and 
• I am actively at work tor fl.Ill pay on a full time basis on the date coverage is to take effect. 

b. no person, except an officer of [Csmer), has authority to: determine whether any certificate shall be issued on the basis 
of th1& Enrollment Form and P,..Existmg Conditions Statement; waive or modify any of the provisions of the Enrollment Form 
(and Pre-Existing Conditions Statement) or any of (Carrier's] requirements; to bind (Carner) by any statement or promise pertaining 
to any certificate signed or to be issued on the basis of this Enrollment [and Pre-Existmg Conditions Statement;] or accept 
any information or representation not contained In the written Enrollment Form [and Pre-Existing Conditions Statement.) 

c. Iha Employer Is hereby designated my respresentative for the purpose o1 receiving~ and remrtting lhem to (Carner). 

(d. I understand that (Carner] does not pay benefits for charges for Pre-Existing Conditions u·ntil a person covered under the 
Policy has been continuously covered under the Policy for 180 days. I understand that the following are Pre-Existing Conditions: 

• an illness or inIury which manifests itsaH during the 6 months prior to the date a person's coverage takes effect and for 
which: a. the person sees a Practitioner, takes prescribed drugs, receives other medical care or treatment or had medical 
care 01" treatment recommended by a Practrtioner in the 6 months before coverage takes effect; or b. an ordinarly prudent 
person would have sought medical advice, care, or treatment in the 6 months before coverage starts 

• a pregnancy which exists on the date a person's coverage takes effect.) 

Note: Any person who knowingty files a statement of claim. applicahon for insurance, enrollment form (or Pre-Existmg Conditions 
statement], contaimng any false or misleading information may be subJect to criminal and civil penatt1es. 

AUTHORIZATION 
t. I authoriZe the sources stated below to give to (Carrier], 01" any consumer reporting agency acting on its behatt, information 
about me and my minor children, if applying for insurance. Such information will pertain to employment; other insurance coverage: 
and medical care, advice, treatment or supplies for any physical or mental condition. Authonzed sources are: any physician 
or medicat professional; any hospital, clinic or other medical care institution; any insurer; any consumer reporting agency; any 
emptoyer. 
2. I understand that I may revoke thtS aulhonzation at any bme. I agree that such revocation will not affect any action which 
(Carner] has taken tn reliance on the al.Jlhorization. I understand that this authorization will not be valid after 30 months, If not 
revoked eartier 
3. I know that I have the righl to recerve a copy of this authonzation if I request one. 
4. I agree that a photocopy o1 this authonzatJon IS as valid as the original. 

·-- fSignahn cf Spoua, 11 pr,:,wung infonNl:lon on the~ c:ondlllonll -.menlJ 

EXHIBIT Q 

EXPLANATION OF BRACKETS 
SMALL EMPLOYER HEAL TH BENEFITS 

Enrollment Form, and Pre-Existing Conditions Statement and Waiver Form 

1. The terms Policyholder and Policy may be replaced with Contractholder or Planholder and 
Contract or Plan, as appropriate. 

2. If earner does not need to capture the telephone number, such item may be deleted. 

3. Home Address may be replaced with Primary Residence Address.·• 

4. If the Carrier uses administrative forms for some of the actions identified in the Reasons for 
Enrollment section, all or parts of the text may be deleted. 

5. Additional lines for Child Data may be included. 

6. The space for Names of Primary Care Physicians may be deleted if Carrier does not offer 
plans which rely upon Primary Care Physicians. If the rtem is included, it may be expanded 
to request the name of the Primary Care Physician for each person to be covered. 

7. If the Carrier does not elect to use health information to assist with establishing the existence 
of a pre-existing condition, the pre-existing condrtions statement should not be included. 

8. Item d. of the Declaration and Authorization may always be deleted or Carrier may include 
the text only when the Pre-Existing Conditions provisions may be applicable. 

9. Carrier may elect to produce the Enrollment Form, Pre-Existing Conditions Statement, if used, 
and Waiver Form as a single form. 
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EXHIBIT R 
ENROLLMENT APPLICATION AND CHANGE FORM 

For Empioo;,s'1 U.. Ony 

Company's Nam~-------------------------
Dete o1 Hire _______ Group No. ________ Effective Date _______ _ 

-
REASONS FOR APPLICATION (- Indicate why you ore 1ppllcatlon.) 

__ New Hire __ Change (see 3 below) __ COBRA __ Open Enrollment __ Othe< 

P1ease print In tnk all information requested on this application. 

1. Eltgibkt Persons to be enrolled-Note· Dependent children may be covered under their parents contract onty white unmarried and until 
they reach age 19 or 23, If full bme students. Unmarried, mentally and physicalty handicapped dependent children can continue beyond 
the age limits above as long as they remain incapacitated and unmarried. 

Th;s next section must be compkrt&d in rts entirety. 

Blrthdate Sox 
Last Name First Name Ml MO DAY YR Mor F 
Applicant 
1, 
--, Add II AemoY8 

Spoose 
2. 
--, Add r7 Remove 

Child 
3. 
---i Addf---iAomoYe 
Child 
4. 

--,Add II Remove 
Child 
5. 
--, Add r-7 Remove 

*Attach sheet to 11st addit10nal children. Attach proof if full-time student. Attach proof cl d1sabrlrty 

Manta! Status: __ Single __ Mamod __ Divorced 

(Reason for Enrollment (Fllease check appropnata response) 

I am an employee of an orgeniz.at10n which rs applying for cowerage. 
I am now ehg1b~ for coverage and 
__ had no prevK)US coverage during the past 90 days; or 
__ had !Jf9VIOUS coverage dunng the past 90 days 

Sooal Securrty Number 

Name ct previous earner _______________ Plan # _________ _ 

I pr9VIOusly refused/waMld coverage. 
I am applying for coverage dunng my organization's HMO open enrollment penod. Open enrollment date: 
1 am continuing COV8f&ge under state or federal law. 
I am oddong (dele1ingJ dependent(s) 
other (Specify)------------------~ 

DEPENDENT INFORMATION 
Do any of the dependents listed tn #1 live at another address? ___ Yes ___ No 
If ves, who and at what address? 
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2. PRIMARY IIUIDENCE - .... .., - Zip ...... -Home I l Wo,lc( - plllco to ... during clay: __ Home -- -

Ive you aclively II -1 __ YM __ No ff no----------------------
Ive you a - of Iha - of - Jarsav'I __ Y• __ No Doyou-ar-.cylnony--? __ y• __ No 
l"YM," t =-..::...-:..-do-you_spond ______ --_.,---- _-_-_-_-_-_-_-_-_-_-_-_-_-_----=----------
3. COVERAGE i- - C-..- -Type.,_,, 
__ Single __ Family __ Parent 11111 Cllilcl(,_,l __ Ho-.ilWil9 

Type of AdM!y: -- - -__ Add/1111,-~ 

-'--,-------
Dlla "'-------

-- - Talephona -(h,,_ ___ (W),-. __ _ 

[4. ADDfflONAL DEPENDEN1' INFORMATION 

__ Cllanga Conlract Type FromfT.._ ______ _ 
-- - Change FIOffl/11.,_ ________ _ 
__ Cllanga or (Primary ar Gynl r- Cenlarl __ _______ _ ----

._ you ar any ~(s) • a [Canlorl - plan .....i.r, - cara II any (Carrier! - care center'I -- No --
Y• .• yas ....... - IMdical record - In Iha - -- I Iha name"' you ar your ~s) - d- II Iha - "'~ .......... - (Eg: - _), ____________________ _ 

Madlcal - Numbar_· ------------------------------

L ontEII HEALTH CARE CCM!RAGE 

Ant you aligible lar - - - -? ~-•··---~·-____ arM-i 

• yas. (11,e ,_ 111d pClllcy no. or - carrier ar type or --

Ya ___ No __ _ 

Ant - family .....i.rs lligibla lar -? ff yas, opeclfy. -------------------
v. ___ No __ _ 

ff yas. (11,e name and policy no. of aller carrier, inltial - dlle of-· - of-· - opeclfy those - br policy. 
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[8. PRE.£XJmNG CONDmONS STATEMENT 

Note: This information may onty be used to determine if a condition is a Pre-Existing Condition. You must not be denied coverage 
unclef the heatth benefits ptan on the basis of accurate respon$e5 to the following questiOns, but beneftt:s for treatment and 
seMC8S of Pre-Existing Conditions may be limited for up lo 190 days. This form snd restriction of benefits epphes only to emp+oyers 
wrth 2-5 employees. Answer each question by checking the "Yes" or "No" box as it applies. If "Yes" is ched<ed, provide details 
bekr#. Have you or any dependent to be CO'tlered in the 6 months prior to the date of your COYerage under the group contract 
will take effect had or been diagnosed as having: 

Yes No 
1. a. Alcoholism, Drug Abuse 

b. Arthritis 
c. Back or Neck Disorder, Injury or Pain 
d. Blood Disorde< .. Cancer or Tumors C 
I. Diabetes u 
g. Gastro or Intestinal Dlaorde< 0 
h. H08rt IJlso<de< or Condition or Chest Pain 
I. High Blood Pressure 
j. Kklney or Livef Disorder D 
k. Lung or Respiratory Disorder D D 
I. Mental or Nervous DiSOrder D D 
m. Paralysis, Stroke or Epilepsy D D 
n. Does Pregnancy Exist D D 

Expected Due Date: D D 

2. In the sot months priot to the date your coverage under the group contract will laJ(e effect, have you or any dependent 
to be covered· 

a. been examined or treated by a physician or other heatth care 
provider tor any conditiofl, Illness or injury, other than as stated 
above? 

b. been advised to have treatment or surgery or testing that has not 
been done? 

c. been admitted to a hospital or other health care facility es an 
inpatient? 

d. taken prescribed medication(s)? 

Yes No 

D 

D 
D 

D 

D 

D 
D 

P1ease give details for any ''Yes" answers to any parts of questions 1 or 2 Attach a separate sheet i'I more space is needed 
for ~- The -e ._ should be signed and dated. 

Duration at Symptoms, 
Question ti Treatment Name and Address of 
and l..ettef Name of POf1IOO Condition n....-.,ae o1 R.,.,.,....,_, Date HosOOS.ls Practitione~ 

I 

7. PIP SELECTION 

WhtCh coverage have you selected to be primary in Iha even! that expenses are incurred as a result of an automobile-related 1nJury? 
__ Auto __ Medical 

e. TERI\IINATION (Check Reasons) 

_ Deceased _ Transferred to Other Coverage _ Dissatisfied with Benefits _ Ineligible _ Moved OU1 of Area 
_ Oissatisfiad with Medical Care _ Dissatisfied wtth Access 

Other, please e,cplen,, -----------------------------------
Remarks, _______________________________________ _ 
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I, HEAL TH CAFII SELECTION 

Applicanl 

SPGIJN 

Child 

Child 

Child 

1. 

2. 

3. 

4, 

5. 

(HEALTH 
CARE CENTER 

10, AIITHOFIIZA11O111 AND CERTIPICA11ON 

PRIMARY 
OFFICE NO. 

I hereby apply to (CIITie~ for coverage for lllglbla d1pond1nt1 llltld 1boV1 and myuff. 

DEPT. OF INSURANCE 

GYN. 
OFFICE NO.J 

(I unde11tond tlllt tor 1111 8 monll11 following 1111 etflctMI dote of 11111 policy, blnotltl ore not prOYlded for care aervlcn rocalvld 
tor (1) condnlonl for whloll mldlcal -• dllgnolil, care or - recommended or recalvld during tho lul 8 monll11, (b) condnlon1 
for which during 1111 lllt e mon1111 111,re wore 1ymptom1 which would cau11 1 prudent pe110n to -k medlcll 1dvlca, dl1gn0111, car,, 
or or (C) pregnancy oliatlng on Ille effective dell of 11111 coverage. (Noll: This llmltltlon may not apply ff 1111 ellglblt pe110n 
tran1ta11 from anolhtr hltllh blnotitl plan.)) 

(Unlau I requ11t OlhtrwlN In writing,] I undffltlnd lhtt by signing bllcw when I flit I cllllm, (carrter] may pay th1 h111th care blnotltl 
directly lo 111, provider of to 

No pe110n, •-pt an offlcar of hu authority to: determine -r ony ahllll bl luued on 1111 bull of 11111 
Appllcatlcn end Change Form: wtlYe or modlly any of lht provllllona of 1111 Enrollmtnl Appllcatlcn and Change Form: or any of 1111 
form: to bind (Cerrttr] by any or promlae per1alnlng to any signed or to bl laeued on the bolls of 11111 Appllcallon 
and Chonge Form: or eccept any lnforrnttlon or repr911ntat10n not oontlnued In the written Enrollment Application and Chonge Form. 

I agrN lhat: (a) any phytlclln, hotplttl or olhlr provider II authorlZed lo provide to (CIITier or 1HlgnN] Information abOut any tllglblt 
pe110n'1 history: and (b) any company or pe110n having Information co-ming Olhtr care coverage In forot, or to, ony 
ellglblt pe110n mey give ouch lnformtllon 10 Jcarrttr or 1HlgnN], 

I atttt 1h11: (a) I trn a realdanl of New J111ey/(and I realdt within (car!ltr'1) aervlct (b) 1111 Information given on 11111 •- II 
complltt 10 1111 bolt of my knowledge and bllltt and (C) Iha! (~ will rely on 11111 lnforrnallon to dattrmlne tllglblllly. I Undtlltlnd 11111 
ff I omn or falally any 111ttmen1 In 11118 application (CIITie~ can cancel my coverage u of 1111 origlnlll tfllctlvt date. 

Nott: Alty pt110n who knowingly ftlal 1 1ttttm1n1 of cltlm, application tor lnaura-, Enrollmonl Application and Change Form, conttlnlng 
any false or mlaloldlng Information may bl aubJtcl to criminal and clvtl penlllti11. 

Slgnatur·o:·:__ ________________ _ Otte Sign,..._. ______ _ 

- lo 111 H acoapl your a copy of Iha appllcallon will bl aenl to you. Attach Ille copy to your llvtda- of 
coverage. n blcomn of your evidence of covorago. 

EXHIBIT R 
HEALTH MAINTENANCE ORGANIZATION (HMO) ENROLLMENT APPLICATION (AND CHANGE FORM( 

SMALL EMPLOYER HEAL TH BENEFITS PLAN FOR EMPLOYEES AND DEPENDENTS 
CONDITIONS OF ACCEPTANCE 

On blhaff of and 1111 d1pend1nt1 llaled on mo ,..,,.. aide, I agrN 10 or with tho following: 
;:;:ii. of 1PPl1Ctnt and of lho lilted dependtnll dopend on 1cc1pttnc1 by a revtow of 1111 Jand 

2. Applicant 11 applying for coverage for the applicant, appllcanl'I apouae and any 1llgibl1 unmarried children under nlnttNn (18) yon 
of age, unmarried children who are mentatly or phsyclally lncapacllated who 1r1 chleffy dependant upon Iha applicanl or Iha appllcan1'1 
IPGIJN for auppon and maln11nanc1 or are unmarried children -n tho 1g11 of (19) and IWlnly•thrN (23) whO are full-limo 

al an tceredHed educational Institution and r1etlvl 1111111 h1ff of 11111r auppon ~om applicant and/or appllcenl'I apouae and nellhlr 
apouae nor children are ellglblt for group blnotltl COY1r1g1. 

3. Coverage and blnofttl are contingent on timely payment of premium, and may bl 11rm1n11ed u provided In the ConltlCI. 
4. The Contract will determine the rlghtl and ruponalbllHln ol Jlnaured(a)] Jln1Ured(1)1 (1nrollN(1)1 Jmemblr(a)] (1ublcrlblr(1)] and will 
govam In 1111 avant H contllcta with any blnofttl comparlaon, aummary or Olhor ducrlption of Iha blnotltl plan. 
(5. Ao a condHlon lo blnotltl, unde11ttnd1 and 11111 (with tho exception of emargoncy u doflned In Iha Con1rtc1) 
1ll 11rvlct1, In ordor lo bl oovared by (Carri•~. must bl pe~orrned tllhar by a penlclpallng primory phyalclan or by 1t11 participating 
1pec111111, h01plttl or other provldor u authorized by prior wrnttn rotarrlll ~om tt,e participating primary care phyalclln,I 
~~in~pllcanl agrNO to make payment dlroctly to heallh care provtd111 1uch copaymentl u are provided for In tho employ1r'1 hollllh blnoftl1 

(7. Applicant unde11ttnd111111 thla coverage will remoln In tlltcl rogerdle11 011111 continued avallablllly ol a panlcular (Htelth Care Clnltrl, 
primery care phyalclan or oll1or care provldor]. 
JB. Appllcanl acknowledgn 11111 (carrier'e) participating including all panlclpatlng prlmory care lndopendtnl 
conlrtcla11 and era not ag1nt1 or omployNO of (carrllr).] 

21-204 
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EXHIBITS 
---------------------------------- -·-------
[SECTION 111: PRE-EXISTING CONDITIONS STATEMENT 

Note: ThlS Informab0n may only be used to determine rf a condition is a Pre-Exishng Condrt1on. Vou may not be denied coverage under 
the health benefits plan on the baS1s of accurate responses to the rollowmg quest10ns, but benefits for treatment and services of Pr&-Ex.1stm9 
Conditions may be limited for up to 180 days This tonn and restricbon of benefits apply only to employers wrth 2-5 employees. 

Answer each quesbOn by checking the "Yes" or "No" box, as it apphes. H "Yes" 1s checked, provide details below 

(In the sue (6) months pnor to the date of your coverage under the group policy will take effect. have you or any dependent to be covered 
had or been diagnosed as having· Yn No 

a. Alcoholism, Drug Abuse 

b. Alhlritls L: 
c Back or Neck Ocsorder, lnJury or Pam 

d. Blood OtSOrder 

e. Cancer Of' Tumors 

I. D1abetfi 

g. Gastro or Intestinal Disorder 

h. Heart Disorder or Condrt1on or Chest Pains 

1. High Blood Pressure 

Kidney or l.rYer Disorder 

k Lung or Respiratory Disorder 

I. Mental or Nervous Disorder 

m. Paratysis, Stroke or Epilepsy 

n. Does Pregnancy Exist 
Expected Due Date. ______ _ 

0 
C 
D 

:J 
D 
'...I 
,J 
[] 

0 
::J 

C 
0 
l~ 
C 
C 
C r, 
[~ 

0 
ll 
[] 

0 

(2] In the six (6) months prior to the date your coverage under the group policy will take effect, have you or any dependent to be covered· 

a. been examined or treated by a physician or other health care provider 
tor any condition. illness or injury, other than as stated above? [J D 

b. been advised to have treatment or surgery or testrng that has not been done? 
D LJ 

c. been admitted to a hosprtal or other health care facility as an inpatient? 

d. taken prescribed medk:ation(s)? C 

Please give details fol any "Yes" answers to any parts of questions 1 or 2. Attach a separate sheet If more space 1s needed tor answers. 
The separate sheet shouk1 be signed and dated. 

Dumllon ol Symptoms, 
Ouesoon # Treatment Name and Address of 
and Lener Name al Person Conc/lbon flAn,ee ol Recowf!V Dato Hosodals, Practitioners 

SEH-ENROU.-2 

21-205 

I 

11:21 App. 

Supp. 10- 16-9.1 



11:21 App. DEPT. OF INSURANCE 

EXHIBIT T 
(CARRIER] 

SMALL EMPLOYER HEALTH BENEFITS WAIVER OF COVERAGE 
Group Policy No ______ _ 

Polocyholder Name:_·------------------------

Employee """'""-,c..,,-------:,._=-------;;;,.-

Marilal Status: Single O Married O Widowed OiYorced 

Social Security # -------

Date of Emptoymer,tc_· ---------
Dalo ot Binn __________ _ 

I was given the opponunily to enroll In lllis plan of group healll1 bonefill offered by my employer and insured by (C8rrier]. 
I refuse the following: 

0 Employee, Spouse and Child(ren) coverage 

Spouse CXMlfage 

0 Child(ron) coverage 

Reason lor Refuse/ /Please chock all -- boxes.) 

other group coverage sponsored by my em~er 

olller group coverage sponsored by my spouse's employer 

other group coverage sponsored by another organization 
oll1er reasons (ptease explain,).._ ___________________ _ 

Please provide name of carrier and policy number:_· _______________ _ 

t understand lhal: ii I later wish to enroll tor any ot the coverage(&) refused, I will be required to submit an Enrollment Form 
(and Pre-Exasting Condition Statement), and coverage may be subject to a preexisting conditions exclusion. 

_.,_ 
SEH-WAIV~/114 

EXHIBIT U 

PART 1 

REINSURING CARRIER DECLARATION 

(To be submitted to the SEH Program Board and the New 
Jersey Department of Insurance, Division of Financial Ex-
aminations, 20 West State Street, CN-325, Trenton, New 
Jersey 08625-0325, Attn: SEH Declaration.) 

Information on Person Completing this Declaration 
Name: 
Title: 
Address: 

Phone: _________ FAX: 

(Carrier Name) 
elects to operate as a reinsuring carrier for purposes of comply-
ing with the Small Employer Health Benefits Program estab-
lished pursuant to N.J.S.A. 17B:27A-17 et seq. In accordance 
with N.J.S.A. 17B:27A-35 and P.L.1994, c. 11, s. 6, this election 
shall be binding: 

a. for two calendar years from January 1, 1994 if this 
election is made, or deemed to have been made, 
prior to October 5, 1993, or within 30 days of the 
date the SEH Board submitted its Plan of Opera-
tion to the Commissioner, whichever date is later, 
and this election has not been effectively revoked 
by submission of a Risk-Assuming Carrier Declara-
tion and Application to the Department of Insur-
ance on or before December 21, 1994, or 

°"' 

b. for two calendar years from January 1, 1994 if this 
election is made, or deemed to have been made, on 
or before December 21, 1994, or 

c. if this election is made after December 21, 1994, for 
five calendar years from January 1 of the calendar 
year in which this election is made, if made on or 
before June 30 of the calendar year, or for five 
years from January 1 of the calendar year following 
the year in which this election is made, if the 
election is made subsequent to June 30 in a calen-
dar year. 

This election is to be effective on behalf of the company(ies) 
named below only. (Attach additional pages as necessary 
and include NAIC numbers, if any.) 

1. 
2. 
3. 

Date Signature 

Amended by R.1994 d.55, effective December 30, 1993. 
See: 26 N.J.R. 328(b), 26 N.J.R. 809(a). 
Amended by R. I 994 d.580, effective November 21, I 994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

EXHIBIT U 
PART 2 

RISK-ASSUMING CARRIER DECLARATION 
(To be submitted to the SEH Program Board and the New 
Jersey Department of Insurance, Division of Financial Ex-
aminations, 20 West State Street, CN-325, Trenton, New 
Jersey 08625-0325, Attn: SEH Declaration/Approval.)• 
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Name: 
Title: 
Address: 

Phone: ________ FAX: 

(Carrier Name) 
elects to operate as a risk-assuming carrier for purposes of 
complying with the Small Employer Health Benefits Program 
established pursuant to N.J.S.A. 178:27 A-17 et seq. Upon 
approval by the Commissioner of the application to be a risk-
assuming carrier, or deemed approval, it is agreed that the 
following conditions shall be binding upon each company for 
which this election has been made: 

a. The company shall not seek any reimbursement for 
any losses it may incur with respect to small em-
ployer health benefits plans as long as the company 

. retains its status as a risk-assuming carrier. 
b. The company is financially competent to accept any 

obligations required by N.J.S.A. 17B:27A-17 et seq. 
and the company shall not seek relief of any kind 
from its obligations pursuant to N.J.S.A. 
17B:27 A-17 et seq. for a period of no less than one 
calendar year from the date that its application is 
approved or deemed approved by the Commission-
er. 

This election is to be effective on (Month/Day/Year) on 
behalf of the company(ies) named below only. (Attach 
additional pages as necessary, and included NAIC numbers, 
if any.) 

1. 
2. 
3. 

Date Signature 

Amended by R.1994 d.55, effective December 30, I 993. 
See: 26 N.J.R. 328(b), 26 N.J.R. 80LJ(a). 

EXHIBIT U 
PART 3 

RISK-ASSUMING CARRIER APPLICATION 
(Submit to: SEH Declaration/Approval, NJ Department of 
Insurance, Division of Financial Examinations, 20 West 
State Street, CN 325, Trenton, NJ 08625-0325.) 

SECTION A (To be completed by all applicants) 
1. Name and Title of Person Completing this Application: 

Address: 
Phone: ________ Fax: 

2. Name and NAIC numbers, if any, of carrier(s) for which 
this application is being completed (include Group number; 
attach additional pages as necessary and place a checkmark 
here __ ): 
a. 
b. 

11:21 App. 

C. 

SECTIOK B (To be completed by all applicants) 
1. b the carrier currently a reinsuring carrier? 

Yes __ No __ 
If yes, what was the date the statutory election period 
began'? 

2. Has the carrier sought relief from any obligations pursuant 
to I\.J.S.A. 17B:27A-26 (waiver) or N.J.S.A. 17B:27A-l8 
( deferral)? 

Yes __ No __ 
If yes, what was the date the last relief was granted? 

3. Is an actuarial opinion attached? Yes __ No __ 
4. Is an experience report attached setting forth the informa-

tion required by N.J.A.C. 11:21-14? 
Yes __ No __ Nonapplicable __ 

If yes, is the experience report based on New Jersey data? 
Yes __ No __ 
If no, please indicate by two-letter postal code the 
states upon which the data submitted is based. 

SECTION C (To be completed by all applicants) 
Is any of the information contained in this application and/or 
attachments based upon data from one or more carriers other 
than the carrier(s) listed in Section A2 above? 

Yes __ No __ 
If yes, please indicate the specific information based 
upon other carrier data. 
__ a. Actuarial opinion 
__ b. Experience data 
__ c. Other 
If yes, please indicate the carrier(s) and their NAIC 
numbers, if applicable, whose data has been included in 
the information submitted. (Attach additional pages if 
necessary, and place a checkmark here __ .) 

SECTION D (To be completed by insurers) 
1. Ts the carrier authorized or admitted to transact the busi-

ness of health insurance in New Jersey'l 
Yes __ No __ 
lf no, the date the carrier anticipates admittance or 

authorization: 
2. Is the carrier in a hazardous financial condition as set forth 

in N.J.A.C. 11:2-27? 
Yes __ No __ 

3. Does the carrier have at least the capital and surplus 
currently required to commence business in New Jersey? 

Yes __ No __ 
If no, has the carrier applied for a waiver from this 
requirement pursuant to P.L.1993, c. 235 and N.J.A.C. 
ll:2-39'l 
Yes __ No __ 
If yes, has the waiver application been disapproved by 
the Commissioner? 
Yes __ No __ 

SECTION E (To be completed by health service, hospital 
service and medical service corporations) 
1. Is the carrier authorized to transact business in New Jer-

sey? 
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Yes __ No __ 
If no, the date the carrier anticipates authorization: 

2. Is the carrier in a hazardous financial condition as set forth 
in N.J.A.C. 11:2-27? 

Yes __ No __ 
3. Does the carrier have: 

a. (Health service corporation) The amount required to 
be maintained in accordance with N.J.S.A. 
17:48E-17.la and b for its nongroup contracts? 
Yes __ No __ _ 

b. (Hospital service corporation) The surplus amounts 
required to be maintained in accordance with N.J.S.A. 
17:48-10? 
Yes __ No __ 

c. (Medical service corporation) The surplus amounts re-
quired to be maintained in accordance with N.J.S.A. 
17:48A-14? 
Yes __ No __ 

SECTION F (To be completed by HMOs) 
1. Is the carrier authorized to transact business as an HMO in 

New Jersey? 
Yes __ No __ 
If no, date the carrier anticipates it will be authorized: 

2. Is the carrier in a hazardous financial condition as set forth 
in NJ.AC. 11:2-27? 

Yes __ No __ 
3. Does the carrier have a statutory net worth as filed annual-

ly with the Department of at least $1,000,000? 
Yes __ No __ 

I certify that the information contained in this application and 
any and all attachments hereto are accurate and truthful to the 
best of my knowledge and ability. 

Date Signature 

Amended by R.1994 d.580, effective November 21. 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 

EXHIBIT V 

[Carrier] PLAN A 

SMALL GROUP HEALTH BENEFITS [CERTIFICATE] 

[[Carrier] certifies that the Employee named [below] is 
entitled to the benefits described in this [certificate], as of 
the effective date shown [below], subject to the eligibility 
and effective date requirements of the Policy. 

This [certificate] replaces any and all [certificates] previ-
ously issued to the Employee under any group policies 
issued by [Carrier] providing the types of benefits described 
in this [certificate]. 

The Policy is a contract between [Carrier] and the Policy-
holder. This [certificate] is a summary of the Policy provi-
sions that affect your insurance. All benefits and exclusions 
are subject to the terms of the Policy. 

POLICYHOLDER: 
GROUP POLICY NUMBER: 
EMPLOYEE: 
CERTIFICATE NUMBER: 
EFFECTIVE DATE: 

[CERTIFICATE] INDEX 
SECTION 

DEPT. OF INSURANCE 

[ABC Company] 
[G-12345] 
[JOHN DOE] 
[C-1234567] 
01-01-94 

PAGE(S) 
Schedule of Insurance ......................... . 
General Provisions ............................ . 
Claims Provisions ............................. . 
Definitions ................................... . 
Employee Coverage ........................... . 
Dependent Coverage .......................... . 
Preferred Provider Organization Provisions ............. . 
Point of Service Provisions . . . . . . . . . . . . . . . . . . . . . . . .... . 
Health Benefits Insurance ............................ . 
Utilization Review Features .................... . 
Alternate Treatment Features . . . . . . . . . . . . . . . . . . . . .... . 
Centers of Excellence Features . . . . . . . . . . . . . . . . . . . .... . 
Exclusions .......................................... . 
Continuation Rights ................................. . 
Conversion Rights for Divorced Spouses ............... . 
Effect of Interaction with a Health Maintenance Or-

ganization Plan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
Coordination of Benefits ............................. . 
Benefits for Automobile Related Injuries . . . . . . . . . . .... . 
Medicare as Secondary Payor ......................... . 
Right To Recovery-Third Party Liability .............. . 
Statement of ERISA Rights .......................... . 
Claims Procedures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .... . 
SCHEDULE OF INSURANCE PLAN A 
EMPLOYEE AND DEPENDENT HEALTH BENEFITS 
Calendar Year Cash Deductible: 
• for Hospital Confinement None (Note: See Hospital 

• for Preventive Care 
• for All Other Charges 

-per Covered Person 
-per Covered Family 

Medicare Alternate Deductible 

Confinement Co-Payment) 
None 

$250 
$500 Note: Must be individu-
ally satisfied by 2 separate 
Covered Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day $250 
-maximum Co-Payment per Period of Confine-

ment $1,250 

Supp. 10-16-95 21-208 
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Calendar Year Cash Deductible: 
-maximum Co-Payment per Covered Person 

per Calendar Year $2,500 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. The Policy's Co-Insurance, as 
shown below, does not include penalties incurred under the 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for the Policy is as follows: 

• for Preventive Care 
• for Facility charges made by: 

-a Hospital 
-an Ambulatory Surgical Center 
-a Birthing Center 
-an Extended Care Center or Rehabilitation 
Center 
-a Hospice 

• for the following Covered Charges incurred 
while the Covered Person is an Inpatient in a 
Hospital: 
-Prescription Drugs 
-Blood Transfusions 
-Infusion Therapy 
-Chemotherapy 
-Radiation Therapy 

• for all other Covered Charges 
Co-Insurance Cap per Covered Person per each 
Calendar Year 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

None 

20% 
20% 
20% 
20% 

20% 

20% 
20% 
20% 
20% 
20% 
50% 

$5,000 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable disease, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 
b. 50% of the covered daily room and board charge 

made by the Hospital during the Covered Person's 

11:21 App. 

preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Extended Care and Rehabilitation 

• Home Health Care 

• Hospice Care 

Charges which are not Pre-Approved by [Carrier] arc 
Non-Covered Charges. 

SCHEDULE OF INSURANCE EXAMPLE: PLA'.'. A PPO 
EMPLOYEE AND DEPENDENT HEALTH BENEFITS 
Calendar Year Cash Deductible: 
• for Hospital Confinement None (Note: See Ho~pital 

• for Preventive Care 
• for All Other Charges 

-per Covered Person 
-per Covered Family 

Medicare Alternate Deductible 

Confinement. Co-Payment) 
None 

$250 
$500 Note: Must be individu-
ally satisfied by 2 separate 
Covered Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the I 8 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day $250 
-maximum Co-Payment per Period of Confine-

ment $1,250 
-maximum Co-Payment per Covered Person 

per Calendar Year $2,500 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. The Policy's Co-Insurance, as 
shown below, does not include penalties incurred under the 
Policy's Utilization Review provisions, or any other l\:on-
Covered Charge. 
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If treatment, services or sup-
plies are given by: 

a Network an Ow-Network 
Provider Provider 

The Co-Insurance for the Policy is as follows: 
• for Preventive Care 
• for Facility charges made 

by: 
-a Hospital 
-an Ambulatory Surgical 
Center 
-a Birthing Center 
-an Extended Care Center 
or Rehabilitation Center 
-a Hospice 

• for the following Covered 
Charges incurred while the 
Covered Person is an Inpa-
tient in a Hospital: 
-Prescription Drugs 
-Blood Transfusions 
-Infusion Therapy 
-Chemotherapy 
-Radiation Therapy 

• for all other Covered 
Charges 

None None 

None 20% 

None 20% 
None 20% 

None 20% 
None 20% 

None 20% 
None 20% 
None 20% 
None 20% 
None 20% 

70% 50% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each calendar 
year before no Co-Insurance is required. 

Coinsured Charge Limit: $10,000 
Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, (Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its iowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 
a. the center's actual daily room and board charge; or 
b. 50% of the covered daily room and board charge 

made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

DEPT. OF INSURANCE 

• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 

Charges which are not Pre-Approved by [Carrier] are 
Non-Covered Charges. 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient Hospi-
tal confinement 
Charges for Home Health 
Care 

Charges for Extended Care or 
Rehabilitation Center Care 

Charges for Hospice Care 

* See the Covered Charges 
exchange rules. 

30 days 

exchange basis ,,, for Hospital 
days 

exchange basis for Hospital 
days 
exchange basis ,:, for Hospital 
days 

section for a description of the 

Charges for Preventive Care per Calendar Year 
(Not subject to Cash Deductible or Co-Insurance) 
-per Covered Person $100 
-per Covered Family $300 
Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries 

GENERAL PROVISIONS 

INCONTESTABILITY OF THE POLICY 

$1,000,000 

There will be no contest of the validity of the Policy, 
except for not paying premiums, after it has been in force 
for 2 years from the Effective Date. 

No statement in any application, except a fraudulent 
statement, made by the Policyholder or by a person insured 
under the Policy shall be used in contesting the validity of 
his or her insurance or in denying a claim for a loss incurred 
after such insurance 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 state-
ments. 

[PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by the Policyholder to [Carrier]. 
Each may be paid at a [Carrier's] office [ or to one of its 
authorized agents.] One is due on each premium due date 
stated on the first page of the Policy. The Policyholder may 
pay each premium other than the first within 31 days of the 
premium due date without being charged interest. Those 
days are known as the grace period. The Policyholder is 
liable to pay premiums to [Carrier] for the time the Policy is 
in force. Premiums unpaid after the end of the grace 
period are subject to a late payment interest charge deter-
mined as a percentage of the amount unpaid. That per-
centage will be determined by [Carrier] from time to time, ) 
but will not be more than the maximum allowed by law.] 
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MISSTATEMENTS 

If the age of an Employee, or any other relevant facts, are 
_,, found to have been misstated, and the premiums are there-

by affected, an equitable adjustment of premiums will be 
made. If such misstatement involves whether or not the 
person's coverage would have been accepted by [Carrier], 
subject to the Policy's Incontestability section, the true facts 
will be used in determining whether coverage is in force 
under the terms of the Policy. 

[DMDENDS 

[Carrier] will determine the share, if any, of its divisible 
surplus allocable to the Policy as of each Policy Anniversary, 
if the Policy stays in force by the payment of all premiums 
to that date. The share will be credited to the 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 the Policy and any other 
policy(ies) of the Policyholder exceed the aggregate pay-
ments towards their cost made from the Employer's own 
funds, the Policyholder will see that an amount equal to the 
excess is applied for the benefit of Covered Persons.] 

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 the Policy. 

CONFORMITY WITH LAW 

Any provision of the Policy which, on its Effective Date, is 
in conflict with the statutes of the state in which the 
Covered Person resides, or with Federal law, is hereby 
~mended to conform to 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 the 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. 
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WORKERS' COMPENSATION 

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

CLAIMS PROVISIONS 

A claimant's right to make a claim for any benefits 
provided by the 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. 

If the form is not received within such time, the claimant 
may provide 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 of loss must be sent to [Carrier] within 90 days of 
the loss. 

If a 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. 
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When an Employee files proof of loss, he or she may 
direct [Carrier], in writing, to pay health care benefits to the 
recognized provider of health care who provided the cov-
ered service for which benefits became payable. [[Carrier] 
may honor such direction at [Carrier's] option.] [For cov-
ered services from an eligible Facility or Practitioner, [Carri-
er] 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 the 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. 

LIMITATIONS OF ACTIONS 

A Covered Person cannot bring a legal action against the 
Policy until 60 days from the date he or she files proof of 
loss. And he or she cannot bring legal action against the 
Policy after three years from the date he or she files proof 
of loss. 

DEFINITIONS 

The words shown below have special meanings when used 
in the Policy r..ad this [certificate]. Please read these defini-
tions carefully. [Throughout the [certificate], these defined 
terms appear with their initial letter capitalized.] 

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 Employer's place of business, or 
at any other place that the Employer's business requires 
You to go. 

Alcohol Abuse means abuse of or addiction to alcohol. 

Ambulance means a certified transportation vehicle for 
transporting Ill or Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

Ambulatory Surgical Center means a Facility mainly en-
gaged in performing 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 emergency care. 

[Carrier] will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is either: 
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a. accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; or 

b. approved for its stated purpose by Medicare. 

[Carrier] does not recognize a Facility as an Ambulatory 
Surgical Center if it is part of a Hospital. 

Birthing Center means a Facility which mainly provides care 
and treatment for women during uncomplicated pregnancy, 
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 emergency care; 
and 

c. have written back-up arrangements with a local 
Hospital for emergency care. 

[Carrier] 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. 

[Carrier] does not recognize a Facility as a Birthing Center 
if it is part of a Hospital. 

Board means the Board of Directors of the New Jersey 
Small Employer Health Program. 

Calendar Year means each successive 12 month period 
which starts on January 1 and ends on December 31. 

Cash Deductible means the amount of Covered Charges 
that a Covered Person must pay before the Policy pays any 
benefits for such charges. Cash Deductible does not in-
clude Co-Insurance, Co-Payments and Non-Covered 
Charges. See the The Cash Deductible section of this 
[certificate] for details. 

Co-Insurance means the percentage of a Covered Charge 
that must be paid by a Covered Person. Co-Insurance does 
not include Cash Deductibles, Co-Payments or Non-Cov-
ered Charges. 

Co-Payment means a specified dollar amount a Covered 
Person must pay for specified Covered Charges. 

Covered Charges are Reasonable and Customary charges 
for the types of services and supplies described in the 
Covered Charges and Covered Charges with Special Limita-
tions section of the Policy. The services and supplies must 
be: 

a. furnished or ordered by a recognized health care y 
Provider; and 
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b. Medically Necessary and Appropriate to diagnose 
or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or 
supply is furnished. Subject to all of the terms of the 
Policy, [Carrier] pays benefits for Covered Charges incurred 
by a Covered Person while he or she is insured by the 
Policy. Read the entire [certificate] to find out what [Carri-
er] limits or excludes. 

Covered Person means an eligible Employee or a Depen-
dent who is insured under the Policy. 

Current Procedural Terminology (C.P.T.) means the most 
recent edition of an annually revised listing published by the 
American Medical Association which assigns numerical 
codes to procedures and categories of medical care. 

Custodial Care means any service or supply, including room 
and board, which: 

a. is furnished mainly to help a person meet his or her 
routine daily needs; or 

b. can be furnished by someone who has no profes-
sional health care training or skills. 

Even if a Covered Person is in a Hospital or other recog-
nized Facility, [Carrier] does not pay for care if it is mainly 
custodial. 

- / Dependent means Your: 

a. legal spouse; 
b. unmarried Dependent child who is under age 19; 

and 
c. unmarried Dependent child from age 19 until his or 

her 23rd birthday, who is enrolled as a full-time 
student at an accredited school. Full-time students 
status will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

b. insured for coverage under the Policy as an Em- " 
ployee. 

Under certain circumstances, an incapacitated child is also a 
Dependent. See the Dependent Coverage section of this 
[certificate]. 

An Employee's "unmarried Dependent child" includes: 

a. Your legally adopted children, 
b. Your step-children if such step-children depend on 

You for most of their support and maintenance, 
and 

c. children under a court appointed guardianship. 
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[Carrier] treats a child as legally adopted from the time the 
child is placed in the home for purposes of adoption. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Dependent's Eligibility Date means the later of: 

a. the Employee's Eligibility Date; or 
b. the date the person first becomes a Dependent. 

Diagnostic Services means 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 Preventive Care Covered 
Charge, Diagnostic Services do not include prncedures or-
dered as part of a routine or periodic physical examination 
or screening examination. 

Discretion means the [Carrier's] sole right to make a deci-
sion or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

Durable Medical Equipment is equipment which is: 

a. designed and able to withstand repeated use; 
b. primarily and customarily used to serve a medical 

purpose; 
c. generally not useful to a Covered Person in the 

absence of an Illness or Injury; and 
d. suitable for use in the home. 

Some examples are walkers, wheelchairs, hospital-type 
beds, breathing equipment and apnea monitors. 

Among other things, Durable Medical Equipment does 
not include adjustments made to vehicles, air conditioners, 
air purifiers, humidifiers, dehumidifiers, elevators, ramps, 
stair glides, Emergency Alert equipment, handrails, heat 
appliances, improvements made to the home or place of 
business, waterbeds, whirlpool baths and exercise and mas-
sage equipment. 

Effective Date means the date coverage begins under the 
Policy for an Employee or Dependent. 

Employee means a Full-Time Employee (25 hours per 
week) of the Employer. Partners, Proprietors, and indepen-
dent contractors will be treated like Employees, if they meet 
all of the Policy's conditions of eligibility. Employees who 
work on a temporary or substitute basis or who are partici-
pating in an employee welfare arrangement established pur-
suant to a collective bargaining agreement are not consid-
ered to be Employees for the purpose of the Policy. See 
also You, Your, Yours. 
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Employee's Eligibility Date means the later of: 

a. the date of employment; or 
b. the day after any applicable waiting period ends. 

Employer means [ABC Company]. 

Experimental or Investigational means [Carrier] determines 
a service or supply is: 

a. not of proven benefit for the particular diagnosis or 
treatment of a particular condition; or 

b. not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of a 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), [Car-
rier] will not cover any services or supplies, including treat-
ment, procedures, drugs, biological products or medical 
devices or any hospitalizations in connection with Experi-
mental or Investigational services or supplies. 

[Carrier] will also not cover any technology or any hospi-
talization primarily to receive such technology if such tech-
nology is obsolete or ineffective and is not used generally by 
the medical community for the particular diagnosis or treat-
ment of a particular condition. 

Governmental approval of technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of a particu-
lar condition, as explained below. 

[Carrier] will apply the following five criteria in determin-
ing whether services or supplies are Experimental or Investi-
gational: 

a. Any medical device, drug, or biological product 
must have received final approval to market by the 
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: 

I. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 
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3. 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 Admin-
istration has determined to be contraindicated for the spe-
cific treatment for which the drug has been prescribed will 
be considered Experimental or Investigational. 

b. 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 non 
affiliated authoritative sources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

c. Demonstrated evidence as reflected in the publish-
ed 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; 

d. 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 

e. Proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes; as defined item c. above, is possi-
ble in standard conditions of medical practice, out-
side clinical investigatory settings. 

Extend.:d Care Center means a Facility which mainly pro-
vides full-time Skilled Nursing Care for Ill or Injured people 
who do not need to be in a Hospital. [Carrier] 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. In 
some places, an "Extended Care Center" may be 
called a "Skilled Nursing Center." 

Facility means a place [Carrier] is required by law to 
recognize which: 
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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 the Policy. 

Full-Time means a normal work week of 25 or more hours. 
Work must be at the Employer's regular place of business or 
at another place to which an Employee must travel to 
perform his or her regular duties for his or her full and 
normal work hours. 

Generic Drug means 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 means a Hospital operated by a gov-
ernment or any of its subdivisions or agencies, including but 
not limited to a Federal, military, state, county or city 
Hospital. 

Health Benefits Plan means any hospital and medical ex-
pense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in New Jersey by any carrier 
to a Small Employer group pursuant to section 3 of P.L. 
1992, c.162 (C. 17B:27A-19). Health Benefits Plan ex-
cludes the following plans, policies, or contracts: accident 
only, credit, disability, long term care, coverage for Medi-
care services pursuant to a contract with the United States 
government, Medicare supplement, dental only, or vision 
only, insurance issued as a supplement to liability insurance, 
coverage arising out of a workers' compensation or similar 
law, hospital confinement or other Supplemental Limited 
Benefit Insurance coverage, automobile medical payment 
insurance, or personal injury protection coverage issued 
pursuant to P.L. 1972, c.70 (C. 39:6A-1 et seq.). 

Home Health Agency means a Provider which provides 
Skilled Nursing Care for Ill or Injured people in their home 
under a home health care program designed to eliminate 
Hospital stays. [Carrier] 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 means a Provider which provides palliative and 
supportive care for terminally ill or terminally injured peo-
ple under a hospice care program. [Carrier] will recognize 
a hospice if it carries out its stated purpose under all 
relevant state and local laws, and it is either: 

a. approved for its stated purpose by Medicare; or 
b. it is accredited for its stated purpose by either the 

Joint Commission or the National Hospice. Organi-
zation. 
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Hospital means a Facility which mainly provides Inpatient 
care for Ill or Injured people. [Carrier] will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is either: 

a. accredited as a Hospital by the Joint Commission; 
or 

b. approved as a Hospital by Medicare. 

Among other things, a Hospital is not a convalescent 
home, rest or nursing Facility, or a Facility, or part of it, 
which mainly provides Custodial Care, educational care or 
rehabilitative care. A Facility for the aged or substance 
abusers is also not a Hospital. 

Illness means a sickness. or disease suffered by a Covered 
Person. A Mental and Nervous Condition is not an Illness. 

Initial Dependent means those eligible Dependents an Em-
ployee has at the time he or she first becomes eligible for 
Employee coverage. If at the time the Employee does not 
have any eligible Dependents, but later acquires them, the 
first eligible Dependents he or she acquires are his or her 
Initial Dependents. 

Injury means all damage to a Covered Person's body due to 
accident, and all complications arising from that damage. 

Inpatient means a Covered Person who is physically con-
fined as a registered bed patient in a Hospital or other 
recognized health care Facility. 

Joint Commission means the Joint Commission on the 
Accreditation of Health Care Facilities. 

Late Enrollee means an eligible Employee or Dependent 
who requests enrollment under the Policy more than [30] 
days after first becoming eligible. However, an eligible 
Employee or Dependent will not be considered a Late 
Enrollee under certain circumstances. See the Employee 
Coverage and Dependent Coverage sections of the Policy. 

Medical Emergency means the sudden, unexpected onset, 
due to Illness or 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. Heart attacks, 
strokes, convulsions, severe burns, obvious bone fractures, 
wounds requiring sutures, poisoning, and loss of conscious-
ness are Medical Emergencies. 

Medically Necessary and Appropriate means that a service 
or supply is provided by a recognized health care Provider, 
and [Carrier] determines at its Discretion, that it is: 

a. necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness or Injury; 

b. provided for the diagnosis, or the direct care and 
treatment, of the condition, Illness or Injury; 

c. in accordance with generally accepted medical prac-
tice; 
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d. not for the convenience of a Covered Person; 
e. the most appropriate level of medical care the 

Covered Person needs; 
f. furnished within the framework of generally accept-

ed methods of medical management currently used 
in the United States. 

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 means the health care program for the needy 
provided by Title XIX of the United States Social Security 
Act, as amended from time to time. 

Medicare means 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 and Nervous Condition means a condition which 
manifests symptoms which are primarily mental or nervous, 
for which the primary treatment is psychotherapy or psycho-
therapeutic methods of psychotropic medication, regardless 
of any underlying physical cause. A Mental and Nervous 
Condition includes, but is not limited to, psychoses, neurotic 
and anxiety disorders, schizophrenic disorders, affective dis-
orders, personality disorders, and psychological or behavior-
al abnormalities associated with transient or permanent 
dysfunction of the brain or related neurohormonal systems. 

In determining whether or not a particular condition is a 
Mental and Nervous Condition, [Carrier] may refer to the 
current edition of the Diagnostic and Statistical manual of 
Mental Disorders of the American Psychiatric Association. 

Newly Acquired Dependent means an eligible Dependent an 
Employee acquires after he or she already has coverage in 
force for Initial Dependents. 

Non-Covered Charges are charges which do not meet the 
Policy's definition of Covered Charges, or which exceed any 
of the benefit limits shown in the Policy and in this [certifi-
cate], or which are specifically identified as Non-Covered 
Charges or are otherwise not covered by the Policy. 

Nurse means 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 he or she 
practices; and 

b. provides medical services which are within the 
scope of his or her license or certificate and are 
covered by the Policy. 

DEPT. OF INSURANCE 

Outpatient means a Covered Person who is registered at a 
recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under the Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 

b. with or without interruption. 

Period of Confinement means consecutive days of Inpatient 
services provided to an Inpatient or successive Inpatient 
confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. [Carrier] determines if the cause(s) 
of the confinements are the same or related. 

Plan means the [Carrier's] group health benefit plan pur-
chased by Your Employer. [Note: If the "Plan" definition 
is employed, references in this [certificate] to "Policy" 
should be changed to read "Plan"] 

Planholder means Your Employer who purchased this 
group health benefit plan. [Note: If the "Planholder" 
definition is employed, references in this [certificate] to 
"Policyholder" should be changed to read "Planholder"] 

Podiatric Care means treatment of Illness or deformity 
below the ankle, but does not include dislocations or frac-
tures of the foot. 

Policy means the group policy, including the application and 
any riders, amendments, or endorsements, between Your 
Employer and [Carrier]. 

Policyholder means Your Employer who purchased the 
Policy. 

Practitioner means a person [Carrier] is required by law to 
recognize 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 are 
covered by the Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] writ-
ten approval for specified services and supplies prior to the 
date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under the Policy starts, and for which: 
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a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exami-
nations, including related laboratory tests and x-rays, immu-
nizations and vaccines, well baby care, pap smears, mam-
mography and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of the Policy. 

Reasonable and Customary means an amount that is not 
more than the [lesser of: 

• the] usual or customary charge for the service or 
supply as determined by [Carrier], based on a stan-
dard approved by the Board[; or 

• the negotiated fee schedule.] 

The Board will decide a standard for what is Reasonable 
and Customary under the 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 means a Facility which mainly pro-
vides therapeutic and restorative services to Ill or Injured 
people. [Carrier] 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 either the Joint 
Commission or the Commission on Accreditation 
for Rehabilitation Facilities; or 

b. approved for its stated purpose by Medicare. 

In some places a Rehabilitation Center is called a "reha-
bilitation hospital." 

Routine Foot Care means 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, deratomas, kerato-
sis, onychauxis, onychocryptosis, tylomas or symptomatic 
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complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 
the foot. 

Routine Nursing Care means the appropriate nursing care 
customarily furnished by a recognized Facility for the bene-
fit of its Inpatients. 

Schedule means the Schedule of Insurance contained in the 
Policy and in this [certificate]. 

Skilled Nursing Care means services which are more inten-
sive 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 (see Extended Care Center.) 

Small Employer means any person, firm, corporation, part-
nership or association actively engaged in business which, on 
at least 50% of its working days during the preceding 
Calendar Year quarter, employed at least two, but no more 
than 49 eligible Employees, the majority of whom are 
employed within the State of New Jersey. In determining 
the number of eligible Employees, all Affiliated Companies 
will be considered as one Employer. 

Special Care Unit means 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. 

Substance Abuse means abuse of or addiction to drugs. 

Supplemental Limited Benefit Insurance means insurance 
that is provided in addition to a Health Benefits Plan on an 
indemnity non-expense incurred basis. 

Surgery means: 

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 Current Proce-

dural Terminology codes as Surgery. 

Therapeutic Manipulation means the treatment of the artic-
ulations of the spine and musculoskeletal structures for the 
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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, ultra-sound, doppler, whirlpool or hydro therapy or 
other treatment of similar nature. 

Total Disability or Totally Disabled means, except as other-
wise specified in the Policy, that an Employee who, due to 
Illness or Injury, cannot perform any duty of his or her 
occupation or any occupation for which he or she is, or may 
be, suited by education, training and experience, and is not, 
in fact, engaged in any occupation for wage or profit. A 
Dependent is totally disabled if he or she cannot engage in 
the normal activities of a person in good health and of like 
age and sex. The Employee or Dependent must be under 
the regular care of a Practitioner. 

[We, Us, Our and [Carrier] mean [Carrier].] 

[You, Your and Yours mean an Employee who is insured 
under the Policy.] 

Eligible Employees 

Subject to the Conditions of Eligibility set forth below, 
and to all of the other conditions of the Policy, all of the 
Policyholder's Employees who are in an eligible class will be 
eligible if the Employees are Actively at Work Full-Time 
Employees. 

For purposes of the Policy, [Carrier] will treat partners, 
proprietors and independent contractors like Employees if 
they meet the Policy's Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 

[Carrier] will not insure an Employee unless the Employ-
ee is an Actively at Work Full-Time Employee. 

Enrollment Requirement 

[Carrier] will not insure the Employee until the Employee 
enrolls and agrees to make the required payments, if any. 
If the Employee does this within [30] days of the Employ-
ee's Eligibility Date, coverage is scheduled to start on the 
Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required 
payments, if any: 

a. more than (30] days after the Employee's Eligibility 
Date; or 

b. after the Employee previously had coverage which 
ended because the Employee failed to make a 
required payment, 

DEPT. OF INSURANCE 

[Carrier] will consider the Employee to be a Late Enroll-
ee. Late Enrollees are subject to the Policy's Pre-Existing 
Conditions limitation. 

However, if an Employee initially waived coverage under 
the Policy, and the Employee stated at that time that such 
waiver was because he or she was covered under another 
group plan, and Employee now elects to enroll under the 
Policy, [Carrier] will not consider the Employee to be a Late 
Enrollee, provided the coverage under the other plan ends 
due to one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee must enroll under the Policy within 90 
days of the date that any of the events described above 
occur. Coverage will take effect as of the date he or she 
becomes eligible. 

[The Waiting Period 

The Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date, who 
have completed at least [6] months of continuous Full-Time 
service with the Employer by that date, are eligible for 
insurance under the Policy from the Effective Date. 

Employees in an eligible class on the Effective Date, who 
have not completed at least [6] months of continuous Full-
Time service with the Employer by that date, are eligible for 
insurance under the Policy from the date after Employees 
complete [6] months of continuous Full-Time service. 

Employees who enter an eligible class after the Effective 
Date are eligible for insurance under the Policy from the 
day after Employees complete [6] months of continuous 
Full-Time service with the Employer.] 

When Employee Coverage Starts 

You must be Actively at Work, and working Your regular 
number of hours, on the date Your coverage is scheduled to 
start. And You must have met all the conditions of eligibil-
ity which apply to You. If You are not Actively at Work on 
the scheduled Effective Date, [Carrier] will postpone the 
start of Your Coverage until You return to Active Work. 

Sometimes, a scheduled Effective Date is not a regularly 
scheduled work day. But Your coverage will start on that 
date if You were Actively at Work, and working Your 
regular number of hours, on Your last regularly scheduled 
work day. 
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You must elect to enroll and agree to make the required 
payments, if any, within [30] days of the Employee's Eligibil-
ity Date. If You do this within [30] days of the Employee's 

/ Eligibility Date, Your coverage is scheduled to start on the 
Employee's Eligibility Date. Such Employee's Eligibility 
Date is the scheduled Effective Date of Your coverage. 

When Employee Coverage Ends 

Your insurance under the Policy will end on the first of 
the following dates: 

a. [the date] You cease to be an Actively at Work 
Full-Time Employee for any reason. Such reasons 
include disability, death, retirement, lay-off, leave 
of absence, and the end of employment. 

b. [the date] You stop being an eligible Employee 
under the Policy. 

c. the date the Policy ends, or is discontinued for a 
class of Employees to which You belong. 

d. the last day of the period for which required pay-
ments are made for You. 

Also, You may have the right to continue certain group 
benefits for a limited time after Your coverage would 
otherwise end. This [certificate's] benefits provisions ex-
plain these situations. Read this [certificate's] provisions 
carefully. 

DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 

Your eligible Dependents are Your: 

a. legal spouse; 
b. unmarried Dependent children who are under age 

19; and 
c. unmarried Dependent children, from age 19 until 

their 23rd birthday, who are enrolled as full-time 
students at accredited schools. Full-time students 
will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

b. insured for coverage under the Policy as an Em-
ployee. 

Under certain circumstances, an incapacitated child is also 
a Dependent. See the Incapacitated Children section of 
this [certificate]. 

Your ''unmarried Dependent child" includes: 

a. Your legally adopted children, 
b. Your step-children if such step-children depend on 

You for most of their support and maintenance, 
and 
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c. children under a court appointed guardianship. 

[Carrier] treats a child as legally adopted from the time 
the child is placed in the home for purpose of adoption. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Incapacitated Children 

You may have an unmarried child with a mental or 
physical incapacity, or developmental disability, who is in-
capable of earning a living. Subject to all of the terms of 
this section and the Policy, such a child may stay eligible for 
Dependent health benefits past the Policy's age limit. 

The child will stay eligible as long as the child stays 
unmarried and incapable of earning a living, if: 

a. the child's condition started before he or she 
reached the Policy's age limit; 

b. the child became insured by the Policy or any other 
policy before the child reached the age limit and 
stayed continuously insured after reaching such lim-
it; and 

c. the child depends on You for most of his or her 
support and maintenance. 

But, for the child to stay eligible, You must send [Carrier] 
written proof that the child is incapacitated and depends on 
You for most of his or her support and maintenance. You 
have 31 days from the date the child reaches the age limit to 
do this. [Carrier] can ask for periodic proof that the child's 
condition continues. But, after two years, [Carrier] cannot 
ask for this more than once a year. 

The child's coverage ends when Your coverage does. 

Enrollment Requirement 

You must enroll Your eligible dependents in order for 
them to be covered under the Policy. [Carrier] considers an 
eligible Dependent to be a Late Enrollee, if You: 

a. enroll a Dependent and agree to make the required 
payments more than [30] days after the Depen-
dent's Eligibility Date; 

b. in the case of a Newly Acquired Dependent, other 
than the first newborn child, has other eligible 
Dependents who You have not elected to enroll; 
or 

c. in the case of a Newly Acquired Dependent, has 
other eligible Dependents whose coverage previous-
ly ended because You failed to make the required 
contributions, or otherwise chose to end such cover-
age. 

Late Enrollees are subject to the Policy's Pre-Existing 
Conditions limitations section, if any applies. 
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If Your dependent coverage ends for any reason, includ-
ing failure to make the required payments, Your Depen-
dents will be considered Late Enrollees when their coverage 
begins again. 

However, if You previously waived coverage for Your 
spouse or eligible Dependent children under the Policy and 
stated at that time that such waiver was because they were 
covered under another group plan, and You now elect to 
enroll them in the Policy, the Dependent will not be consid-
ered a Late Enrollee, provided the Dependent's coverage 
under the other plan ends due to one of the following 
events: 

a. termination of employII.1ent; 
b. divorce; 
c. death of Your spouse; or 
d. termination of the other plan's coverage. 

But, You must enroll Your spouse or eligible Dependent 
children within 90 days of the date that any of the events 
described above occur. Coverage will take effect as of the 
date one of the above events occurs. 

And, [Carrier] will not consider Your spouse or eligible 
Dependent children for which You initially waived coverage 
under the Policy, to be a Late Enrollee, if: 

a. You are under legal obligation to provide coverage 
due to a court order; and 

b. You enroll Your spouse or eligible Dependent 
children within 30 days of the issuance of the court 
order. 

Coverage will take effect as of the date required pursuant 
to a court order. 

When Dependent Coverage Starts 

In order for Your dependent coverage to begin You must 
already be insured for Employee coverage or enroll for 
Employee and Dependent coverage at the same time. Sub-
ject to the exception stated below and to all of the terms of 
the Policy, the date Your dependent coverage starts de-
pends on when You elect to enroll Your Initial Dependents 
and agree to make any required payments. 

If You do this within [30] days of the Dependent's 
Eligibility Date, the Dependent's Coverage is scheduled to 
start on the later of: 

a. The Dependent's Eligibility Date, or 
b. the date You become insured for Employee cover-

age. 

If You do this more than [30] days after the Dependent's 
Eligibility Date, [Carrier] will consider the· Dependent a 
Late Enrollee. Coverage is scheduled to start on the later 
of: 

DEPT. OF INSURANCE 

a. the date You sign the enrollment form; or 
b. the date You become insured for Employee cover-

age. 

Once You have dependent coverage for Initial Depen-
dents, You must notify [Carrier] of a Newly Acquired 
Dependent within [30] days after the Dependent's Eligibility 
Date. If You do not, the Newly Acquired Dependent is a 
Late Enrollee. 

A Newly Acquired Dependent other than a newborn child 
will be covered from the later of: 

a. the date You notify [Carrier] and agree to make 
any additional payments, or 

b. the Dependent's Eligibility Date for the Newly 
Acquired Dependent. 

Exception: If a Dependent, other than a newborn child, is 
confined to a Hospital or other health care Facility; or is 
home confined on the date Your Dependent health benefits 
would otherwise start, [Carrier] will postpone the Effective 
Date of such benefits until the later of: the day after the 
Dependent's discharge from such Facility or until home 
confinement ends. 

Newborn Children 

[Carrier] will cover Your newborn child for 31 days from 
the date of birth. Health benefits may be continued beyond 
such 31 day period as stated below: 

a. If You are already covered for Dependent child 
coverage on the date the child is born, coverage 
automatically continues beyond the initial 31 days, 
provided the premium required for Dependent 
child coverage continues to be paid. 

b. If You are not covered for Dependent child cover-
age on the date the child is born, then You must: 

• make written request to enroll the newborn child; 
and 

• pay the premium required for Dependent child 
coverage within 31 days after the date of birth. 

If the request is not made and the premium is not paid 
within such 31 day period, the newborn child will be a Late 
Enrollee. 

When Dependent Coverage Ends 

A Dependent's insurance under the Policy will end on the 
first of the following dates: 

a. [the date] Your coverage ends; 
b. the date You stop being a member of a class of 

Employees eligible for such coverage; 
c. the date the Policy ends; 
d. the date Dependent coverage is terminated from 

the Policy for all Employees or for Your class; 
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e. the date You fail to pay any required part of the 
cost of Dependent coverage. It ends on the last 
day of the period for which You made the required 
payments, unless coverage ends earlier for other 
reasons; 

f. at 12:01 a.m. on the date the Dependent stops being 
an eligible Dependent. 

Read this [certificate] carefully if Dependent coverage 
ends for any reason. Dependents may have the right to 
continue certain group benefits for a limited time. And 
divorced spouses have conversion rights. 

PREFERRED PROVIDER ORGANIZATION PROVI-
SIONS 

The Employer, XYZ Health Care Network, and the LCarri-
er] 

The 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] preferred provid-
ers. 

Use of the network is strictly voluntary, but [Carrier] 
generally pays a higher level of benefits for most covered 
services and supplies furnished to a Covered Person by 
[XYZ Health Care Network]. Conversely, [Carrier] general-
ly pays a lower level of benefits when covered services and 
supplies are not furnished by (XYZ Health Care Network] 
(even if an [XYZ Health Care Network] Practitioner orders 
the services and supplies). Of course, a Covered Person is 
always free to be treated by any Practitioner or Facility. 
And, he or she is free to change Practitioners or Facilities at 
any time. 

A Covered Person may use any [XYZ Health Care Net-
work] Provider. He or she just presents his or her [XYZ 
Health Care Network] identification card to the [XYZ 
Health Care Network] Practitioner or Facility furnishing 
covered services or supplies. Most [XYZ Health Care 
Network] Practitioners and Facilities will prepare any neces-
sary claim forms for him or her, and submit the forms to 
[Carrier]. The Covered Person will receive an explanation of 
any insurance payments made by the Policy. And if there is 
any balance due, the [XYZ Health Care Network] Practi-
tioner or Facility will bill him or her directly. 

The Policy also has utilization review features. Sec the 
Utilization Review Features section for details. 

What [Carrier] pays is subject to all the terms of the 
Policy. You should read Your [certificate] carefully and 
keep it available when consulting a Practitioner. 
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See the Schedule for specific benefit levels, payment rates 
and payment limits. 

If You have any questions after reading Your [certificate]. 
You should call [Carrier] [Group Claim Office at the num-
ber shown on Your identification card.] 

[Note: Used only if coverage is offered as a PPO.] 

POINT OF SERVICE PROVISIONS 

Definitions 

a. Prima,y Care Practitioner (PCP) means the Practition-
er the Covered Person selects to supervise and coordinate 
his or her health care in the [XYZ] Provider Organization. 
[Carrier] will supply a list of PCPs who are members of the 
[XYZ] Provider Organization to the Covered Person. 

b. Provider Organization (PO) means a network of health 
care Providers located in a Covered Person's Service Area. 

c. Network Benefits mean the benefits shown in the 
Schedule which are provided if the Primary Care Practition-
er provides care, treatment, services, and supplies to the 
Covered Person or if the Primary Care Practitioner refers 
the Covered Person to another Provider for such care, 
treatment, services, and supplies. 

d. Out-Network Benefits mean the benefits shown in the 
Schedule which are provided if the Primary Care Practition-
er does not authorize the care, treatment, services, and 
supplies. 

e. Service Area means the geographical area which is 
served by the Practitioners in the [XYZ] Provider Organiza-
tion. 

Provider Organization (PO) 

The Provider Organization for the Policy is the [XYZ] 
Provider Organization. The 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. 

The Primary Care Practitioner (PCP) 

The PCP will supervise and coordinate the Covered Per-
son's health care in the [XYZJ PO. The PCP must autho-
rize all services and supplies. In addition, he or she will 
refer the Covered Person to the appropriate Practitioner 
and Facility when Medically Necessary and Appropriate. 
The Covered Person must obtain an authorized referral 
from his or her PCP before he or she visits another Practi-
tioner or Facility. Except in case of a Medical Emergency, 
if the Covered Person does not comply with these require-
ments, he or she may only be eligible for Out-Network 
Benefits. 
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[Carrier] provides Network Benefits for covered services 
and supplies furnished to a Covered Person when autho-
rized by his or her PCP. [Carrier] pays Out-Network 
Benefits when covered services and supplies are not autho-
rized 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-Network 
Benefits. 

A Covered Person may change his or her PCP to another 
PCP [once per month]. He or she may select another PCP 
from the list of Practitioners, 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 Co-
Payment. When a Covered Person's PCP refers him or her 
to another [XYZ] PO Provider, the Covered Person must 
pay the Co-Payment to such Provider. [Most [XYZ] PO 
Practitioners will prepare any necessary claim forms and 
submit them to [Carrier].] 

[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.] 

Out-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 Network 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-Network 
Benefits. 

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 within 48 hours or as soon as reasonably possible 
thereafter. 

Emergency room visits to PO Facilities are subject to a 
Co-Payment, and such visits must be retrospectively re-
viewed [by the PCP]. [Carrier] will waive the emergency 
room Co-Payment 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 must be 
notified within 48 hours or as soon as reasonably possible 
thereafter. Follow-up care is limited to the medical care 
necessary before the Covered Person can return to the PO 
Service Area. 

Utilization Review 

DEPT. OF INSURANCE 

The Policy has utilization features. See the Utilization 
Review Features section of this [certificate]. 

Benefits 

The Schedule shows Network Benefits, Out-Network Bene-
fits, and Co-Payments applicable to the Point of Service 
arrangement. 

What [Carrier] pays is subject to all the terms of the 
Policy. 

[Note: Used only if coverage is issued as POS.] 
HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medi-
cal expenses incurred by a Covered Person. 

Note: [Carrier] payments will be reduced or eliminated if a 
Covered Person does not comply with the Utilization Re-
view and Pre-Approval requirements contained in the Poli-
cy and in this [certificate]. 

BENEFIT PROVISION 

The Cash Deductible 

Each Calendar Year, each Covered Person must have 
Covered Charges that exceed the Cash Deductible before 
[Carrier] pays any benefits to that person. The Cash De-
ductible is shown in the Schedule. The Cash Deductible 
cannot be met with Non-Covered Charges. Only Covered 
Charges incurred by the Covered Person while insured by 
the Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, [Carrier] pays benefits 
for other Covered Charges above the Cash Deductible 
incurred by that Covered Person, less any applicable Co-
Insurance or Co-Payments, for the rest of that Calendar 
Year. But all charges must be incurred while that Covered 
Person is insured by the Policy. And what [Carrier] pays is 
based on all the terms of the Policy. 

Family Deductible Limit 

The Policy has a family deductible limit of two Cash 
Deductibles for each Calendar Year. Once two Covered 
Persons in a family meet their individual Cash Deductibles 
in a Calendar Year, [Carrier] pays benefits for other Cov-
ered Charges incurred by any member of the covered family, 
less any applicable Co-Insurance or Co-Payments, for the 
rest of that Calendar Year. What [Carrier] pays is based on 
all the terms of the Policy. 

[Coinsured Charge Limit 

The coinsured charge limit is the amount of Covered 
Charges a Covered Person must incur each Calendar Year 
before no Co-Insurance is required.) 
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Payment Limits 

[Carrier] limits what [Carrier] will pay for certain types of 
charges. [Carrier] aiso limits what [Carrier] will pay for all 
Illness or Injuries for each Covered Person's Per Lifetime. 
See the Schedule for these limits. 

Benefits From Other Plans 

The benefits [Carrier] will pay may be affected by a 
Covered Person being covered by 2 or more plans or 
policies. Read the provision Coordination of Benefits to 
see how this works. 

The benefits [Carrier] will pay may also be affected by 
Medicare. Read the Medicare as Secondary Payor section 
for an explanation of how this works. 

If This Plan Replaces Another Plan 

The Employer who purchased the Policy may have pur-
chased it to replace a plan the Employer had with some 
other insurer. 

The Covered Person may have incurred charges for cov-
ered expenses under the Employer's old plan before it 
ended. If so, these charges will be used to meet the Policy's 
Cash Deductible if: 

a. the charges were incurred during the Calendar 
Year in which the Policy starts; 

b. The Policy would have paid benefits for the 
charges, if the Policy had been in effect; 

c. The Covered Person was covered by the old plan 
when it ended and enrolled in the Policy on its 
Effective Date; and 

d. The Policy starts right after the old plan ends. 

The Covered Person may have satisfied part of the eligi-
bility waiting period under the Employer's old plan before it 
ended. If so, the time satisfied will be used to satisfy the 
Policy's eligibility waiting period if: 

a. the Employee was employed by the Employer on 
the date the Employer's old plan ended; and 

b. the Policy starts right after the old plan ends. 

Extended Health Benefits 

If the Policy ends, and a Covered Person is Totally 
Disabied on such date, and under a Practitioner's care, 
[Carrier] will extend health benefits for that person under 
the Policy as explained below. This is done at no cost to 
the Covered Person. 

[Carrier] will only extend benefits for Covered Charges 
due to the disabling condition. The charges must be in-
curred before the extension ends. And what (Carrier] will 
pay is based on all the terms of the Policy. 
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[Carrier] does not pay for charges due to other concli-
tions. And [Carrier] does not pay for charges incurred by 
other covered family members. · 

The extension ends on the earliest of: 

a. the date the Total Disability ends; or 
b. one year from the date the person's insurance 

under the Policy ends; or 
c. the date the person has reached the payment limit 

for his or her disabling condition. 

The Employee must submit evidence to [Carrier] that he 
or she or his or her Dependent is Totally Disabled, if 
[Carrier] requests it. 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consid-
er as Covered Charges. But what (Carrier] will pay is 
subject to all the terms of the Policy. Read the entire 
[certificate] to find out what [Carrier] limits or excludes. 

Charges while Hospitalized 

[Carrier] covers charges incurred while a Covered Person 
is an Inpatient in a Hospital up to 30 days per Covered 
Person per Calendar Year. Covered Charges are as fol-
lows: 

a. Hospital room and board 
b. Routine Nursing Care 
c. Prescription Drugs 
d. Blood transfusions 
e. Infusion Therapy 
f. Chemotherapy 
g. Radiation Therapy 
h. Medically Necessary and Appropriate Hospital ser-

vices and supplies provided to the Covered Person 
during the Inpatient confinement. 

[Carrier] limits what it pays for each day to the room and 
board limit shown in the Schedule. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non-Covered Charge. The 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

Note: [Carrier] covers charges for Inpatient Hospital care 
up to 30 days per Covered Person per Calendar Year. Such 
30 Inpatient days may be exchanged for other types of care, 
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as explained in the Extended Care or Rehabilitation 
Charges, Home Health Care Charges and Hospice Charges 
sections. 

Hospital Co-Payment Requirement 

Each time a Covered Person is confined in a Hospital, he 
or she must pay a $250 Co-Payment for each day of 
confinement, up to a maximum of $1,250 per Period of 
Confinement, subject to a maximum $2,500 Co-Payment per 
Calendar Year. 

Testing Charges 

[Carrier] covers x-ray and laboratory tests needed for a 
planned Hospital admission or Surgery. [Carrier] only cov-
ers these tests if, the tests are done on an Outpatient basis 
within seven days of the planned admission or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 

X-ray and laboratory tests which are not performed in 
connection with a planned Hospital admission or Surgery 
are Non-Covered Charges. 

Extended Care or Rehabilitation Charges 

Subject to [Carrier's] Pre-Approval, when Extended Care 
and Rehabilitation care can take the place of Inpatient 
Hospital care, [Carrier] covers such care provided to a 
Covered Person on an Inpatient basis in an Extended Care 
Center or Rehabilitation Center. Each 2 days of Extended 
Care and Rehabilitation Charges will reduce the number of 
Inpatient Hospital days available to a Covered Person by 1 
day. Charges above the daily room and board limit are a 
Non-Covered Charge. 

And [Carrier] covers all other Medically Necessary and 
Appropriate services and supplies provided to a Covered 
Person during the confinement, but the confinement must: 

a. start within 14 days of a Hospital stay; and 
b. be due to the same or a related condition that 

necessitated the Hospital stay. 

Extended Care or Rehabilitation charges which are not 
Pre-Approved by [Carrier] are Non-Covered Charges. 

Home Health Care Charges: 

Subject to [Carrier's] Pre-Approval, when Home Health 
Care can take the place of Inpatient Hospital care, [ Carrier J 
covers such care furnished to a Covered Person under a 
written home health care plan. Each 2 days of Home 
Health Care will reduce the number of Inpatient Hospital 
days available to a Covered Person by 1 day. [Carrier] 
covers all Medically Necessary and Appropriate services or 
supplies, such as: 

DEPT. OF INSURANCE 

a. Routine Nursing Care (furnished by or under the 
supervision of a Registered Nurse); 

b. physical therapy; ,._/ 
c. occupational therapy; 
cl. medical social work; 
e. nutrition services; 
f. speech therapy; 
g. home health aide services; 
h, medical appliances and equipment, drugs and med-

ications, laboratory services and special meals; and 
1. 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: 

a. The Covered Person's 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: 
• ordered by the Covered Person's 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. 

The services and supplies must be furnished by recognized 
health care professionals 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 the Covered Person's Practitioner 
within 14 days after home health care starts. 
And it must be reviewed by the Covered Person's 
Practitioner at least once every 60 days. 

d. Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are autho-
rized under the home health care plan can last 
up to four hours. 

e. [Carrier] does not pay for: 
• services furnished to family members, other than 

the patient; or 
• services and supplies not included in the home 

health care plan. 

Home Health Care charges which are not Pre-Approved 
by [Carrier] are Non-Covered Charges. 

Practitioner's Charges for Non-Surgical Care and Treat-
ment 
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[Carrier] covers Practitioner's charges for the Medically· 
Necessary and Appropriate non-surgical care and treatment 
of an Illness or Injury which are incurred while the Covered 
Person is an Inpatient in a Hospital. 

Practitioner's Charges for Surgery 

[Carrier] covers Practitioner's charges for Medically Nec-
essary and Appropriate Surgery. [Carrier] does not pay for 
cosmetic Surgery. 

Second Opinion Charges 

[Carrier] covers Practitioner's charges for a second opin-
ion and charges for related x-rays and tests when a Covered 
Person is advised to have Surgery or enter a Hospital. If 
the second opinion differs from the first, [Carrier] covers 
charges for a third opinion. [Carrier] covers such charges if 
the Practitioners who give the opinions: 

a. are board certified and qualified, by reason of their 
specialty, to give an opinion on the proposed Sur-
gery or Hospital admission; 

b. are not business associates of the Practitioner who 
recommended the Surgery; and 

c. in the case of a second surgical opinion, they do not 
perform the Surgery if it is needed. 

Ambulatory Surgical Center Charges 

[Carrier] covers charges made by an Ambulatory Surgical 
Center in connection with covered Surgery. 

Hospital Care Charges 

Subject to [Carrier] Pre-Approval, when Hospice Care 
can take the place of Inpatient Hospital Care, [Carrier] 
covers charges made by a Hospice for palliative and sup-
portive care furnished to a terminally ill or terminally 
injured Covered Person under a Hospice care program. 
Each 2 days of Hospice Care will reduce the number of 
Inpatient Hospital days available to a Covered Person by 1 
day. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure the Covered Person's terminal 
illness or terminal injury. 

"Terminally ill" or "terminally injured" means that the 
Covered Person's Practitioner has certified in writing that 
the Covered Person's 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 with an interdisciplinary team for 
meeting the special needs of the terminally ill or terminally 
injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person's Practitioner. 
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Under a Hospice care program, subject to all the terms of 
the Policy, [Carrier] covers any services and supplies includ-
ing Prescription Drugs, to the extent they are otherwise 
covered by the Policy. 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 the Covered Person's Practitioner; 
c. included in the Hospice care program; and 
d. furnished by, or coordinated by a Hospice. 

[Carrier] does 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; or 
d. treatment not included in the Hospice care plan. 

Hospital Care charges which are not Pre-Approved by 
[Carrier] are Non-Covered Charges. 

Pregnancy 

The Policy pays for pregnancies the same way [Carrier] 
would cover an Illness. The charges [Carrier] covers for a 
newborn child are explained [ on the next page.] 

Birthing Center Charges 

[Carrier] covers Birthing Center charges made by a Prac-
titioner for pre-natal care, delivery, and post partum care in 
connection with a Covered Person's pregnancy. [Carrier] 
covers charges up to the daily room and board limit for 
room and board shown in the Schedule when Inpatient care 
is provided to a Covered Person by a Birthing Center. But 
charges above the daily room and board limit are a Non-
Covered Charge. 

[Carrier] covers all other Medically Necessary and Appro-
priate services and supplies during the confinement. 

Benefits for a Covered Newborn Child 

[Carrier] covers charges for the child's routine nursery 
care while he or she is in the Hospital or a Birthing Center. 
Charges are covered up to a maximum of 7 days following 
the date of birth. This includes: 

a. nursery charges; 
b. charges for routine Practitioner's examinations and 

tests; and 
c. charges for routine procedures, like circumcision. 

Subject to all of the terms of the Policy, [Carrier] covers 
the care and treatment of a covered newborn child if he or 
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she is Ill, Injured, premature, or born with a congenital birth 
defect. 

Anesthetics 

[Carrier] covers anesthetics and their administration. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

The following "Pre-Existing Conditions" and "Continuity 
of Coverage" provisions only apply to Policies issued to 
Employers of at least two but not more than five Employ-
ees. These provisions also apply to "Late Enrollees" under 
the Policies issued to any Small Employer. However, this 
provision does not apply to Late Enrollees if 10 or more 
Late Enrollees request enrollment during any [30] day en-
rollment period provided for in the Policy. See this [certifi-
cate's] EMPLOYEE COVERAGE and DEPENDENT COV-
ERAGE sections to determine if a Covered Person is a Late 
Enrollee. The "Pre-Existing Conditions" provision does 
not apply to a Dependent who is an adopted child or who is 
a child placed for adoption if the Employee enrolls the 
Dependent and agrees to make the required payments 
within [30] days after the Dependent's Eligibility Date. 

Pre-Existing Conditions 

A Pre-Existing Condition is an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under the Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scribed Drugs, receives other medical care or treat-
ment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

[Carrier] does not pay benefits for charges for Pre-
Existing Conditions until the Covered Person has been 
continuously covered by the Policy for 180 days. 

This limitation does not affect benefits for other unrelat-
ed conditions, or birth defects in a Covered Dependent 
child. And [Carrier] waives this limitation for a Covered 
Person's Pre-Existing Condition if the condition was pay-
able under another [Carrier] group plan which insured the 
Covered Person right before the Covered Person's coverage 
under the Policy started. The next section shows other 
exceptions. 

Continuity of Coverage 

DEPT. OF INSURANCE 

A new Covered Person may have been covered under a 
previous employer group health benefits plan prior to en-
rollment in the Policy. When this happens, [Carrier] gives 
credit for the time he or she was covered under the previous 
plan to determine if a condition is Pre-Existing. [Carrier] 
goes back to the date his or her coverage under the previous 
plan started. But the Employee's active Full-Time service 
with the Employer must start within 90 days of the date his 
or her coverage under the previous plan ended. And the 
person must sign and complete his or her enrollment form 
within 30 days of the date the Employee's active Full-Time 
service begins. Any condition arising between the date his 
or her coverage under the previous plan ends and the date 
his or her coverage under the Policy starts is Pre-Existing. 
[Carrier] does not cover any charges actually incurred be-
fore the person's coverage under the Policy starts. If the 
Employer has included an eligibility waiting period in the 
Policy, an Employee must still meet it, before becoming 
insured. 

Private Duty Nursing Care 

[Carrier] only covers 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 a Non-Covered Charge. 

Therapy Services 

Therapy Services mean the following services or supplies, 
ordered by a Practitioner and used to treat, or promote 
recovery from, an Injury or Illness: 

[Carrier] covers the Therapy Services listed below when 
provided on either an Inpatient or on an Outpatient basis. 

a. Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

b. Radiation Therapy-the treatment of disease by x-ray, 
radium, 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. 

[Carrier] covers the Therapy Services listed below but 
only when provided on an Inpatient basis. 

c. Chelation Therapy-means the administration of drugs 
or chemicals to remove toxic concentrations of metals from 
the body. 

d. Respiration Therapy-the introduction of dry or moist 
gases into the lungs. 
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e. Cognitive Rehabilitation Therapy-the retraining of the 
brain to perform intellectual skills which it was able to 
perform prior to disease, trauma, Surgery or previous thera-
peutic process; or the training of the brain to perform 
intellectual skills it should have been able to perform if 
there were not a congenital anomaly. 

f. Speech Therapy-treatment for the correction of a 
speech impairment resulting from Illness, Surgery, Injury, 
congenital anomaly, or previous therapeutic processes. 

Coverage for Cognitive Rehabilitation Therapy and 
Speech Therapy, combined, is limited to 30 visits per Calen-
dar Year. 

g. Occupational Therapy-treatment to restore a physi-
cally disabled person's ability to perform the ordinary tasks 
of daily living. 

h. Physical Therapy-the treatment by physical means to 
relieve pain, restore maximum function, and prevent disabil-
ity following disease, Injury or loss or limb. 

Coverage for Occupational Therapy and Physical Thera-
py, combined, is limited to 30 visits per Calendar Year. 

i. Infusion Therapy-the administration of antibiotic, nu-
trients, or other therapeutic agents by direct infusion. 

Preventive Care 

[Carrier] covers charges for routine physical examinations 
including related laboratory tests and x-rays. [Carrier] also 
covers charges for immunizations and vaccines, well baby 
care, pap smears, mammography and screening tests. But 
[Carrier] limits what [Carrier] pays each Calendar Year to 
$100 per Covered Person, $300 per Covered Family. 

IMPORTANT NOTICE 

[The Policy has utilization review features. Under these 
features, [ABC-Systems, a health care review organization] 
reviews Hospital admissions and Surgery performed outside 
of a Practitioner's office [for Carrier]. These features must 
be complied with if a Covered Person: 

a. is admitted as an Inpatient to a Hospital, or 
b. is advised to enter a Hospital or have Surgery 

performed outside of a Practitioner's office. If a 
Covered Person does not comply with these utiliza-
tion review features, he or she will not be eligible 
for full benefits under the Policy. See the Utiliza-
tion Review Features section for details.] 

[The Policy has alternate treatment features. Under 
these features, [DEF, a Case Coordinator] reviews a Cov-
ered Person's medical needs in clinical situations with the 
potential for catastrophic claims to determine whether alter-
native treatment may be available and appropriate. See the 
Alternate Treatment Features section for details.] 
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[The Policy has centers of excellence features. Under 
these features, a Covered Person may obtain necessary care 
and treatment from Providers with whom [Carrier] has 
entered into agreements. See the Centers of Excellence 
Features section for details.) 

[What [Carrier] pays is subject to all of the terms of the 
Policy. Read this [certificate] carefully and keep it available 
when consulting a Practitioner. 

If You have any questions after reading this [ certificate] 
You should [call The Group Claim Office at the number 
shown on Your identification card.] 

The Policy is not responsible for medical or other results 
arising directly or indirectly from the Covered Person's 
participation in these Utilization Review Features.] 

[UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not comply 
with the Policy's utilization review features, he or she will 
not be eligible for full benefits under the Policy. 

Compliance with the Policy's utilization review features 
does not guarantee what [Carrier] will pay for Covered 
Charges. What [Carrier] pays is based on: 

a. the Covered Charges actually incurred; 
b. the Covered Person being eligible for coverage 

under the Policy at the time the Covered Charges 
are incurred; and 

c. the Cash Deductible, Co-Payment and Co-Insur-
ance provisions, and all of the other terms of the 
Policy. 

Definitions 

"Hospital admission" means admission of a Covered Per-
son to a Hospital as an Inpatient for Medically Necessary 
and Appropriate care and treatment of an Illness or Injury. 

[Carrier] calls a Hospital admission or Surgery "emergen-
cy" if, after an evaluation of the Covered Person's condition, 
the attending Practitioner determines that failure to make 
the admission or perform the Surgery immediately would 
pose a serious threat to the Covered Person's life or health. 
A Hospital admission or Surgery made or performed for the 
convenience of Practitioners or patients is not an emergen-
cy. 

By "covered professional charges for Surgery" [Carrier] 
means Covered Charges that are made by a Practitioner for 
performing Surgery. Any surgical charge which is not a 
Covered Charge under the terms of the Policy is not payable 
under the Policy. 

"Regular working day" means [Monday through Friday 
from 9 AM. to 9 P.M. Eastern Time,] not including legal 
holidays. 
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Grievance Procedure 

[If a Covered Person is not satisfied with a utilization 
review decision, the Covered Person or the Covered Per-
son's Practitioner may appeal such decision by calling 
[ABC]. A nurse reviewer will collect any additional medical 
information required and submit the case to a second [ABC] 
medical review physician. This physician will discuss the 
case with the physician reviewer who made the initial deci-
sion. The second medical review physician will then discuss 
the case with the Covered Person's Practitioner. The Cov-
ered Person's Practitioner is then notified of the appeal's 
recommendation and referred to the [Carrier] for any fur-
ther appeals.]] · 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply 
with these Hospital stay review features, he or she will not 
be eligible for full benefits under the Policy. 

Notice of Hospital Admission Required 

[Carrier] requires notice of all Hospital admissions. The 
times and manner in which the notice must be given is 
described below. When a Covered Person does not comply 
with the requirements of this section [Carrier] reduces what 
it pays for covered Hospital charges as a penalty. 

Pre-Hospital Review 

All non-emergency Hospital admissions must be reviewed 
by [ABC] before they occur. The Covered Person or the 
Covered Person's Practitioner must notify [ ABC] and re-
quest a pre-hospital review. [ABC] must receive the notice 
and request as soon as possible before the admission is 
scheduled to occur. For a maternity admission, a Covered 
Person or his or her Practitioner must notify [ ABC) and 
request a pre-hospital review at least [ 60 days] before the 
expected date of delivery, or as soon as reasonably possible. 

When [ABC) receives the notice and request, [they] eval-
uate: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives, like 

home health care or other out-patient care. 

[ABC] notifies the Covered Person's Practitioner, [by 
phone, of the outcome of their review. And [they] confirm 
the outcome of [their] review in writing.] · 

If [ ABC] authorizes a Hospital admission, the authoriza-
tion is valid for: 

a. the specified Hospital; 
b. the named attending Practitioner; and 
c. the authorized length of stay. 

DEPT. OF INSURANCE 

The authorization becomes invalid and the Covered Per-
son's admission must be reviewed by [ABC] again if: 

a. he or she enters a Facility other than the specified 
Facility; 

b. he or she changes attending Practitioners; or 
c. more than [ 60 days] elapse between the time he or 

she obtains authorization and the time he or she 
enters the Hospital, except in the case of a materni-
ty admission. 

Emergency Admission 

[ ABC] must be notified of all emergency admission by 
phone. This must be done by the Covered Person or the 
Covered Person's Practitioner no later than the end of the 
next regular working day, or as soon as possible after the 
admission occurs. 

When [ABC] is notified [by phone,] they require the 
following information: 

a. the Covered Person's name, social security number 
and date of birth; 

b. the Covered Person group plan number; 
c. the reason for the admission; 
d. the name and location of the Hospital; 
e. when the admission occurred; and 
f. the name of the Covered Person's Practitioner. 

Continued Stay Review 

The Covered Person, or his or her Practitioner, must 
request a continued stay review for any emergency admis-
sion. This must be done at the time [ABC] is notified of 
such admission. 

The Covered Person, or his or her Practitioner, must also 
initiate a continued stay review whenever it is Medically 
Necessary and Appropriate to change the authorized length 
of a Hospital stay. This must be done before the end of the 
previously authorized length of stay. 

[ABC] also has the right to initiate a continued stay 
review of any Hospital admission. And [ABC] may contact 
the Covered Person's Practitioner or Hospital by phone or 
in writing. 

In the case of an emergency admission, the continued stay 
review evaluates: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 

, a. the Medical Necessity and Appropriateness of ex-
tending the authorized length of stay; and 
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b. the appropriateness of health care alternatives. 

[ABC] notifies the Covered Person's Practitioner [by 
phone, of the outcome of their review. And [ABC] con-
firms the outcome of the review in writing.] The notice 
always includes any newly authorized length of stay. 

Penalties for Non-Compliance 

In the case of a non-emergency Hospital admission, as a 
penalty for non-compliance, [[Carrier] reduces what it pays 
for covered Hospital charges by 50%] if: 

a. the Covered Person does not request a pre-hospital 
review; or 

b. the Covered Person does not request a pre-hospital 
review as soon as reasonably possible before the 
Hospital admission is scheduled to occur; or 

c. [ABC's] authorization becomes invalid and the Cov .. 
ered Person does not obtain a new one; or 

d. [ABC] does not authorize the Hospital admission. 

In the case of an emergency admission, as a penalty for 
non-compliance, [[Carrier] reduces what it pays for covered 
Hospital charges by 50%] if: 

a. (ABC] is not notified of the admission at the times 
and in the manner described above; 

b. the Covered Person does not request a continued 
stay review; or 

c. the Covered Person does not receive authorization 
for such continued stay. 

The penalty applies to covered Hospital charges incurred 
after the applicable time limit allowed for giving notice 
ends. 

For any Hospital admission, if a Covered Person stays in 
the Hospital longer than [ ABC] authorizes, [Carrier] re-
duces what it pays for covered Hospital charges incurred 
after the authorized length of stay ends by 50% as a penalty 
for non-compliance. 

Penalties cannot be used to meet the Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[REQUIRED PRE-SURGICAL REVIEW 

Important Notice: If a Covered Person does not comply 
with these pre-surgical review features, he or she will not be 
eligible for full benefits under the Policy. 

[Carrier] requires a Covered Person to get a pre-surgical 
review for any non-emergency procedure performed outside 
of a Practitioner's office. When a Covered Person does not 
comply with the requirements of this section [Carrier] re-
duces what it pays for covered professional charges for 
Surgery, as a penalty. 

11:21 App. 

The Covered Person or his or her Practitioner, must 
request a pre-surgical review from [ ABC]. [ ABC] must 
receive the request at least 24 hours before the Surgery is 
scheduled to occur. If the Surgery is being done in a 
Hospital, on an Inpatient basis, the pre-surgical review 
request should be made at the same time as the request for 
a pre-hospital review. 

When [ABC] receives the request, they evaluate the 
Medical Necessity and Appropriateness of the Surgery and 
they either: 

a. approve the proposed Surgery, or 
b. require a second surgical opinion regarding the 

need for the Surgery. 

[ ABC] notifies the Covered Person's Practitioner, [by 
phone, of the outcome of the review. [ABC] also confirms 
the outcome of the review in writing.] 

Required Second Surgical Opinion 

If [ABC's] review does not confirm the Medical Necessity 
and Appropriateness of the Surgery, the Covered Person 
must obtain a second surgical opinion in order to get full 
benefits under the Policy. If the second opinion does not 
confirm the medical necessity of the Surgery, the Covered 
Person may obtain a third opinion, although he or she is not 
required to do so. 

[[ABC] will give the Covered Person a list of Practitioners 
in his or her area who will give a second opinion.] The 
Covered Person may get the second opinion from [ a Practi-
tioner on the list, or from] a Practitioner of his or her own 
choosing, if the Practitioner: 

a. is board certified and qualified, by reason of his or 
her specialty, to give an opinion on the proposed 
Surgery; 

b. is not a business associate of the Covered Person's 
Practitioner; and 

c. does not perform the Surgery if it is needed. 

[[ABC] gives second opinion forms to the Covered Per-
son. The Practitioner he or she chooses fills them out, and 
then returns them to [ABC].] 

[Carrier] covers charges for additional surgical opinions, 
including charges for related x-ray and tests. But what 
[Carrier] pays is based on all the terms of the Policy, except, 
these charges are not subject to the Cash Deductible or Co-
insurance. 

Pre-Hospital Review 

If the Proposed Surgery is to be done on an Inpatient 
basis, the Required Pre-Hospital Review section must be 
complied with. See the Required Pre-Hospital Review 
section for details. 
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Penalties for Non-Compliance 

As a penalty for non-compliance, [[Carrier] reduces what 
it pays for covered professional charges, for Surgery by 50%] 
if: 

a. the Covered Person does not request a pre-surgical 
review; or 

b. (ABC] is not given at least 24 hours to review and 
evaluate the proposed Surgery; or 

c. [ABC] requires additional surgical opinions and the 
Covered Person does not get those opinions before 
the Surgery is done; or 

d. [ABC] does not confirm the need for Surgery. 

Penalties cannot be used to meet the Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[ALTERNATE TREATMENT FEATURES 

Important Notice: No Covered Person is required, in any 
way, to accept an Alternate Treatment Plan recommended 
by [DEF]. 

Definitions 

"Alternate Treatment" means those services and supplies 
which meet both of the following tests: 

a. They are determined, in advance, by (DEF] to be 
Medically Necessary and Appropriate and cost ef-
fective in meeting the long term or intensive care 
needs of a Covered Person in connection with a 
Catastrophic Illness or Injury. 

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 follow-
ing: 

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 
,. 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 

DEPT. OF INSURANCE 

m. any other Illness or Injury determined by (DEF] or 
[Carrier] to be catastrophic. 

Alternate Treatment Plan 

[DEF] 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, [DEF] will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by [DEF] through discussion and agree-
ment with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. [Carrier]. 

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: 
• [DEF] 
• attending Practitioner 
• Covered Person 
• Covered Person's family, if any; and 

d. estimated. cost and savings. 

If [Carrier], [DEF], the attending Practitioner, and the 
Covered Person agree [in writing,] on an Alternate Treat-
ment Plan, the services and supplies required in connection 
with such Alternate 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. 

Exclusion 

Alternate Treatment does not include services and sup-
plies that [Carrier] determines to be Experimental or Inves-
tigational.] 

[CENTERS OF EXCELLENCE FEATURES 

Important Notice: No Covered Person is required, in any 
way, to receive medical care and treatment at a Center of 
Excellence. 
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Definitions 

"Center of Excellence" means a Provider that has entered 
into an agreement with [Carrier] 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 Utilization Review Features will not 
apply.]] 

EXCLUSIONS 

Payment will not be made for any charges incurred for or 
in connection with: 

Care or treatment by means of acupuncture except when 
used as a substitute for other forms of anesthesia. 

Care or treatment of alcohol abuse. 

Services for amhulance for transportation. 

Blood or blood plasma which is replaced by or for a 
Covered Person. 

Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to cosmetic surge1y, except as 
otherwise stated in the Policy, unless it is required as a 
result of an Illness or Injury sustained while covered under 
the Policy or to correct a functional defect resulting from a 
congenital abnormality or developmental anomaly; compli-
cations of cosmetic surgery; drugs prescribed for cosmetic 
purposes. 

Services related to custodial or domicilia,y care. 
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Dental care or treatment, including appliances. 

Charges made by a dialysis center for dialysis services. 

Durable Medical Equipment 

Services or supplies, the primary purpose of which is 
educational providing the Covered Person with any of the 
following: training in the activities of daily living; instruc-
tion in scholastic skills such as reading and writing; prepara-
tion for an occupation; or treatment for learning disabiii-
ties. 

Care or treatment in an emergency room unless the Cov-
ered Person is admitted within 24 hours. 

Experimental or lnvestigational treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 

a. exams to determine the need for ( or changes of) 
eyeglasses or lenses of any type; 

b. eyeglasses or lenses of any type except initial re-
placements for loss of the natural lens; or 

c. eye surgery such as radial keratotomy, when the 
primary purpose is to correct myopia (nearsighted-
ness), hyperopia (farsightedness) or astigmatism 
(blurring). 

Services or supplies provided by one of the following 
members of the Employee's family: spouse, child, parent, 
in-law, brother, sister or grandparent. 

Care and/or treatment to enhance fertility using artificial 
and surgical drugs and procedures, including, but not limited 
to, in vitro fertilization, in vivo fertilization or gamete-
intrafallopian-transfer (GIFT); surrogate motherhood. 

Services or supplies related to Hearing aids and hearing 
exams to detennine the need for hearing aids or the need to 
adjust them. 

Services or supplies related to Herbal medicine. 

Care or treatment by means of high dose chemotherapy. 

Services or supplies related to Hypnotism. 

Services or supplies because the Covered Person engaged, 
or tried to engage, in an illegal occupation or committed or 
tried to commit a felony. 

Illness or Injury, including a condition which is the result 
of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits 
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provided under workers' compensation, employer's liability, 
occupational disease or similar law. 

Local anesthesia charges billed separately if such charges 
are included in the fee for the Surgery. 

Care and treatment for Mental and Nervous Conditions 
and Substance Abuse. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Services and supplies related to Marriage, career or finan-
cial counseling, sex therapy or family therapy, nutritional coun-
seling and related services. 

Supplies related to Methadone maintenance. 

Any charge identified as a Non-Covered Charge or which 
are specifically limited or excluded elsewhere in the Policy 
and this [certificate], or which are not Medically Necessary 
and Appropriate. 

Non-prescription drugs or supplies, except insulin needles 
and syringes. 

Services provided by a licensed pastoral counselor in the 
course of his or the normal duties as a religious. 

Personal convenience or comfort items including, but not 
limited to, such items as TV's, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas, 
hot tubs. 

Podiatric care 

Practitioner visits, except as otherwise stated in the Policy. 

Prescription Drugs obtained while not confined in a Hospi-
tal on an Inpatient basis. 

Services or supplies that are not furnished by an eligible 
Provider. 

Services related to Private-Duty Nursing care, except as 
provided under the Home Health Care section of this 
[certificate]. 

Prosthetic Devices 

The amount of any charge which is greater than a Reason-
able and Customary Charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a Covered Person in any 
Facility for any period of time during which he or she was 
not physically present overnight in the Facility. 

DEPT. OF INSURANCE 

Except as stated in the Preventive Care section, Routine 
examinations or preventive care, including related x-rays and 
laboratory tests, except where a specific Illness or Injury is 
revealed or where a definite symptomatic condition is pres-
ent; pre-marital or similar examinations or tests not re-
quired to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofeedback, patient-
controlled analgesia on an Outpatient basis, related diagnos-
tic testing, self-care and self-help tq1ining. 

Services provided by a social worker, except as otherwise 
stated in the Policy. 

Services or supplies: 

a. eligible for payment under either Federal or state 
programs (except Medicaid). This provision ap-
plies whether or not the Covered Person asserts his 
or her rights to obtain this coverage or payment for 
these services; 

b. for which a charge is not usually made, such as a 
Practitioner treating a professional or business as-
sociate, or services at a public health fair; 

c. for which a Covered Person would not have been 
charged if he or she did not have health care 
coverage; 

ct. provided by or in a government Hospital unless the 
services are for treatment: 

• of a non-service Medical Emergency; or 
• by a Veterans' Administration Hospital of a non-

service related Illness or Injury. 

Smoking cessation aids of all kinds and the services of 
stop-smoking providers. 

Stand-by services required by a Provider. 

Sterilization reversal-services and supplies rendered for 
reversal of sterilization. 

Surgery, sex hormones, and related medical, psychological 
and psychiatric services to change a Covered Person's sex; 
services and supplies arising from complications of sex 
transformation. 

Telephone consultations. 

Therapeutic Manipulation. 

Transplants. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 
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Services or supplies received as a result of a war, declared 
or undeclared; police actions; services in the armed forces 
or units auxiliary thereto; or riots or insurrection. 

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 if 
such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS 
SECTIONS 

As used in this section, COBRA means the Consolidated 
Omnibus Budget Reconciliation Act of 1985 as enacted, and 
later amended. 

A Covered Person may be eligible to continue his or her 
group health benefits under this [certificate's] COBRA 
CONTINUATION RIGHTS (CCR) section and under oth-
er continuation sections of this [certificate] at the same 
time. 

Continuation Under CCR and NEW JERSEY GROUP 
CONTINUATION RIGHTS (NJGCR): If a Covered Per-
son is eligible to continue his or her group health benefits 
under both this [certificate's] CCR and NJGCR sections, he 
or she may elect to continue under CCR, but cannot 
continue under NJGCR. 

Continuation Under CCR and any other continuation 
section of this [certificate]: 

If a Covered Person elects to continue his or her group 
health benefits under both this [certificate's] CCR and any 
other continuation sections, the continuations: 

a. start at the same time; 
b. run concurrently; and 
c. end independently on their own terms. 

While covered under more than one continuation section, 
the Covered Person: 

a. will not be entitled to duplicate benefits; and 
b. will not be subject to the premium requirements of 

more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION 
RIGHTS 

The following COBRA CONTINUATION RIGHTS sec-
tion may not apply to Your Employer's Policy. You must 
contact Your Employer to find out if: 

a. Your Employer is subject to the COBRA CONTIN-
UATION RIGHTS section in which case; 

b. the section applies to You. 
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COBRA CONTINUATION RIGHTS 

Important Notice 

Under this section, "qualified continuee" means any per-
son who, on the day before any event which would qualify 
him or her for continuation under this section, is covered 
for group health benefits under the Policy as: 

a. an active, covered Employee; 
b. the spouse of an active, covered Employee; or 
c. the Dependent child of an active, covered Employ-

ee. Any person who becomes covered under the 
Policy during a continuation provided by this sec-
tion is not qualified continuee. 

If An Employee's Group Health Benefits Ends 

If Your group health benefits end due to Your termi-
nation of employment or reduction of work hours, You may 
elect to continue such benefits for up to 18 months, if: 

a. You were not terminated due to gross miscoriduct; 
and 

b. You are not entitled to Medicare. 

The continuation: 

a. may cover You and any other qualified continuee; 
and 

b. is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 

If a qualified continuee is determined to be disabled 
under Title II or Title XVI of the United States Social 
Security Act on the date his or her group health benefits 
would otherwise end due to Your termination of employ-
ment or reduction of work hours, You may elect to extend 
Your 18 month continuation period above for up to an extra 
11 months. 

To elect the extra 11 months of continuation, the quali-
fied continuee must give the Employer written proof of 
Social Security's determination of his or her disability before 
the earlier of: 

a. the end of the 18 month continuation period; and 
b. 60 days after the date the qualified continuee is 

determined to be disabled. 

If, during this extra 11 month continuation period, the 
qualified continuee is determined to be no longer disabled 
under the United States Social Security Act, he or she must 
notify the Employer within 30 days of such determination, 
and continuation will end, as explained in the When Contin-
uation Ends section. 

An additional 50% of the total premium charge also may 
be required from the qualified continuee by the Employn 
during this extra 11 month continuation period. 
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If An Employee Dies While Insured 

If You die while insured, any qualified continuee whose 
group health benefits would otherwise end may elect to 
continue such benefits. The continuation can last for up to 
36 months, subject to the When Continuation Ends section. 

If An Employee's Marriage Ends 

If Your marriage ends due to legal divorce or legal 
separation, any qualified continuee whose group health 
benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 

If A Dependent Loses Eligibility 

If a Dependent child's group health benefits end due to 
his or her loss of dependent eligibility as defined in the 
Policy, other than Your coverage ending, he or she may 
elect to continue such benefits. However, such Dependent 
child must be a qualified continuee. The continuation can 
last for up to 36 months, subject to When Continuation 
Ends. 

Concurrent Continuations 

If a Dependent elects to continue his or her group 
benefits due to Your termination of employment or reduc-
tion of work hours, the Dependent may elect to extend his 
or her 18 month continuation period to up to 36 months, if 
during the 18 month continuation period, either: 

a. the Dependent becomes eligible for 36 months of 
group benefits due to any of the reasons stated 
above; or 

b. You become entitled to Medicare. 

The 36 month continuation period starts on the date the 
18 month continuation period started, and the two continua-
tion periods will be deemed to have run concurrently. 

The Qualified Continuee's Responsibilities 

A person eligible for continuation under this section must 
notify the Employer, in writing, of: 

a. the legal divorce or legal separation of the Employ-
ee from his or her spouse; or 

b. the loss of dependent eligibility, as defined in the 
Policy, of an insured Dependent child. 

Such notice must be given to the Employer within 60 days 
of either of these events. 

The Employer's Responsibilities 

The Employer must notify the qualified continuee, in 
writing, of: 

DEPT. OF INSURANCE 

a. his right to continue the Policy's group health 
benefits; 

b. the monthly premium he or she must pay to contin-
ue such benefits; and 

c. the times and manner in which such monthly pay-
ments must be made. 

Such written notice must be given to the qualified conti-
nuee within 14 days of: 

a. the date a qualified continuee's group health bene-
fits would otherwise end due to Your death or 
Your termination of employment or reduction of 
work hours; or 

b. the date a qualified continuee notifies the Employ-
er, in writing, of Your legal divorce or legal separa-
tion from Your spouse, or the loss of dependent 
eligibility of an insured Dependent child. 

The Employer's Liability 

The Employer will be liable for the qualified continuee's 
continued group health benefits to the same extent as, and 
in place of [Carrier], if: 

a. The Employer fails to remit a qualified continuee's 
timely premium payment to [Carrier] on time, 
thereby causing the qualified continuee's continued 
group health benefits to end; or 

b. The Employer fails to notify the qualified continuee 
of his or her continuation rights, as described 
above. 

Election of Continuation 

To continue his or her group health benefits, the qualified 
continuee must give the Employer written notice that he or 
she elects to continue. This must be done within 60 days of 
the date a qualified continuee receives notice of his or her 
continuation rights from the Employer as described above. 
And the qualified continuee must pay the first month's 
premium in a timely manner. 

The subsequent premiums must be paid to the Employer, 
by the qualified continuee, in advance, at the times and in 
the manner specified by the Employer. No further notice 
of when premiums are due will be given. 

The monthly premium will be the total rate which would 
have been charged for the group health benefits had the 
qualified continuee stayed insured under the Policy on a 
regular basis. It includes any amount that would have been 
paid by the Employer. Except as explained in the Extra 
Continuation for Disabled Qualified Continuees section, an 
additional charge of two percent of the total premium 
charge may also be required by the Employer. 
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If the qualified continuee fails to give the Employer 
notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his 
or her continuation rights. 

Grace in Payment of Premiums 

A qualified continuee's premium payment is timely if, 
with respect to the first payment after the qualified conti-
nuee elects to continue, such payment is made no later than 
45 days after such election. In all other cases, such premi-
um payment is timely if it is made within 31 days of the 
specified date. 

When Continuation Ends 

A qualified continuee's continued group health benefits 
end on the first of the following: 

a. with respect to continuation upon Your termination 
of employment or reduction of work hours, the end 
of the 18 month period which starts on the date the 
group health benefits would otherwise end; 

b. with respect to a disabled qualified continuee who 
has elected an additional 11 months of continua-
tion, the earlier of: 

• the end of the 29 month period which starts on the 
date the group health benefits would otherwise 
end; or 

• the first day of the month which coincides with or 
next follows the date which is 30 days after the 
date on which a final determination is made that a 
disabled qualified continuee is no longer disabled 
under Title II or Title XVI of the United States 
Social Security Act; 

c. with respect to continuation upon Your death, 
Your legal divorce or legal separation, or the end of 
an insured Dependent's eligibility, the end of the 36 
month period which starts on the date the group 
health benefits would otherwise end; 

d. with respect to a Dependent whose continuation is 
extended due to Your entitlement to Medicare, the 
end of the 36 month period which starts on the 
date the group health benefits would otherwise 
end; 

e. the date the Policy ends; 
f. the end of the period for which the last premium 

payment is made; 
g. the date he or she becomes covered under any 

other group health plan which contains no limita-
tion or exclusion with respect to any Pre-Existing 
Condition of the qualified continuee; 

h. the date he or she becomes entitled to Medicare. 

A divorced spouse whose continued health benefits end as 
described above may elect to convert some of these benefits 
to an individual insurance policy. Read this [certificate's] 
Conversion Rights for Divorced Spouses section for details. 
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NEW JERSEY GROUP CONTINUATION RIGHTS 

If an Employee's Group Benefits End 

If Your health coverage ends due to termination of 
employment for a reason other than for cause, or reduction 
of work hours to below 25 hours per week, You may elect to 
continue such benefits for up to 12 months, subject to the 
When Continuation Ends section. At Your option, You 
may elect to continue health coverage for any of Your then 
insured Dependents whose coverage would otherwise end at 
this time. In order to continue health coverage for Your 
Dependents, You must elect to continue health coverage for 
Yourself. 

What the Employee Must Do 

To continue Your health coverage, You must send a 
written request to the Employer within 30 days of the date 
of termination of employment or reduction of work hours. 
You must also pay the first month's premium. The first 
premium payment must be made within 30 days of the date 
You elect continuation. 

You must pay the subsequent premiums to the Employer 
in advance, at the times and in the manner [Carrier] speci-
fies. 

The monthly premium will be the total rate which would 
have been charged for the small group benefits had You 
stayed insured under the Policy on a regular basis. It 
includes any amount that Your Employer would have paid, 
And an additional charge of 2% of the total premium may 
be charged for the continued coverage. 

If You fail to give the Employer notice that You elect to 
continue, or fail to make any premium payment in a timely 
manner, You waive Your continuation rights. All premium 
payments, except the first, will be considered timely if they 
are made within 31 days of the specified due dates. 

The Continued Coverage 

Your continued coverage will be identical to the coverage 
You had when covered under the Policy on a regular basis. 
Any modifications made under the Policy will apply to 
similarly situated continuees. [Carrier] does not ask for 
proof of insurability in order for You to continue. 

When Continuation Ends 

A Covered Person's continued health coverage ends on 
the first of the following: 

a. the date which is 12 months from the date the small 
group benefits would otherwise end; 

b. the date the Covered Person becomes eligible for 
Medicare; 

c. the end of the period for which the last premium 
payment is made; 
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d. the date the Covered Person becomes covered 
under another group health benefits plan which 
contains no limitation or exclusion with respect to 
any Pre-existing Condition of the Covered Person; 

e. with respect to a Covered Person who becomes 
covered under another group health benefits plan 
which contains a limitation or exclusion with re-
spect to a Pre-Existing Condition of the Covered 
Person, the date such limitation or exclusion ends; 

f. the date the Employer no longer provides any 
health benefit plans for any of the Employer's Em-
ployees or their eligible Dependents; or 

g. with respect to a Dependent, the date he or she is 
no longer an eligible Dependent as defined in the 
Policy. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CON-
TINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 

If You are Totally Disabled and Your group health 
benefits end because Your active employment or member-
ship in an eligible class ends due to that disability, You can 
elect to continue Your group health benefits. But You 
must have been insured by the Policy for at least three 
months immediately prior to the date Your group health 
benefits ends. The continuation can cover You, and at 
Your option, Your then insured Dependents. 

How And When To Continue Coverage 

To continue group health benefits, You must give Your 
Employer written notice that You elect to continue such 
benefits. And You must pay the first month's premium. 
This must be done within 31 days of the date Your coverage 
under the Policy would otherwise end. 

Subsequent premiums must be paid to the Employer 
monthly, in advance, at the times and in the manner speci-
fied by the Employer. The monthly premium You must pay 
will be the total rate charged for an active Full-Time 
Employee, insured under the Policy on a regular basis, on 
the date each payment is due. It includes any amount 
which would have been paid by the Employer. 

[Carrier] will consider Your failure to give notice or to 
pay any required premium as a waiver of Your continuation 
rights. 

If the Employer fails, after the timely receipt of Your 
payment, to pay [Carrier] on Your behalf, thereby causing 
Your coverage to end; then such Employer will be liable for 
Your benefits, to the same extent as, and in place of, 
[Carrier]. 

When This Continuation Ends 

DEPT. OF INSURANCE 

These continued group health benefits end on the first of 
the following: 

a. the end of the period for which the last payment is 
made, if You stop paying. 

b. the date the Covered Person becomes employed 
and eligible or covered for similar benefits by an-
other group plan, whether it be an insured or 
uninsured plan. 

c. the date the Policy ends or is amended to end for 
the class of Employees to which You belonged; or 

d. with respect to a Dependent, the date he or she 
stops being an eligible Dependent as defined in the 
Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS DURING A FAMILY LEAVE OF 
ABSENCE 

Important Notice 

This section may not apply to Your Employer's Policy. 
You must contact Your Employer to find out if: 

• Your Employer must allow for a leave of absence 
under Federal law in which case; 

• the section applies to You. 

If An Employee's Group Health Coverage Ends 

Group health coverage may end for You because You 
cease Full-Time work due to an approved leave of absence. 
Such leave of absence must have been granted to allow You 
to care for a sick family member or after the birth or 
adoption of a child. If so, Your group health benefits 
insurance will be continued. Dependents' insurance may 
also be continued. You will be required to pay the same 
share of premium as before the leave of absence. 

When Continuation Ends 

Insurance may continue until the earliest of: 

a. the date You return to Full-Time work; 
b. the end of a total leave period of 12 weeks in any 

12 month period; 
c. the date on which Your coverage would have ended 

had You not been on leave; or 
d. the end of the period for which the premium has 

been paid. 

A DEPENDENT'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS 

If You die, any of Your Dependents who were insured 
under the Policy may elect to continue coverage. Subject to 
the payment of the required premium, coverage may be 
continued until the earlier of: 

a. 180 days following the date of Your death; or 
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b. the date the Dependent is no longer eligible under 
the terms of the Policy. 

CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE ENDS 

If Your marriage ends by legal divorce or annulment, the 
group health benefits for Your former spouse ends. The 
former spouse may convert to an individual major medical 
policy during the conversion period. The former spouse 
may insure under his or her individual policy any of his or 
her Dependent children who were insured under the Policy 
on the date the group health benefits ends. See exceptions 
below. 

Exceptions 

No former spouse may use this conversion right: 

a. if he or she is eligible for Medicare; or 
b. if it would cause him or her to be overinsured. 

This may happen if the spouse is covered or eligible for 
coverage providing similar benefits provided by any other 
plan, insured or not insured. (Carrier] will determine if 
overinsurance exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the date 
group health benefits ends. The former spouse must apply 
for the individual policy in writing and pay the first premium 
for such policy during the conversion period. Evidence of 
insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the major medical 
benefits that [Carrier] is required to offer in the state where 
the Employer is located. 

The individual policy will take effect on the day after 
group health benefits under the Policy ends. 

After group health benefits under the Policy ends, the 
former spouse and any children covered under the individu-
al policy may still be paid benefits under the Policy. If so, 
benefits to be paid under the individual policy will be 
reduced by the amount paid under the Policy. 

EFFECT OF INTERACTION WITH A HEALTH MAINTE-
NANCE ORGANIZATION PLAN 

HEALTH MAINTENANCE ORGANIZATION 
("HMO") means a prepaid alternative health care delivery 
system. 

A Policyholder may offer its Employees HMO member-
ship in lieu of the group health benefits insurance provided 

11:2] 

by the Policy. If the Employer does. the follmving r;1" · 
sions apply. 

IF AN INSURED EMPLOYEE ELECTS HMO \!E:vi!~Eft 
SHIP 

Date Group Health Benefits Insurance Ends 

Insurance for You and Your Dependents wil'. u,d er.: ,,.,,; 
date You become an HMO member. 

Benefits After Group Health Benefits Insurance E11d,-

When You become an HMO member, the Ext, ,.ic:1 
Health Benefits section of this [certificate] will 1.::1 
You and Your Dependents. 

Exception: 

IF, on the date membership takes effect, the H~1C Wlt, 

not provide benefits due to: 

• an HMO waiting period 
• an HMO Pre-Existing Conditions limit, w 
• a confinement m a Hospital not affiliated 

HMO 

AND the HMO provides benefits for total dis?Uility '-
membership ends 

THEN group health benefits will be paid until the f'.;, 
the following occurs: 

• 90 days expire from the date membership tD',CS c'. , 
• the HMO's waiting period ends 
• the HMO's Pre-Existing Conditions limit c,c ,,;s, ,J 

• hospitalization ends. 

IF AN HMO MEMBER ELECTS GROUP HEALTH m~\'L 
FITS INSURANCE PROVIDED HY THE POLICY 

Date Transfer To Such Insurance Takes Effect 

Each Employee who is an HMO member may ,rn,i~!'c · 
such insurance by written request. If You elect to c1o so, 
any Dependents who are HMO members rnu 0 , ;\J'iO h; 
included in such request. The date such pers<r, ,Fe ic 
insured depends on when and why the transfer reqt;t:st is 
made. 

request made during an open enrollment period 

(Carrier] and the Policyholder will agree when ~hi, nt 
will be. If You request insurance during this '/L,'. 
and Your Dependents will be insured on the ch.:: ~:\ch 
period ends. 

request made because: • an HMO ends it~ opcr ;it;;v,, 
• Employee moves outsidi: 11,,c r i \Y 1 

service area 
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If You request insurance because membership ends for 
these reasons, the date You and Your Dependents are to be 
insured depends on the date the request is made, 

If it is made: 

• on or before the date membership ends, they will be 
insured on the date such membership ends 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
You and Your Dependents will be Late Enrollees. 

request made because an HMO becomes insolvent 

If You request insurance because membership ends for 
this reason, the date You and Your Dependents are to be 
insured depends on the date the request is made. 

If it is made: 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
You and Your Dependents will be Late Enrollees. 

request made at any other time 

You may request insurance at any time other than that 
described above. In this case, You and Your Dependents 
will be Late Enrollees. 

Other Provisions Affected By A Transfer 

If a person makes a transfer, the following provisions, if 
required by the Policy for such insurance, will not apply on 
the transfer date: 

• an Actively at Work requirement 
• non-confinement, or similar requirement 
• a waiting period, or 
• Pre-Existing Conditions provisions. 

Charges not covered 

Charges incurred before a person becomes insured will be 
considered Non-Covered Charges. 

Maximum benefit 

The total amount of benefits to be paid for each person 
will be the maximum benefit specified in the Policy, regard-
less of an interruption in such person's insurance under the 
Policy. 

Right to change premium rates 

[Carrier] has the right to change premium rates when, in 
its opinion, its liability under the Policy is changed by 
interaction with an HMO plan. 

DEPT. OF INSURANCE 

COORDINATION OF BENEFITS 

Purpose Of This Provision 

A Covered Person may be covered for health expense 
benefits by more than one plan. For instance, he or she 
may be covered by the Policy as an Employee and by 
another plan as a Dependent of his or her spouse. If he or 
she is, the provision allows [Carrier] to coordinate what 
[Carrier] pays with what another plan pays. [Carrier] does 
this so the Covered Person does not collect more in benefits 
than he or she incurs in charges. 

DEFINITIONS 

"Plan" means any of the following that provide health 
expense benefits or services: 

a. group or blanket insurance plans; 
b. group hospital or surgical plans, or other service or 

prepayment plans on a group basis; 
c. union welfare plans, Employer plan, Employee ben-

efits plans, trusteed labor and management plans, 
or other plans for members of a group; 

d. programs or coverages required by law; 
e. Medicare or other government programs which 

[Carrier] is allowed to coordinate with by law. 

"Plan" does not include: 

a. Medicaid or any other government program or 
coverage which [Carrier] is not allowed to coordi-
nate with by law; 

b. school accident type coverages written on either a 
blanket, group, or franchise basis; 

c. any group or group-type hospital indemnity bene-
fits; 

d. Supplemental Limited Benefits Insurance; nor 
e. any plan [Carrier] says [Carrier] supplements, as 

named in the Schedule. 

"This plan" means the part of [Carriers] group plan 
subject to this provision. 

"Member" means the person who receives a certificate or 
other proof of coverage from a plan that covers him or her 
for health expense benefits. 

"Dependent" means a person who is covered by a plan 
for health expense benefits, but not as a member. 

"Allowable expense" means any necessary, reasonable, 
and usual item of expense for health care incurred by a 
member or Dependent under either this plan or any other 
plan. When a plan provides service instead of cash pay-
ment, [Carrier] views the reasonable cash value of each 
service as an allowable expense and as a benefit paid. 
[Carrier] also views items of expense covered by another \ . ',) 
plan as an allowable expense, whether or not a claim is filed 
under that plan. 
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The amount of reduction in benefits resulting from a 
member's or Dependent's failure to comply with provisions 
of a primary plan is not considered an allowable expense if 
such reduction in benefits is less than or equal to the 
reduction that would have been made under the terms of 
this Plan if this Plan had been primary. Examples of such 
provisions are those related to second surgical opinions, 
precertification of admissions or services, and preferred 
provider arrangements. This does not apply where a pri-
mary plan is a health maintenance organization (HMO) and 
the member or Dependent elects to have health services 
provide outside the HMO. A primary plan is described 
below. 

"Claim determination period" means a Calendar Year in 
which a member or Dependent is covered by this plan and 
at least one other plan and incurs one or more allowable 
expense under such plans. 

How This Provision Works 

[Carrier] applies provision when a member or Dependent 
is covered by more than one plan. When this happens 
[Carrier] will consider each plan separately when coordinat-
ing payments. 

In order to apply this provision, one of the plans is called 
the primary plan. All other plans are called secondary 
plans. The primary plan pays first, ignoring all other plans. 

/ The secondary plans then pay the remaining unpaid allow-
able expenses, but no plan pays more than it would have 
without this provision. 

If a plan has no coordination prov1s1on, 1t 1s primary. 
But, during any claim determination period, when this plan 
and at least one other plan have coordination provisions, the 
rules that govern which plan pays first are as follows: 

a. A plan that covers a person as a member pays first; 
the plan that covers a person as a Dependent pays 
second. 

b. A plan that covers a person as an active Employee 
or as a Dependent of such Employee pays first. A 
plan that covers a person as a laid-off or retired 
Employee or as a Dependent of such Employee 
pays second. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then b. will 
not apply. 

c. Except for Dependent children of separated or 
divorced parents, the following governs which plan 
pays first when the person is a Dependent of a 
member: 

A plan that covers a Dependent of a member whose 
birthday falls earliest in the Calendar Year pays first. The 
plan that covers a Dependent of a member whose birthday 
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falls later in the Calendar Year pays second. The member's 
year of birth is ignored. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then c. will 
not apply and the other plan's coordination provision will 
determine the order of benefits. 

ct. For a Dependent child of separated or divorced 
parents, the following governs which plan pays first 
when the person is a Dependent of a member. 

• When a court order makes one parent financially 
responsible for the health care expenses of the 
Dependent child, then that parent's plan pays first. 

• If there is no such court order, then the plan of the 
natural parent with custody pays before the plan of 
the stepparent with custody; and 

• The plan of the stepparent with custody pays be-
fore the plan of the natural parent without custo-
dy. 

If rules a, b, c and d do not determine which plan pays 
first, the plan that has covered the person for the longer 
time pays first. 

If, when [Carrier] applies this prov1s1on, [Carrier] pays 
less than [Carrier] would otherwise pay, [Carrier] apply only 
that reduced amount against payment limits of this plan. 

[ Carrier's] Right To Certain Information 

In order to coordinate benefits, [Carrier] needs certain 
information. You must supply [Carrier] with as much of 
that information as You can. But if You cannot give 
[Carrier] all the information [Carrier] needs, [Carrier] has 
the right to get this information from any source. And if 
another insurer needs information to apply its coordination 
provision, [Carrier] has the right to give that insurer such 
information. If [Carrier] gives or gets information under 
this section [Carrier] cannot be held liable for such action. 

When payment that should have been made by this plan 
has been made by another plan, [Carrier] has the right to 
repay that plan. If [Carrier] does so, [Carrier] is no longer 
liable for that amount. And if [Carrier] pays out more than 
[Carrier] should have, [Carrier] has the right to recover the 
excess payment. 

Small Claims Waiver 

[Carrier] does not coordinate payments on claims of less 
than $50.00. But if, during any claim determination period, 
more allowable expenses are incurred that raise the claim 
above $50.00 [Carrier] will count the entire amount of the 
claim when [Carrier] coordinates. 

BENEFITS FOR AUTOMOBILE RELATED INJURIES 

21-239 Supp. 10-16-95 
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This section will be used to determine a person's benefits 
under the Policy when expenses are incurred as a result of 
an aulomobile related injury, 

'Automobile Related Injury" means bodily Injury sus-
tained by a Covered Person as a result of an accident: 

a. while occupying, entering, leaving or using an auto-
mobile; or 

b. as a pedestrian; 

uused by an automobile or by an object propelled by or 
frcm an automobile. 

"Allowable Expense" means a medically necessary, rea-
sonable and customa1y item of expense covered at least in 

as an eligible expense by: 

U, the Policy; 
b. PIP; or 
c. OSAIC 

"Elig,ihle Expense" means that portion of expense in-
curred fo:: treatment of an Injury which is covered under the 

without application of Cash Deductibles and Co-
Payments, if any or Co--lnsurance. 

·'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 

or jurisdiction. 

"PIP" means personal injury protection coverage provid-
as part of an automobile insurance policy issued in New 

PIP refers specifically to provisions for medical 
expense coverage. 

D<'ct::,mination of primary or secondary coverage 

The Policy provides secondary coverage to PIP unless 
health coverage has been elected as primary coverage by or 
for the Covered Person under the Policy. 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 poli-
cy. The Policy may be primary for one Covered Person, but 

for another if the person has separate automobile 
pD!icics and have made different selections regarding prima-
cy of health coverage. 

Tri.e Policy is secondary to OSAIC, unless the OSAIC 
contains provisions which make it secondary or excess to the 
polkyholder's plan. In that case the Policy will be primary. 

If there is a dispute as to which policy is primary, the 
Policy will pay benefits as if it were primary. 

DEPT. OF INSURANCE 

Benefits the Policy will pay if it is primary to PIP or 
OSAIC. 

If the Policy is primary to PIP or OSAIC it will pay "-..J 
benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OF BENEFITS sec-
tion of the Policy will apply if: 

• the covered Person is insured under more than one 
insurance plan; and 

• such insurance plans are primary to automobile in-
surance coverage. 

Benefits the Policy will pay if it is secondary to PIP or 
OSAIC. 

If the Policy 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 Co-Payments, or 

b. the benefits that would have been paid if the Policy 
had been primary. 

Medicare 

If the Policy supplements coverage under Medicare it can 
be primary to automobile insurance only to the extent that '-..__ ___ j 
Medicare is primary to automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

Important Notice 

The following sections regarding Medicare may not apply 
to Your Employer's Policy. You must contact Your Em-
ployer to find out if Your Employer is subject to Medicare 
as Secondary Payor rules. 

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

If Your Employer is NOT subject to such rules, this 
Medicare as Secondary Payor section does not apply to You, 
in which case, Medicare will be the primary health plan and 
the Policy will be the secondary health plan for Covered 
Persons who are eligible for Medicare. 

The following provisions explain how the Policy's group 
health benefits interact with the benefits available under 
Medicare as Secondary Payor rules. A Covered Person 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: 

Supp. 10-16-95 21-240 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

a. "Medicare" when used above, means Part A and B 
of the health care program for the aged and dis-
abled provided by Title XVII of the United States 
Social Security Act, as amended from time to time. 

b. A Covered Person 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 Covered Person 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 Cov-
ered Person's Covered Charge first, ignoring what 
the Covered Person's "secondary" plan pays. A 
"secondary" health plan then pays the remaining 
unpaid allowable expenses. See the Coordination 
of Benefits section for a definition of "allowable 
expense". 

[d. "We" means Carrier] 

MEDICARE ELIGIBILITY BY REASON OF AGE 

Applicability 

This section applies to You or Your insured spouse who 
is eligible for Medicare by reason of age. 

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

This section does not apply to: 

a. a Covered Person, other than an Employee or 
insured spouse 

b. an Employee or insured spouse who is under age 
65, or 

c. a Covered Person who is eligible for Medicare 
solely on the basis of End Stage Renal Disease. 

When An Employee or Insured Spouse Becomes Eligible 
For Medicare 

When an Employee or insured 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 the Policy 
as his or her primary health plan. If he or she does, 
Medicare will be his or her secondary health plan. See the 
When the Policy is Primary section below, for details. 

Option (B)-The Medicare eligible may choose Medicare 
as his or her primary health plan. If he or she does, group 
health benefits under the Policy 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, 
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[Carrier] will pay benefits as if he or she had chosen Option 
(A). 

When the Policy is primary 

When a Medicare eligible chooses the Policy as his or her 
primary health plan, if he or she incurs a Covered Charge 
for which benefits are payable under both the Policy and 
Medicare, the Policy is considered primary. The Policy pays 
first, ignoring Medicare. Medicare is considered the sec-
ondary 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 the Policy. Coverage under the Policy 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 the Policy as his or her primary health plan. 

MEDICARE ELIGIBILITY BY REASON OF DISABILITY 

Applicability 

This section applies to a Covered Person who is: 

a. under age 65; 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; or 

b. a Covered Person who is eligible for Medicare 
solely on the basis of End Stage Renal Disease. 

When a Covered Person Becomes Eligible For Medicare 

When a Covered Person becomes eligible for Medicare by 
reason of disability, Medicare is the primary plan. The 
Policy 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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE 
RENAL DISEASE 

Applicability 
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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 of ESRD, for a period of up to 18 
consecutive months, if he or she incurs a charge for the 
treatment of ESRD for which benefits are payable under 
both the Policy and Medicare, the Policy is considered 
primary. The Policy pays first, ignoring Medicare. Medi-
care is considered the secondary plan. 

This 18 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 18 month period described above ends, if an 
ESRD Medicare eligible incurs a charge for which benefits 
are payable under both the Policy and Medicare, Medicare 
is the primary plan. The 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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

RIGHT TO RECOVERY-THIRD PARTY LIABILITY 

As used in this section: 

"Covered Person" means an Employee or Dependent, 
including the legal representative of a minor or incompe-
tent, insured by the Policy. 

"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 [Carrier], the 
Employer or the Covered Person. 

If a Covered Person makes a claim to [Carrier] for 
benefits under the Policy prior to receiving payment from a 
third party or its insurer, the Covered Person must agree, in 
writing, to repay [Carrier] from any amount of money they 
receive. from the third party, or its insurer for an Illness or 
Injury. 

DEPT. OF INSURANCE 

[Carrier] shall require the return of health benefits paid 
for an Illness or 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. 

[Carrier] will only require such payment when the 
amounts received through such settlement, judgment or 
otherwise, are specifically identified as amounts paid for 
health benefits for which [Carrier] has paid benefits. 

The repayment will be equal to the amount of benefits 
paid by [Carrier]. However, the Covered Person may deduct 
the reasonable pro-rata expenses, incurred in effecting the 
third party payment from the repayment to [Carrier]. 

The repayment agreement will be binding upon the Cov-
ered 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. 

[Carrier] will not pay any benefits under the Policy 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 Injury, resulting from the 
negligence, intentional act, or no-fault tort liability of a third 
party. 

STATEMENT OF ERISA RIGHTS 

As a participant, an Employee is entitled to certain rights 
and protection under the Employee Retirement Income 
Security Act of 1974 (ERISA). ERISA provides that all 
plan participants shall be entitled to: 

a. Examine, with charge, all plan documents, including 
insurance contracts, collective bargaining agree-
ments and copies of all documents filed by the plan 
with the U.S. Department of Labor, such as de-
tailed annual reports and plan descriptions. The 
document may be examined at the Plan Adminis-
trator's office and at other specified locations such 
as worksites and union halls. 

b. Obtain copies of all plan documents and other plan 
information upon written request to the Plan Ad-
ministrator, who may make a reasonable charge for 
the copies. 

c. Receive a summary of the plan's annual financial 
report from the Plan Administrator (if such a re-
port is required). 
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In addition to creating rights for plan participants, ERISA 
imposes duties upon the people called "Fiduciaries", who 
are responsible for the operation of the Employee benefits 
plan. They have a duty to operate the plan prudently and 
in the interest of plan participants and beneficiaries. An 
Employer may not fire the Employee or otherwise discrimi-
nate against him or her in any way to prevent him or her 
from obtaining a welfare benefit or exercising his or her 
rights under ERISA. If an Employees' claim for welfare 
benefits is denied in whole or in part, he or she must receive 
a written explanation of the reason for the denial. The 
Employee has the right to have his or her claim reviewed 
and reconsidered. 

Under ERISA, there are steps an Employee can take to 
enforce the above rights. For instance, the Employee may 
file suit in a Federal court if he or she requests materials 
from the plan and does not receive them within 30 days. 
The court may require the Plan Administrator to provide 
the materials and pay the Employee, up to $100.00 a day 
until he or she receives them ( unless the materials were not 
sent because of reasons beyond the administrator's control). 
If his or her claim for benefit is denied in whole or in part, 
or ignored, he or she may file suit in a state or federal court. 
If plan fiduciaries misuse the plan's money, or discriminate 
against him or her for asserting his or her rights, he or she 
may seek assistance from the U.S. Department of Labor, or 
file suit in a Federal court. If he or she is successful, the 
court may order the person the Employee has sued to pay 
court costs and legal fees. If he or she loses, the court may 
order him or her to pay, for example, if it finds his or her 
claim is frivolous. If the Employee has any question about 
his or her plan, he or she should contact the Plan Adminis-
trator. If he or she has any questions about this statement 
or about his or her rights under ERISA he or she should 
contact the nearest Area Office of the U.S. Labor-Manage-
ment Services Administration, Department of Labor. 

CLAIMS PROCEDURE 

Claim forms and instructions for filing claims may be 
obtained from the Plan Administrator. Completed claim 
forms and any other required material should be returned to 
the Plan Administrator for submission to [Carrier]. 

[Carrier] is the Claims Fiduciary with discretionary au-
thority to determine eligibility for benefits and to construe 
the terms of the plan with respect to claims. 

In addition to the basic claim procedure explained in the 
Employee's certificate, [Carrier] will also observe the proce-
dures listed below. All notifications from [Carrier] will be 
in writing. 

a. If a claim is wholly or partially denied, the claimant 
will be notified of the decision within 45 days after 
[Carrier] received the claim. 

b. If special circumstances require an extension of 
time for processing the claim, written notice of the 
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extension shall be furnished to the claimant prior to 
the termination of the initial 90-day period. In no 
event shall such extension exceed a period of 90 
days from the end of such initial period. The 
extension notice shall indicate the special circum-
stances requiring an extension of time and the date 
by which [Carrier] expects to render the final deci-
sion. 

c. If a claim is denied, [Carrier] will provide the Plan 
Administrator, for delivery to the claimant, a notice 
that will set forth: 

• the specific reason(s) the claim is denied; 
• specific references to the pertinent plan provision 

on which the denial is based; 
• a description of any additional material or infor-

mation needed to make the claim valid, and an 
explanation of why the material or information is 
needed; 

• and explanation of the plan's claim review proce-
dure. 

A claimant must file a request for review of a denied 
claim within 60 days after receipt of written notification of 
denial of a claim. 

d. [Carrier] will notify the claimant of its decision 
within 60 days of receipt of the request for review. 
If special circumstances require an extension of 
time for processing, [Carrier] will render a decision 
as soon as possible, but no later than 120 days after 
receiving the request. [Carrier] will notify the 
claimant about the extension. 

The above procedures are required under the provisions 
of ERISA. 

New Rule, R. I 994 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). 

EXHIBIT W 

[Carrier] PLANS B, C, D, E 

SMALL GROUP HEALTH BENEFITS [CERTIFICATE] 

[[Carrier] certifies that the Employee named [below] is 
entitled to the benefits described in this [certificate], as of 
the effective date shown [below], subject to the eligibility 
and effective date requirements of the Policy. 

This [certificate] replaces any and all [certificates] previ-
ously issued to the Employee under any group policies 
issued by [Carrier] providing the types of benefits described 
in this [certificate]. 

The Policy is a contract between [Carrier] and the Policy-
holder. This [certificate] is a summary of the Policy provi-
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sions that affect Your insurance. All benefits and exclu-
sions are subject to the terms of the Policy. 

POLICYHOLDER: 

GROUP POLICY NUMBER: 

EMPLOYEE: 

CERTIFICATE NUMBER: 

EFFECTIVE DATE: 

CALENDAR YEAR CASH 
DEDUCTIBLE 
PER COVERED PERSON: 
PER COVERED FAMILY: 

COINSURANCE: 
COINSURANCE CAPS 

PER COVERED PERSON: 
PER COVERED FAMILY: 

[Secretary 

[Dividends are apportioned 
each year.] 
CERTIFICATE INDEX 
SECTION 

[ABC Company] 

[G-12345] 

[JOHN DOE] 

[C-1234567] 

01--01-94 

$250 
$500 

20% 

$2,000 
$4,000] 

President] 
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SCHEDULE OF INSURANCE [PLAN BJ 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 
SCHEDULE OF INSURANCE [PLAN BJ 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 

Per Covered Person 
Per Covered Family 

[$250, $500, or $1,000] 
[$500, $1,000 or $2,000] Note: 
Must be individually satisfied 
by 2 separate Covered Persons 

Medicare Alternate Deductible 
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For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would "-j 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day 
-maximum Co-Payment per Period of Con-

finement 
-maximum Co-Payment per Covered Person 

per Calendar Year 
Emergency Room Co-Payment, (waived if ad-
mitted within 24 hours) 

Co-Insurance 

$200 

$1,000 

$2,000 

$50 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. The Policy's Co-Insurance, as 
shown below, does not include penalties incurred under the 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for the 
Policy is as follows: 

Co-Insurance Caps 
Per Covered Person per each 
Calendar Year 
Per Covered Family per each 
Calendar Year 

40% 

$3,000 

$6,000, Note: Must be individ-
ually satisfied by 2 separate 
Covered Persons 

Note: The Co-Insurance Caps cannot be met with: 
• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Ner-

vous Conditions and Substance Abuse 
• Co-Payments. 

SCHEDULE OF INSURANCE [PLAN CJ 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person [$250, $500, or $1,000] 
Per Covered Family [$500, $1,000 or $2,000] Note: 

Must be individually satisfied 
by 2 separate Covered Persons 

Medicare Alternate Deductible 
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For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the-basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, (waived if admitted 
within 24 hours) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. The Policy's Co-Insurance, as 
shown below, does not include penalties incurred under the 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

Co-Insurance Caps 
Per Covered Person per each 
Calendar Year 
Per Covered Family per each 
Calendar Year 

$2,500 

$5,000, Note: Must be individ-
ually satisfied by 2 separate 
Covered Persons 

Note: The Co-Insurance Caps cannot be met with: 
• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Ner-

vous Conditions and Substance Abuse 
• Co-Payments. 

SCHEDULE OF INSURANCE [PLAN D] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person [$250, $500, or $1,000] 
Per Covered Family [$500, $1,000 or $2,000] Note: 

· Must be individually satisfied 
by 2 separate Covered Persons 

Medicare Alternate Deductible 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

11:21 App. 

Emergency Room Co-Payment, (waived if admitted 
within 24 hours) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. The Policy's Co-Insurance, as 
shown below, does not include penalties incurred under the 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for the 
Policy is as follows: 20%, except as stated below 

Exception: for Mental and 
Nervous and Substance Abuse 
charges 25% 

Co-Insurance Caps 
Per Covered Person per each 
Calendar Year $2,000 
Per Covered Family per each 
Calendar Year $4,000, Note: Must be individ-

ually satisfied by 2 separate 

Note: 
Covered Persons 

The Co-Insurance Caps cannot be met with: 
• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Ner-

vous Conditions and Substance Abuse 
• Co-Payments 

SCHEDULE OF INSURANCE [PLANE] 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person $150 
Per Covered Family $300, Note: Must be individual-

ly satisfied by 2 separate Cov-
ered Persons 

Medicare Alternate Deductible 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, 
(waived if admitted within 24 
hours) $50 
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Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Co-Insurance 
Cap has been reached. The Policy's Co-Insurance, as 
shown below, does not include penalties incurred under the 
Policy's Utilization Review provisions, or any other Non-
Covered Charge. 

The Co-Insurance for the 
Policy is as follows: 10%, except as stated below 
Exception: for Mental and 
Nervous and Substance Abuse 
charges 
Co-Insurance Caps 
Per Covered Person per each 
Calendar Year 

25% 

$1,500 
Per Covered Family per each 
Calendar Year $3,000, Note: Must be individ-

ually satisfied by 2 separate 
Covered Persons 

Note: The Co-Insurance Caps cannot be met with: 
• Non-Covered Charges 
• Cash Deductibles 
• Co-Insurance for the treatment of Mental and Ner-

vous Conditions and Substance Abuse 
• Co-Payments 

SCHEDULE OF INSURANCE EXAMPLE PPO 
(without Co-Payment) 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Calendar Year Cash Deductible 
Per Covered Person [$250, $500, or $1,000] 
Per Covered Family [$500, $1,000 or $2,000] Note: 

Must be individually satisfied by 
2 separate Covered Persons 

Medicare Alternate Deductible 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 

After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Hospital Confinement Co-Payment 
-per day 
-maximum Co-Payment per Period of Con-

finement 
-maximum Co-Payment per Covered Per-

son per Calendar Year 

Emergency Room Co-Payment, (waived if ad-
mitted within 24 hours) 

$200 

$1,000 

$2,000 

$50 

DEPT. OF INSURANCE 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under the Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for this Policy is as follows: 

• if treatment, services or supplies are given 
by a Network Provider 20% 

• if treatment, services or supplies are given 
by an Out-Network Provider 40% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar 
Year before no Co-Insurance is required, except as stated 
below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse treatment are not subject to or eligible 
for the Coinsured Charge Limit. 

Coinsured Charge Limit: 

SCHEDULE OF INSURANCE 

$10,000 

EXAMPLE PPO 
(with Co-Payment) 

EMPLOYEE AND DEPENDENT HEALTH BENEFITS 

Co-Payment-If treatment, ser-
vices or supplies are given by a 
Network Provider: 
• Physician Visits 
• Emergency Room (waived if 

admitted within 24 hours) 
• Hospital Confinement 

Calendar Year Cash Deductible 

$10 

$50 
$100 per day, up to $500 per 
confinement, $1,000 per Cal-
endar Year 

-If treatment, services or supplies are given by an Out-
Network Provider 
Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

[$250, $500, or $1,000] 
[$500, $1,000 or $2,000] 
Note: Must be individually 
satisfied by 2 separate Cov-
ered Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 
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After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, (waived if admit- $50 
ted within 24 hours) (Out-Network Provider) 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under the Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for the Policy is as follows: 

• if treatment, services or supplies are given by a 
Network Provider None 

• if treatment, services or supplies are given by 
an Out-Network Provider 30% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar 
Year before no Co-Insurance is required, except as stated 
below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse treatment are not subject to or eligible 
for the Coinsured Charge Limit. 

Coinsured Charge Limit: $10,000 
SCHEDULE OF INSURANCE EXAMPLE POS 
EMPLOYEE AND DEPENDENT HEALTH BENEFITS 
Co-Payment-If treatment, ser-

vices or supplies are given or 
referred by a PCP: 

•Physician Visits 
•Emergency Room (waived if 

admitted within 24 hours) 
•Hospital Confinement 

Calendar Year Cash Deductible 
-If treatment, services or sup-

plies are given by a Non-re-
ferred Provider 

Per Covered Person 
Per Covered Family 

Medicare Alternate Deductible 

$10 

$50 
$100 per day, up to $500 per 
confinement, $1,000 per Cal-
endar Year 

[$250, $500, or $1,000] 
($500, $1,000 or $2,000] 
Note: Must be individually 
satisfied by 2 separate Cov-
ered Persons 

For a Covered Person who is eligible for Medicare by 
reason of a disability, but is not insured by both Parts A and 
B, the Medicare Alternate Deductible is equal to the Cash 
Deductible plus what Parts A and B of Medicare would 
have paid had the Covered Person been so insured. 
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After the 18 month period described in Medicare as 
Secondary Payor, ends with respect to a Covered Person 
who is eligible for Medicare solely on the basis of End Stage 
Renal Disease, but is not insured by both Parts A and B, the 
Medicare Alternate Deductible is equal to the Cash Deduct-
ible plus what Parts A and B of Medicare would have paid 
had the Covered Person been so insured. 

Emergency Room Co-Payment, (waived if admit-
ted within 24 hours) (Out-Network Provider) $50 

Co-Insurance 

Co-Insurance is the percentage of a Covered Charge that 
must be paid by a Covered Person. However, [Carrier] will 
waive the Co-Insurance requirement once the Coinsured 
Charge Limit has been reached. This Policy's Co-Insur-
ance, as shown below, does not include penalties incurred 
under the Policy's Utilization Review provisions, or any 
other Non-Covered Charge. 

The Co-Insurance for the Policy is as follows: 

• if treatment, services or supplies are given by 
the PCP 

• if treatment, services or supplies are given or 
referred by a non-referred Provider 

Exception: for Mental and Nervous and Sub-
stance Abuse charges 
• if treatment, services or supplies are given or 
referred by the PCP 
• if treatment, services or supplies are given by a 
non-referred Provider 

None, ex-
cept as 
stated be-
low 

20%, ex-
cept as 
stated be-
low 

5% 

25% 

The Coinsured Charge Limit means the amount of Cov-
ered Charges a Covered Person must incur each Calendar 
Year before no Co-Insurance is required, except as stated 
below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse treatment are not subject to or eligible 
for the Coinsured Charge Limit. 

Coinsured Charge Limit: 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

$10,000 

[PLAN B] 

For semi-private room and board accommodations, (Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable Illness, (Carrier] will cover charges 
up to the Hospital's actual private room charge. 

21-247 Supp. 10-16-95 
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For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended CarJ Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 
b. 50% of the covered daily room and board charge 

made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 

• Durable Medical Equipment 
• Extended Care and Rehabilitation 
• Home Health Care 
• Hospice Care 
• Infusion Therapy 
• Prosthetic Devices 
• Autologous Bone Marrow Transplant and Associated 

High Dose Chemotherapy for treatment of breast 
cancer 

Charges which are not Pre-Approved by [Carrier] are 
Non-Covered Charges. 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 

Charges for Inpatient confinement in an Extend-
ed Care or Rehabilitation Center, per Calendar 
Year (Combined benefits) 
Charges for therapeutic manipulation per Calen-
dar Year 
Charges for speech and cognitive therapy per 
Calendar Year (combined benefits) 
Charges for physical or occupational therapy per 
Calendar Year (combined benefits) 
Charges for Preventive Care per Calendar Year 
as follows: 
(Not subject to Cash Deductible or Co-Insur-
ance) 
• for a Covered person who is a Dependent child 
from birth until the end of the Calendar Year in 
which the Dependent child attains age 1 

• for all other Covered Persons 

Charges for all treatment for Mental and Ner-
vous Conditions and Substance Abuse, per Calen-

120 days 

30 visits 

30 visits 

30 visits 

$500 per 
Covered 
Person 
$300 per 
Covered 
Person 

dar Year $5,000 
Charges for all treatment for Mental and Ner-
vous Conditions and Substance Abuse, per Life-
time ~5~00 
Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries $1,000,000 

DEPT. OF INSURANCE 

[PLANS C, D, E] 

Daily Room and Board Limits 

• During a Period of Hospital Confinement 

For semi-private room and board accommodations, [Car-
rier] will cover charges up to the Hospital's actual daily 
semi-private room and board rate. 

For private room and board accommodations, [Carrier] 
will cover charges up to the Hospital's average daily semi-
private room and board rate, or if the Hospital does not 
have semi-private accommodations, 80% of its lowest daily 
room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Per-
son has a communicable Illness, [Carrier] will cover charges 
up to the Hospital's actual private room charge. 

For Special Care Units, [Carrier] will cover charges up to 
the Hospital's actual daily room and board charge. 

• During a Confinement In An Extended Care Center Or 
Rehabilitation Center 

[Carrier] will cover the lesser of: 

a. the center's actual daily room and board charge; or 

b. 50% of the covered daily room and board charge \___J 
made by the Hospital during the Covered Person's 
preceding Hospital confinement, for semi-private 
accommodations. 

Pre-Approval is required for charges incurred in connec-
tion with: 1 

• Durable Medical Equipment 

• Extended Care and Rehabilitation 

• Home Health Care 

• Hospice Care 

• Infusion Therapy 

• Prosthetic Devices 

• Autologous Bone Marrow Transplant and Associated 
High Dose Chemotherapy for treatment of breast 
cancer 

Charges which are not Pre-Approved by [Carrier] are 
Non-Covered Charges. 

Payment Limits: For Illness or Injury, [Carrier] will pay 
up to the payment limit shown below: 
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Charges for Inpatient confinement in an Extend-
ed Care or Rehabilitation Center, per Calendar 
Year (Combined benefits) 120 days 
Charges for therapeutic manipulation per Calen-
dar Year 30 visits 
Charges for speech and cognitive therapy per 
Calendar Year ( combined benefits) 30 visits 
Charges for physical or occupational therapy per 
Calendar Year ( combined benefits) 30 visits 
Charges for Preventive Care per Calendar Year 
as follows: 
(Not subject to Cash Deductible or Co-Insur-
ance) 
• for a Covered Person who is a Dependent child 
from birth until the end of the Calendar Year in 
which the Depe1,1dent child attains age 1 $500 per 

Covered 
Person 

• for all other Covered Persons $300 per 
Covered 
Person 

Charges for all treatment for Mental and Ner-
vous Conditions and Substance Abuse, per Calen-
dar Year $5,000 
Charges for all treatment for Mental and Ner-
vous Conditions and Substance Abuse, per Life-
time $25,000 
Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries) Unlimited 

GENERAL PROVISIONS 

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 2 years from the Effective Date. 

No statement in any application, except a fraudulent 
statement, made by the Policyholder or by a person insured 
under the Policy shall be used in contesting the validity of 
his or her insurance or in denying a claim for a loss incurred 
after such insurance 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 state-
ments. 

[PAYMENT OF PREMIUMS-GRACE PERIOD 

Premiums are to be paid by the Policyholder to [Carrier]. 
Each may be paid at a [Carrier's] office [or to one of its 
authorized agents.] One is due on each premium due date 
stated on the first page of the Policy. The Policyholder may 
pay each premium other than the first within 31 days of the 
premium due date without being charged interest. Those 
days are known as the grace period. The Policyholder is 
liable to pay premiums to [Carrier] for the time the Policy is 
in force. Premiums unpaid after the end of the grace 
period are subject to a late payment interest charge deter-
mined as a percentage of the amount unpaid. That per-
centage will be determined by [Carrier] from time to time, 
but will not be more than the maximum allowed by law.] 

11:21 App. 

MISSTATEMENTS 

If the age of an Employee, or any other relevant facts, are 
found to have been misstated, and the premiums are there-
by affected, an equitable adjustment of premiums will be 
made. If such misstatement involves whether or not the 
person's coverage would have been accepted by [Carrier], 
subject to the Policy's Incontestability section, the true facts 
will be used in determining whether coverage is in force 
under the terms of the Policy. 

[DIVIDENDS 

[Carrier] will determine the share, if any, of its divisible 
surplus allocable to the Policy as of each Policy Anniversary, 
if the Policy stays in force by the payment of all premiums 
to that date. The share will be credited to the 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 the Policy and any other 
policy(ies) of the Policyholder exceed the aggregate pay-
ments towards their cost made from the Employer's own 
funds, the Policyholder will see that an amount equal to the 
excess is applied for the benefit of Covered Persons.] 

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 the Policy. 

CONFORMITY WITH LAW 

Any provision of the Policy which, on its Effective Date, is 
in conflict with the statutes of the state in which the 
Covered Person resides, or with Federal law, is hereby 
amended to conform to 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 the 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. 
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WORKERS' COMPENSATION 

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

CLAIMS PROVISIONS 

A claimant's right to make a claim for any benefits 
provided by the 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. 

If the form is not received within such time, the claimant 
may provide 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 of loss must be sent to [Carrier] within 90 days of 
the loss. 

If a 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. 

DEPT. OF INSURANCE 

When an Employee files proof of loss, he or she may 
direct [Carrier], in writing, to pay health care benefits to the 
recognized provider of health care who provided the cov-
ered service for which benefits became payable. [[Carrier] 
may honor such direction at [Carrier's] option.) [For cov-
ered services from an eligible Facility or Practitioner, [Carri-
er] 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 the 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. 

LIMITATIONS OF ACTIONS 

A Covered Person cannot bring a legal action against the 
Policy until 60 days from the date he or she files proof of 
loss. And he or she cannot bring legal action against the 
Policy after three years from the date he or she files proof 
of loss. 

DEFINITIONS 

The words shown below have special meanings when used 
in the Policy and this [certificate]. Please read these defini-
tions carefully. [Throughout this [certificate], these defined · 
terms appear with their initial letter capitalized.] 

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 Employer's place of business, or 
at any other place that the Employer's business requires 
You to go. 

Alcohol Abuse means abuse of or addiction to alcohol. 

Ambulance means a certified transportation vehicle for 
transporting Ill or Injured people that contains all life-saving 
equipment and staff as required by state and local law. 

Ambulatory Surgical Center means a Facility mainly en-
gaged in performing 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 emergency care. 

[Carrier] will recognize it if it carries out its stated purpose 
under all relevant state and local laws, and it is either: 
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a. accredited for its stated purpose by either the Joint 
Commission or the Accreditation Association for 
Ambulatory Care; or 

· ... / b. approved for its stated purpose by Medicare. 

[Carrier] does not recognize a Facility as an Ambulatory 
Surgical Center if it is part of a Hospital. 

Birthing Center means a Facility which mainly provides care 
and treatment for women during uncomplicated pregnancy, 
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 emergency care; 
and 

c. have written back-up arrangements with a local 
Hospital for emergency care. 

[Carrier] 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. 

[Carrier] does not recognize a Facility as a Birthing 
Center if it is part of a Hospital. 

Board means the Board of Directors of the New Jersey 
Small Employer Health Program. 

Calendar Year means each successive 12 month period 
which starts on January 1 and ends on December 31. 

Cash Deductible means the amount of Covered Charges 
that a Covered Person must pay before the Policy pays any 
benefits for such charges. Cash Deductible does not in-
clude Co-Insurance, Co-Payments and Non-Covered 
Charges. See the The Cash Deductible section of this 
[certificate] for details. 

Co-Insurance means the percentage of a Covered Charge 
that must be paid by a Covered Person. Co-Insurance does 
not include Cash Deductibles, Co-Payments or Non-Cov-
ered Charges. 

Co-Payment means a specified dollar amount a Covered 
Person must pay for specified Covered Charges. 

Covered Charges are Reasonable and Customary charges 
for the types of services and supplies described in the 
Covered Charges and Covered Charges with Special Limita-
tions section of the Policy. The services and supplies must 
be: 

a. furnished or ordered by a recognized health care 
Provider; and 
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b. Medically Necessary and Appropriate to diagnose 
or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or 
supply is furnished. Subject to all of the terms of the 
Policy, [Carrier] pays benefits for Covered Charges incurred 
by a Covered Person while he or she is insured by the 
Policy. Read the entire [certificate] to find out what [ Carri-
er] limits or excludes. 

Covered Person means an eligible Employee or a Depen-
dent who is insured under the Policy. 

Current Procedural Terminology (C.P.T.) means the most 
recent edition of an annually revised listing published by the 
American Medical Association which assigns numerical 
codes to procedures and categories of medical care. 

Custodial Care means any service or supply, including room 
and board, which: 

a. is furnished mainly to help a person meet his or her 
routine daily needs; or 

b. can be furnished by someone who has no profes-
sional health care training or skills. 

Even if a Covered Person is in a Hospital or other 
recognized Facility, [Carrier] does not pay for care if it is 
mainly custodial. 

Dependent means Your: 

a. legal spouse; 
b. unmarried Dependent child who is under age 19; 

and 
c. unmarried Dependent child from age 19 until his or 

her 23rd birthday, who is enrolled as a full-time 
student at an accredited school. Full-time students 
status will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

b. insured for coverage under the Policy as an Em-
pioyee. 

Under certain circumstances, an incapacitated child is also 
a Dependent. See the Dependent Coverage section of this 
[certificate]. 

An Employee's "unmarried Dependent child" includes: 

a. Your legally adopted children, 
b. Your step-children if such step children depend on 

You for most of their support and maintenance, 
and 

c. children under a court appointed guardianship. 
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[Carrier] treats a child as legally adopted from the time 
the child is placed in the home for purposes of adoption. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Dependent's Eligibility Date means the later of: 

a. the Employee's Eligibility Date; or 
b. the date the person first becomes a Dependent. 

Diagnostic Services means 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 Preventive Care Covered 
Charge, Diagnostic Services do not include procedures or-
dered as part of a routine or periodic physical examination 
or screening examination. 

Discretion means the [Carrier's] sole right to make a deci-
sion or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

Durable Medical Equipment is equipment which is: 

a. designed and able to withstand repeated use; 
b. primarily and customarily used to serve a medical 

purpose; 
c. generally not useful to a Covered Person in the 

absence of an Illness or Injury; and 
d. suitable for use in the home. 

Some examples are walkers, wheelchairs, hospital-type 
beds, breathing equipment and apnea monitors. 

Among other things, Durable Medical Equipment does 
not include adjustments made to vehicles, air conditioners, 
air purifiers, humidifiers, dehumidifiers, elevators, ramps, 
stair glides, Emergency Alert equipment, handrails, heat 
appliances, improvements made to the home or place of 
business, waterbeds, whirlpool baths and exercise and mas-
sage equipment. 

Effective Date means the date coverage begins under the 
Policy for an Employee or Dependent. 

Employee means a Full-Time Employee (25 hours per 
week) of the Employer. Partners, Proprietors, and indepen-
dent contractors will be treated like Employees, if they meet 
all of the Policy's conditions of eligibility. Employees who 
work on a temporary or substitute basis or who are partici-
pating in an employee welfare arrangement established pur-
suant to a collective bargaining agreement are not consid-
ered to be Employees for the purpose of the Policy. See 
also You, Your, Yours. 

DEPT. OF INSURANCE 

Employee's Eligibility Date means the later of: 

a. the date of employment; or 
b. the day after any applicable waiting period 1 ends. 

Employer means [ABC Company]. 

Experimental or Investigational means [Carrier] determines 
a service or supply is: 

a. not of proven benefit for the particular diagnosis or 
treatment of a particular condition; or 

b. not generally recognized by the medical community 
as effective or appropriate for the particular diag-
nosis or treatment of a 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), [Car-
rier] will not cover any services or supplies, including treat-
ment, procedures, drugs, biological products or medical 
devices or any hospitalizations in connection with Experi-
mental or Investigational services or supplies. 

[Carrier] will also not cover any technology or any hospi-
talization primarily to receive such technology if such tech-
nology is obsolete or ineffective and is not used generally by 
the medical community for the particular diagnosis or treat-
ment of a particular condition. 

Governmental approval of technology is not necessarily 
sufficient to render it of proven benefit or appropriate or 
effective for a particular diagnosis or treatment of a particu-
lar condition, as explained below. 

[Carrier] will apply the following five criteria in determin-
ing whether services or supplies are Experimental or Investi-
gational: 

a. Any medical device, drug, or biological product 
must have received final approval to market by the 
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 diagnosi~ 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: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 
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3. 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 Admin-
istration has determined to be contraindicated for the spe-
cific treatment for which the drug has been prescribed will 
be considered Experimental or Investigational. 

b. 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 resources, with measurable re-
sults, backed up by the positive endorsements of 
national medical bodies or panels regarding scienti-
fic efficacy and rationale; 

c. Demonstrated evidence as reflected in the publish-
ed 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; 

d. 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 

e. Proof as reflected in the published peer-reviewed 
medical literature must exist that improvements in 
health outcomes; as defined in item c. above, is 
possible in standard conditions of medical practice, 
outside clinical investigatory settings. 

Extended Care Center means a Facility which mainly pro-
vides full-time Skilled Nursing Care for Ill or Injured people 
who do not need to be in a Hospital. [Carrier] 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. In 
some places, an "Extended Care Center" may be 
called a "Skilled Nursing Center." 

Facility means a place [Carrier] is required by law to 
recognize which: 
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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 the Policy. 

Full-Time means a normal work week of 25 or more hours. 
Work must be at the Employer's regular place of business or 
at another place to which an Employee must travel to 
perform his or her regular duties for his or her full and 
normal work hours. 

Generic Drug means 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 means a Hospital operated by a gov-
ernment or any of its subdivisions or agencies, including but 
not limited to a Federal, military, state, county or city 
Hospital. 

Health Benefits Plan means any hospital and medical ex-
pense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in New Jersey by any carrier 
to a Small Employer group pursuant to section 3 of P.L. 
1992, c.162 (C. 17B:27A-19). Health Benefits Plan ex-
cludes the following plans, policies, or contracts: accident 
only, credit, disability, long term care, coverage for Medi-
care services pursuant to a contract with the United States 
government, Medicare supplement, dental only, or vision 
only, insurance issued as a supplement to liability insurance, 
coverage arising out of a workers' compensation or similar 
law, hospital confinement or other Supplemental Limited 
Benefit Insurance coverage, automobile medical payment 
insurance, or personal injury protection coverage issued 
pursuant to P.L. 1972, c.70 (C. 39:6A-l et seq.). 

Home Health Agency means a Provider which provides 
Skilled Nursing Care for Ill or Injured people in their home 
under a home health care program designed to eliminate 
Hospital stays. [Carrier] 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 means a Provider which provides palliative and 
supportive care for terminally ill or terminally injured peo-
ple under a hospice care program. [Carrier] will recognize 
a hospice if it carries out its stated purpose under all 
relevant state and local laws, and it is either: 

a. approved for its stated purpose by Medicare; or 
b. it is accredited for its stated purpose by either the 

Joint Commission or the National Hospice Organi-
zation. 
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Hospital means a Facility which mainly provides Inpatient 
care for Ill or Injured people. (Carrier] will recognize it if it 
carries out its stated purpose under all relevant state and 
local laws, and it is either: 

a. accredited as a Hospital by the Joint Commission; 
or 

b. approved as a Hospital by Medicare. 

Among other things, a Hospital is not a convalescent 
home, rest or nursing Facility, or a Facility, or part of it, 
which mainly provides Custodial Care, educational care or 
rehabilitative care. A Facility for the aged or substance 
abusers is also not a Hospital. 

Illness means a sickness or disease suffered by a Covered 
Person. A Mental and Nervous Condition is not an Illness. 

Initial Dependent means those eligible Dependents an Em-
ployee has at the time he or she first becomes eligible for 
Employee coverage. If at the time the Employee does not 
have any eligible Dependents, but later acquires them, the 
first eligible Dependents he or she acquires are his or her 
Initial Dependents. 

Injury means all damage to a Covered Person's body due to 
accident, and all complications arising from that damage. 

Inpatient means a Covered Person who is physically con-
fined as a registered bed patient in a Hospital or other 
recognized health care Facility. 

Joint Commission means the Joint Commission on the 
Accreditation of Health Care Facilities. 

Late Enrollee means an eligible Employee or Dependent 
who requests enrollment under the Policy more than [30] 
days after first becoming eligible. However, an eligible 
Employee or Dependent will not be considered a Late 
Enrollee under certain circumstances. See the Employee 
Coverage and Dependent Coverage sections of the Policy. 

Medical Emergency means the sudden, unexpected onset, 
due to Illness or 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. Heart attacks, 
strokes, convulsions, severe burns, obvious bone fractures, 
wounds requiring sutures, poisoning, and loss of conscious-
ness are Medical Emergencies. 

Medically Necessary and Appropriate means that a service 
or supply is provided by a recognized health care Provider, 
and [Carrier] determines at its Discretion, that it is: 

a. necessary for the symptoms and diagnosis or treat-
ment of the condition, Illness or Injury; 

b. provided for the diagnosis, or the direct care and 
treatment, of the condition, Illness or Injury; 

c. in accordance with generally accepted medical prac-
tice; 

DEPT. OF INSURANCE 

d. not for the convenience of a Covered Person; 
e. the most appropriate level of medical care the 

Covered Person needs; and ,J 
f. furnished within the framework of generally accept-

ed methods of medical management currently used 
in the United States. 

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 means the health care program for the needy 
provided by Title XIX of the United States Social Security 
Act, as amended from time to time. 

Medicare means 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 means a Facility which mainly pro-
vides treatment for people with mental health problems. 
[Carrier] will recognize such a place 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; 

b. approved for its stated purpose by Medicare; or 
c. accredited or licensed by the state of New Jersey to 

provide mental health services. 

Mental and Nervous Condition means a condition which 
manifests symptoms which are primarily mental or nervous, 
for which the primary treatment is psychotherapy or psycho-
therapeutic methods or psychotropic medication, regardless 
of any underlying physical cause. A Mental and Nervous 
Condition includes, but is not limited to, psychoses, neurotic 
and anxiety disorders, schizophrenic disorders, affective dis-
orders, personality disorders, and psychological or behavior-
al abnormalities associated ·with transient or permanent 
dysfunction of the brain or related neurohormonal systems. 

In determining whether or not a particular condition is a 
Mental and Nervous Condition, [Carrier] may refer to the 
current edition of the Diagnostic and Statistical manual of 
Mental Disorders of the American Psychiatric Association. 

Newly Acquired Dependent means an eligible Dependent an 
Employee acquires after he or she already has coverage in 
force for Initial Dependents. 

Non-Covered Charges are charges which do not meet the 
Policy's definition of Covered Charges, or which exceed any 
of the benefit limits shown in the Policy and in this [certifi-
cate], or which are specifically identified as Non-Covered 
Charges or are otherwise not covered by the Policy. 
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Nurse means 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 he or she 
practices; and 

b. provides medical services which are within the 
scope of his or her license or certificate and are 
covered by the Policy. 

[PLAN B] 

Outpatient means a Covered Person who is registered at a 
recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under the Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

Period of Confinement means consecutive days of Inpatient 
services provided to an Inpatient or successive Inpatient 
confinements due to the same or related causes, when 
discharge and re-admission to a recognized Facility occurs 
within 90 days or less. [Carrier] determines if the cause( s) 
of the confinements are the same or related. 

Plan means the [Carrier's] group health benefit plan pur-
chased by Your Employer. [Note: If the "Plan" definition 
is employed, references in this [certificate] to ''Policy" 
should be changed to read "Plan"]. 

Planholder means Your Employer who purchased group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this [certificate] to "Policyholder" 
should be changed to. read "Planholder"]. 

Policy means the group policy, including the application and 
any riders, amendments, or endorsements, between Your 
Employer and [Carrier]. 

Policyholder means Your Employer who purchased the 
Policy. 

Practitioner means a person [Carrier] is required by law to 
recognize 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 are 
covered by the Policy. 

Pre-Approval or Pre-Approved means the [Carrier's] writ-
ten approval for specified services and supplies prior to the 
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date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under the Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exami-
nations, including related laboratory tests and x-rays, immu-
nizations and vaccines, well baby care, pap smears, mam-
mography and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of the Policy. 

[PLANS C, D, E] 

Outpatient means a Covered Person who is registered at a 
recognized health care Facility who is not an Inpatient. 

Per Lifetime means during the lifetime of an individual, 
regardless of whether he or she is covered under the Policy 
or any other policy or plan: 

a. as an Employee or Dependent; and 
b. with or without interruption of coverage. 

Plan means the [Carrier's] group health benefit plan pur-
chased by Your Employer. [Note: If the "Plan" definition 
is employed, references in this [certificate] to "Policy" 
should be changed to read "Plan"]. 

Planholder means Your Employer who purchased group 
health benefit plan. [Note: If the "Planholder" definition 
is employed, references in this [certificate] to "Policyholder" 
should be changed to read "Planholder"]. 

Policy means the group policy, including the application and 
any riders, amendments, or endorsements, between Your 
Employer and [Carrier]. 
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Policyholder means Your Employer who purchased the 
Policy. 

Practitioner means a person [Carrier] is required by law to 
recognize 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 are 
covered by the Policy. 

Pre-Approval or Pre-Approved means the (Carrier's] writ-
ten approval for specified services and supplies prior to the 
date charges are incurred. Charges which are not Pre-
Approved are Non-Covered Charges. 

Pre-Existing Condition means an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under the Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scription Drugs, receives other medical care or 
treatment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound 
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 Without a 
Prescription" or other drugs and devices as determined by 
[Carrier], such as insulin. 

Preventive Care means charges for routine physical exami-
nations, including related laboratory tests and x-rays, immu-
nizations and vaccines, well baby care, pap smears, mam-
mography and screening tests. 

Provider means a recognized Facility or Practitioner of 
health care in accordance with the terms of the Policy. 

Reasonable and Customary means an amount that is not 
more than the [lesser of: 

• the] usual or customary charge for the service or 
supply as determined by [Carrier], based on a stan-
dard approved by the Board[; or 

• the negotiated fee schedule.] 

DEPT. OF INSURANCE 

The Board will decide a standard for what. is Reasonable 
and Customary under the 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 means a Facility which mainly pro-
vides therapeutic and restorative services to Ill or Injured 
people. [Carrier] will recognize it if it carries out its stated 
purpose under all relevant state and local laws, and it is 
either: 

a. ac.credited 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. 

In some places a Rehabilitation Center is called a "reha-
bilitation hospital." 

Routine Foot ·care means 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, deratomas, kerato-
sis, onychauxis, onychocryptosis, tylomas or symptomatic 
complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 
the foot 

Routine Nursing Care means the appropriate nursing care 
customarily furnished by a recognized Facility for the bene-
fit of its Inpatients. 

Schedule means the Schedule of Insurance contained in the 
Policy and in this [certificate]. 

Skilled Nursing Care means services which are more inten-
sive 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 (see Extended Care Center.) 

Small Employer means any person, firm, corporation, part-
nership or association actively engaged in business which, on 
at least 50% of its working days during the preceding 
Calendar Year quarter, employed at least two, but no more 
than 49 eligible Employees, the majority of whom are 
employed within the State of New Jersey. In determining 
the number of eligible Employees, all Affiliated Companies 
will be considered as one Employer. 

Special Care Unit means 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; 
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b. cardiac care units; 
c. neonatal care units; and 
d. burn units. 

Substance Abuse means abuse of or addiction to drugs. 

Substance Abuse Centers are Facilities that mainly provide 
treatment for people with substance abuse problems. [Car-
rier] will recognize such a place 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. 

Supplemental Limited Benefit Insurance means insurance 
that is provided in addition to a Health Benefits Plan on an 
indemnity non-expense incurred basis. 

Surgery means: 

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 Current Proce-

dural Terminology codes as Surgery. 

Therapeutic Manipulation means the treatment of the artic-
ulations 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, ultra-sound, doppler, whirlpool or hydro therapy or 
other treatment of similar nature. 

Total Disability or Totally Disabled means, except as other-
wise specified in the Policy, that an Employee who, due to 
Illness or Injury, cannot perform any duty of his or her 
occupation or any occupation for which he or she is, or may 
be, suited by education, training and experience, and is not, 
in fact, engaged in any occupation for wage or profit. A 
Dependent is totally disabled if he or she cannot engage in 
the normal activities of a person in good health and of like 
age and sex. The Employee or Dependent must be under 
the regular care of a Practitioner. 

[We, Us, Our and [Carrier] mean [Carrier].] 

[You, Your and Yours mean an Employee who is insured 
under the Policy.] 

EMPLOYEE COVERAGE 
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Eligible Employees 

Subject to the Conditions of Eligibility set forth below, 
and to all of the other conditions of the Policy, all of the 
Policyholder's Employees who are in an eligible class will be 
eligible if the Employees are Actively at Work Full-Time 
Employees. 

For purposes of the Policy, [Carrier] will treat partners, 
proprietors and independent contractors like Employees if 
they meet the Policy's Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 

[Carrier] will not insure an Employee unless the Employ-
ee is an Actively at Work Full-Time Employee. 

Enrollment Requirement 

[Carrier] will not insure the Employee until the Employee 
enrolls and agrees to make the required payments, if any. 
If the Employee does this within [30] days of the Employ-
ee's Eligibility Date, coverage is scheduled to start on the 
Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required 
payments, if any: 

a. more than [30] days after the Employee's Eligibility 
Date; or 

b. after the Employee previously had coverage which 
ended because the Employee failed to make a 
required payment, 

[Carrier] will consider the Employee to be a Late Enroll-
ee. Late Enrollees are subject to the Policy's Pre-Existing 
Conditions limitation. 

However, if an Employee initially waived coverage under 
the Policy, and the Employee stated at that time that such 
waiver was because he or she was covered under another 
group plan, and Employee now elects to enroll under the 
Policy, [Carrier] will not consider the Employee to be a Late 
Enrollee, provided the coverage under the other plan ends 
due to one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of the Employee's spouse; or 
d. termination of the other plan's coverage. 

But, the Employee must enroll under the Policy within 90 
days of the date that any of the events described above 
occur. Coverage will take effect as of the date he or she 
becomes eligible. 

[The Waiting Period 
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The Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date, who 
have completed at least [6] months of continuous Full-Time 
service with the Employer by that date, are eligible for 
insurance under the Policy from the Effective Date. 

Employees in an eligible class on the Effective Date, who 
have not completed at least [6] months of continuous Full-
Time service with the Employer by that date, are eligible for 
insurance under the Policy from the day after Employees 
complete [6] months of continuous Full-Time service. 

Employees who enter an eligible class after the Effective 
Date are eligible for insurance under the Policy from the 
day after Employees complete [6] months of continuous 
Full-Time service with the Employer.] 

When Employee Coverage Starts 

You must be Actively at Work, and working Your regular 
number of hours, on the date Your coverage is scheduled to 
start. And You must have met all the conditions of eligibil-
ity which apply to You. If You are not Actively at Work on 
the scheduled Effective Date, [Carrier] will postpone the 
start of Your Coverage until You return to Active Work. 

Sometimes, a scheduled Effective Date is not a regularly 
scheduled work day. But Your coverage will start on that 
date if You were Actively at Work, and working Your 
regular number of hours, on Your last regularly scheduled 
work day. 

You must elect to enroll and agree to make the required 
payments, if any, within [30] days of the Employee's Eligibil-
ity Date. If You do this within [30] days of the Employee's 
Eligibility Date, Your coverage is scheduled to start on the 
Employee's Eligibility Date. Such Employee's Eligibility 
Date is the scheduled Effective Date of Your coverage. 

When Employee Coverage Ends 

Your insurance under the Policy will end on the first of 
the following dates: 

a. [the date] You cease to be an Actively at Work 
Full-Time Employee for any reason. Such reasons 
include disability, death, retirement, lay-off, leave 
of absence, and the end of employment. 

b. [ the date] You stop being an eligible Employee 
under the Policy. 

c. the date the Policy ends, or is discontinued for a 
class of Employees to which You belong. 

ct. the last day of the period for which required pay-
ments are made for You. 

DEPT. OF INSURANCE 

Also, You may have the right to continue certain group 
benefits for a limited time after Your coverage would 
otheiwise end. This [certificate's] benefits provisions ex-
plain these situations. Read this [certificate's] provisions 
carefully. 

DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 

Your eligible Dependents are Your: 

a. legal spouse; 
b. unmarried Dependent children who are under age 

19; and 
c. unmarried Dependent children, from age 19 until 

their 23rd birthday, who are enrolled as full-time 
students at accredited schools. Full-time students 
will be as defined by the accredited school. 

A Dependent is not a person who is: 

a. on active duty in any armed forces of any country; 
or 

b. insured for coverage under the Policy as an Em-
ployee. 

Under certain circumstances, an incapacitated child is also 1 

a Dependent. See the Incapacitated Children section of ,_,) 
this [certificate]. 

Your "unmarried Dependent child" includes: 

a. Your legally adopted children, 
b. Your stepchildren if such stepchildren depend on 

You for most of their support and maintenance, 
and 

c. children under a court appointed guardianship. 

[Carrier] treats a child as legally adopted from the time 
the child is placed in the home for purpose of adoption. 
[Carrier] treats such a child this way whether or not a final 
adoption order is ever issued. 

Incapacitated Children 

You may have an unmarried child with a mental or 
physical incapacity, or developmental disability, who is in-
capable of earning a living. Subject to all of the terms of 
this section and the Policy, such a child may stay eligible for 
Dependent health benefits past the Policy's age limit. 

The child will stay eligible as long as the child stays 
unmarried and incapable of earning a living, if: 

a. the child's condition started before he or she 
reached the Policy's age limit; 
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b. the child became insured by the Policy or any other 
policy before the child reached the age limit and 
stayed continuously insured after reaching such lim-
it; and 

c. the child depends on You for most of his or her 
support and maintenance. 

But, for the child to stay eligible, You must send [Carrier] 
written proof that the child is incapacitated and depends on 
You for most of his or her support and maintenance. You 
have 31 days from the date the child reaches the age limit to 
do this. [Carrier] can ask for periodic proof that the child's 
condition continues. But, after two years, [Carrier] cannot 
ask for this more than once a year. 

The child's coverage ends when Your coverage does. 

Enrollment Requirement 

You must enroll Your eligible Dependents in order for 
them to be covered under the Policy. [Carrier] considers an 
eligible Dependent to be a Late Enrollee, if You: 

a. enroll a Dependent and agree to make the required 
payments more than [30] days after the Depen-
dent's Eligibility Date; 

b. in the case of a Newly Acquired Dependent, other 
than the first newborn child, has other eligible 
Dependents who You have not elected to enroll; 
or 

c. in the case of a Newly Acquired Dependent, has 
other eligible Dependents whose coverage previous-
ly ended because You failed to make the required 
contributions, or otherwise chose to end such cover-
age. 

Late Enrollees are subject to the Policy's Pre-Existing 
Conditions limitations section, if any applies. 

If Your dependent coverage ends for any reason, includ-
ing failure to make the required payments, Your Depen-
dents will be considered Late Enrollees when their coverage 
begins again. 

However, if You previously waived coverage for Your 
spouse or eligible Dependent children under the Policy and 
stated at that time that such waiver was because they were 
covered under another group plan and You now elect to 
enroll them in the Policy, the Dependent will not be consid-
ered a Late Enrollee, provided the Dependent's coverage 
under the other plan ends due to one of the following 
events: 

a. termination of employment; 
b. divorce; 
c. death of Your spouse; or 
d. termination of the other plan's coverage. 
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But, You must enroll Your spouse or eligible Dependent 
children within 90 days of the date that any of the events 
described above occur. Coverage will take effect as of the 
date one of the above events occurs. 

And, [Carrier] will not consider Your spouse or eligible 
Dependent children for which You initially waived coverage 
under the Policy, to be a Late Enrollee, if: 

a. You are under legal obligation to provide coverage 
due to a court order; and 

b. You enroll Your spouse or eligible Dependent 
children within 30 days of the issuance of the court 
order. 

Coverage will take effect as of the date required pursuant 
to a court order. 

"'11en Dependent Coverage Starts 

In order for Your dependent coverage to begin You must 
already be insured for Employee coverage or enroll for 
Employee and Dependent coverage at the same time. Sub-
ject to the exception stated below and to all of the terms of 
the Policy, the date Your dependent coverage starts de-
pends on when You elect to enroll Your Initial Dependents 
and agree to make any required payments. 

If You do this within [30] days of the Dependent's 
Eligibility Date, the Dependent's Coverage is scheduled to 
start on the later of: 

a. The Dependent's Eligibility Date, or 
b. the date You become insured for Employee cover-

age. 

If You do this more than [30] days after the Dependent's 
Eligibility Date, [Carrier] will consider the Dependent a 
Late Enrollee. Coverage is scheduled to start on the later 
of: 

a. the date You sign the enrollment form; or 
b. the date You become insured for Employee cover-

age. 

Once You have dependent coverage for Initial Depen-
dents, You must notify (Carrier] of a Newly Acquired 
Dependent within [30] days after the Dependent's Eligibility 
Date. If You do not, the Newly Acquired Dependent is a 
Late Enrollee. 

A Newly Acquired Dependent other than a newborn child 
will be covered from the later of: 

a. the date You notify [Carrier] and agree to make 
any additional payments, or 

b. the Dependent's Eligibility Date for the Newly 
Acquired Dependent. 

Exception: If a Dependent, other than a newborn child, is 
confined to a Hospital or other health care Facility; or is 
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home confined on the date Your Dependent health benefits 
would otherwise start, [Carrier] will postpone the Effective 
Date of such benefits until the later of: the day after the 
Dependent's discharge from such Facility or until home 
confinement ends. 

Newborn Children 

[Carrier] will cover Your newborn child for 31 days from 
the date of birth. Health benefits may be continued beyond 
such 31 day period as stated below: 

a. If You are already covered for Dependent child 
coverage on the date the child is born, coverage 
automatically continues beyond the initial 31 days, 
provided the premium required for Dependent 
child coverage continues to be paid. 

b. If You are not covered for Dependent child cover-
age on the date the child is born, You must: 

• make written request to enroll the newborn child; 
and 

• pay the premium required for Dependent child cover-
age within 31 days after the date of birth. 

If the request is not made and the premium is not paid 
within such 31 day period, the newborn child will be a Late 
Enrollee. 

When Dependent Coverage Ends: 

A Dependent's insurance under the Policy will end on the 
first of the following dates: 

a. [the date] Your coverage ends; 
b. the date You stop being a member of a class of 

Employees eligible for such coverage; 
c. the date the Policy ends; 
d. the date Dependent coverage is terminated from 

the Policy for all Employees or for Your class; 
e. the date You fail to pay any required part of the 

cost of Dependent coverage. It ends on the last 
day of the period for which You made the required 
payments, unless coverage ends earlier for other 
reasons; 

f. at 12:01 AM. on the date the Dependent stops 
being an eligible Dependent. 

Read this [certificate] carefully if Dependent coverage 
ends for any reason. Dependents may have the right to 
continue certain group benefits for a limited time. And 
divorced spouses have conversion rights. 

PREFERRED PROVIDER ORGANIZATION PROVI-
SIONS 

The Employer XYZ Health Care Network, and the [Carrier] 

DEPT. OF INSURANCE 

The 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- "--.c.c.) 
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] preferred provid-
ers. 

Use of the network is strictly voluntary, but [Carrier] 
generally pays a higher level of benefits for most covered 
services and supplies furnished to a Covered Person by 
[XYZ Health Care Network]. Conversely, [Carrier] general-
ly pays a lower level of benefits when covered services and 
supplies are not furnished by [XYZ Health Care Network] 
(even if an [XYZ Health Care Network] Practitioner orders 
the services and supplies). Of course, a Covered Person is 
always free to be treated by any Practitioner or Facility. 
And, he or she is free to change Practitioners or Facilities at 
any time. 

A Covered Person may use any [XYZ Health Care Net-
work] Provider. He or she just presents his or her [XYZ 
Health Care Network] identification card to the [XYZ 
Health Care Network] Practitioner or Facility furnishing 
covered services or supplies. Most [XYZ Health Care 
Network] Practitioners and Facilities will prepare any neces-
sary claim forms for him or her, and submit the forms to 
[Carrier]. The Covered Person will receive an explanation of 
any insurance payments made by the Policy. And if there is 
any balance due, the [XYZ Health Care Network] Practi-
tioner or Facility will bill him or her directly. 

The Policy also has utilization review features. See the 
Utilization Review Features section for details. 

What [Carrier] pays is subject to all the terms of the 
Policy. You should read Your [certificate] carefully and 
keep it available when consulting a Practitioner. 

See the Schedule for specific benefit levels, payment rates 
and payment limits. 

If You have any questions after reading Your [certificate], 
You should call [Carrier] (Group Claim Office at the num-
ber shown on Your identification card.] 

[Note: Used only if coverage is offered as a PPO.] 

POINT OF SERVICE PROVISIONS 

Definitions 

a. Primary Care Practitioner (PCP) means the Practition-
er the Covered Person selects to supervise and coordinate 
his or her health care in the [XYZ] Provider Organization. 
[Carrier] will supply a list of PCPs who are members of the 
[XYZ] Provider Organization to the Covered Person. 

Supp. 10-16-95 21-260 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

b. Provider Organization (PO) means a network of health 
care Providers located in a Covered Person's Service Area. 

c. Network Benefits mean the benefits shown in the 
Schedule which are provided if the Primary Care Practition-
er provides care, treatment, services, and supplies to the 
Covered Person or if the Primary Care Practitioner refers 
the Covered Person to another Provider for such care, 
treatment, services, and supplies. 

d. Out-Network Benefits mean the benefits shown in the 
Schedule which are provided if the Primary Care Practition-
er does not authorize the care, treatment, services, and 
supplies. 

e. Service Area means the geographical area which is 
served by the Practitioners in the [XYZ] Provider Organiza-
tion. 

Provider Organization (PO) 

The Provider Organization for the Policy is the [XYZ] 
Provider Organization. The 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. 

The Primary Care Practitioner (PCP) 

The PCP will supervise and coordinate the Covered Per-
son's health care in the [XYZ] PO. The PCP must autho-
rize all services and supplies. In addition, he or she will 
refer the Covered Person to the appropriate Practitioner 
and Facility when Medically Necessary and Appropriate. 
The Covered Person must obtain an authorized referral 
from his or her PCP before he or she visits another Practi-
tioner or Facility. Except in case of a Medical Emergency, 
if the Covered Person does not comply with these require-
ments, he or she may only be eligible for Out-Network 
Benefits. 

[Carrier] provides Network Benefits for covered services 
and supplies furnished to a Covered Person when autho-
rized by his or her PCP. [Carrier] pays Out-Network 
Benefits when covered services and supplies are not autho-
rized 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-Network 
Benefits. 

A Covered Person may change his or her PCP to another 
PCP [ once per month]. He or she may select another PCP 
from the list of Practitioners, 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 Co-
Payment. When a Covered Person's PCP refers him or her 
to another [XYZ] PO Provider, the Covered Person must 
pay the Co-Payment to such Provider. [Most [XYZ] PO 
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Practitioners will prepare any necessary claim forms and 
submit them to [Carrier].] 

[ 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.] 

Out-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 Network Benefits. For services 
which have not been referred by the Covered Person's PCP, 
whether provided by a [XYZ] PO Provider or otherwise, the 
Covered Person may only be eligible for Out-Network 
Benefits. 

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 within 48 hours or as soon as reasonably possible 
thereafter. 

Emergency room visits to PO Facilities are subject to a 
Co-Payment, and such visits must be retrospectively re-
viewed [by the PCP]. [Carrier] will waive the emergency 
room Co-Payment 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 must be 
notified within 48 hours or as soon as reasonably possible 
thereafter. Follow-up care is limited to the medical care 
necessary before the Covered Person can return to the PO 
Service Area. 

Utilization Review 

The Policy has utilization features. See the Utilization 
Review Features section of this [certificate]. 

Benefits 

The Schedule shows Network Benefits, Out-Network 
Benefits, and Co-Payments applicable to the Point of Ser-
vice arrangement. 

What [Carrier] pays is subject to all the terms of the 
Policy. 

[Note: Used only if coverage is offered as POS.] 
HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medi-
cal expenses incurred by a Covered Person. 
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Note: [Carrier] payments will be reduced or eliminated if a 
Covered Person does not comply with the Utilization Re-
view and Pre-Approval requirements contained in the Poli-
cy and in this [certificate]. 

BENEFIT PROVISION 

The Cash Deductible 

Each Calendar Year, each Covered Person must have 
Covered Charges that exceed the Cash Deductible before 
[Carrier] pays any benefits to that person. The Cash De-
ductible is shown in the Schedule. The Cash Deductible 
cannot be met with Non-Covered Charges. Only Covered 
Charges incurred by the Covered Person while insured by 
the Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, [Carrier] pays benefits 
for other Covered Charges above the Cash Deductible 
incurred by that Covered Person, less any applicable Co-
Insurance or Co-Payments, for the rest of that Calendar 
Year. But all charges must be incurred while that Covered 
Person is insured by the Policy. And what [Carrier] pays is 
based on all the terms of the Policy. 

Family Deductible Limit 

The Policy has a family deductible limit of two cash 
Deductibles for each Calendar Year. Once two Covered 
Persons in a family meet their individual Cash Deductibles 
in a Calendar Year, [Carrier] pays benefits for other Cov-
ered Charges incurred by any member of the covered family, 
less any applicable Co-Insurance or Co-Payments, for the 
rest of that Calendar Year. What [Carrier] pays is based on 
all the terms of the Policy. 

[Coinsured Charge Limit 

The Coinsured Charge Limit is the amount of Covered 
Charges a Covered Person must incur each Calendar Year 
before no Co-Insurance is required, except as stated below. 

Exception: Charges for Mental and Nervous Conditions 
and Substance Abuse Treatment are not subject to or 
eligible for the Coinsured Charge Limit.] 

Payment Limits 

[Carrier] limits what [Carrier] will pay for certain types of 
charges. [Carrier] also limits what [Carrier] will pay for all 
Illness or Injuries for each Covered Person's Per Lifetime. 
See the Schedule for these limits. 

Benefits From Other Plans 

The benefits [Carrier] will pay may be affected by a 
Covered Person being covered by 2 or more plans or 
policies. Read the provision Coordination of Benefits to 
see how this works. 

DEPT. OF INSURANCE 

The benefits [Carrier] will pay may also be affected by 
Medicare. Read the Medicare as Secondary Payor section 
for an explanation of how this works. \____-) 

If This Plan Replaces Another Plan 

The Employer who purchased the Policy may have pur-
chased it to replace a plan the Employer had with some 
other insurer. 

The Covered Person may have incurred charges for cov-
ered expenses under the Employer's old plan before it 
ended. If so, these charges will be used to meet the Policy's 
Cash Deductible if: 

a. The charges were incurred during the Calendar 
Year in which the Policy starts; 

b. The Policy would have paid benefits for the 
charges, if the Policy had been in effect; 

c. The Covered Person was covered by the old plan 
when it ended and enrolled in the Policy on its 
Effective Date; and 

d. The Policy starts right after the old plan ends. 

The Covered Person may have satisfied part of the eligi-
bility waiting period under the Employer's old plan before it 
ended. If so, the time satisfied will be used to satisfy this 
Policy's eligibility waiting period if: 

a. the Employee was employed by the Employer on 
the date the Employer's old plan ended; and 

b. this Policy starts right after the old plan ends. 

Extended Health Benefits 

If the Policy ends, and a · Covered Person is Totally 
Disabled on such date, and under a Practitioner's care, 
[Carrier] will extend health benefits for that person under 
the Policy as explained below. This is done at no cost to 
the Covered Person. 

[Carrier] will only extend benefits for Covered Charges 
due to the disabling condition. The charges must be in-
curred before the extension ends. And what [Carrier] will 
pay is based on all the terms of the Policy. 

[Carrier] does not pay for charges due to other condi-
tions. And [Carrier] does not pay for charges incurred by 
other covered family members. 

The extension ends on the earliest of: 

a. the date the Total Disability ends; or 
b. one year from the date the person's insurance 

under the Policy ends; or 
c. the date the person has reached the payment limit 

for his or her disabling condition. 
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The Employee must submit evidence to [Carrier] that he 
or she or his or her Dependent is Totally Disabled, if 
[Carrier] requests it. 

[PLAN B] 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consid-
er as Covered Charges. But what [Carrier] will pay is 
subject to all the terms of the Policy. Read the entire 
[certificate] to find out what [Carrier] limits or excludes. 

Hospital Charges 

[Carrier] covers charges for Hospital room and board and 
Routine Nursing Care when it is provided to a Covered 
Person by a Hospital on an Inpatient basis. But [Carrier] 
limits what [Carrier] pays each day to the room and board 
limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and 
supplies provided to a Covered Person during the Inpatient 
confinement. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services, 
including services provided by a Hospital Outpatient clinic. 

, ./ And [Carrier] covers emergency room treatment, subject to 
this [certificate's] Emergency Room Co-Payment Require-
ment section. 

Any charges in excess of the Hospital semi-private daily 
room and board. limit are a Non-Covered Charge. The 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. See 
the Charges Covered with Special Limitations section of 
this [certificate]. 

Hospital Co-Payment Requirement 

Each time a Covered Person is confined in a Hospital, he 
or she must pay a $200 Co~Payment for each day of 
confinement, up to a maximum of $1,000 per Period of 
Confinement, subject to a maximum $2,000 Co-Payment per 
Calendar Year. 

Emergency Room Co-Payment Requirement 

Each time a Covered Person uses the services of a 
Hospital emergency room, he or she must pay a ($50.00] 
Co~Payment, if he or she is not admitted within 24 hours. 

Pre-Admission Testing Charges 
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[Carrier] covers pre-admission x-ray and laboratory tests 
needed for a planned Hospital admission or Surgery. [Car-
rier] only covers these tests if the tests are done on an 
Outpatient basis within seven days of the planned admission 
or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred soleiy due to a change in the Covered 
Person's health. 

[PLANS C, D, E] 

COVERED CHARGES 

This section lists the types of charges [Carrier] will consid-
er as Covered Charges. But what [Carrier] will pay is 
subject to all the terms of the Policy. Read the entire 
[certificate] to find out what [Carrier] limits or excludes. 

Hospital Charges 

[Carrier] covers charges for Hospital room and board and 
Routine Nursing Care when it is provided to a Covered 
Person by a Hospital on an Inpatient basis. But [Carrier] 
limits what [Carrier] pays each day to the room and board 
limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and 
supplies provided to a Covered Person during the Inpatient 
confinement. 

If a Covered Person incurs charges as an Inpatient in a 
Special Care Unit, [Carrier] covers the charges the same 
way [Carrier] covers charges for any Illness. 

[Carrier] will also cover Outpatient Hospital services, 
including services provided by a Hospital Outpatient clinic. 
And [Carrier] covers emergency room treatment, subject to 
this [certificate's] Emergency Room Co-Payment Require-
ment section. 

Any charges in excess of the Hospital semi-private daily 
room and board limit are a Non~Covered Charge. The 
Policy's utilization review features have penalties for non-
compliance that may reduce what [Carrier] pays for Hospital 
charges. 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. See 
the Charges Covered with Special Limitations section of 
this [certificate]. 

Emergency Room Co-Payment Requirement 

Each time a Covered Person uses the services of a 
Hospital emergency room, he or she must pay a [$50.00] 
Co-Payment, if he or she is not admitted within 24 hours. 

Pre-Admission Testing Charges 
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[Carrier] covers pre-admission x-ray and laboratory tests 
needed for a planned Hospital admission or Surgery. [Car-
rier] only covers these tests if the tests are done on an 
Outpatient basis within seven days of the planned admission 
or Surgery. 

However, [Carrier] will not cover tests that are repeated 
after admission or before Surgery, unless the admission or 
Surgery is deferred solely due to a change in the Covered 
Person's health. 

Extended Care or Rehabilitation Charges 

Subject to [Carrier's] Pre-Approval [Carrier] covers 
charges up to the daily room and board limit for room and 
board and Routine Nursing Care shown in the Schedule, 
provided to a Covered Person on an Inpatient basis in an 
Extended Care Center or Rehabilitation Center. Charges 
above the daily room and board limit are a Non-Covered 
Charge. 

And [Carrier] covers all other Medically Necessary and 
Appropriate services and supplies provided to a Covered 
Person during the confinement. But the confinement must: 

a. start within 14 days of a Hospital stay; and 
b. be due to the same or a related condition that 

necessitated the Hospital stay. 

Coverage for Extended Care and Rehabilitation, com-
bined, is limited to the first 120 days of confinement in each 
Calendar Year. Charges for any additional days are a Non-
Covered Charge. 

But [Carrier] limits what [Carrier] will pay for the treat-
ment of Mental and Nervous Conditions and Substance 
Abuse. See the Charges Covered With Special Limitations 
section of this [certificate]. 

Extended Care or Rehabilitation Charges which are not 
Pre-Approved by [Carrier] are Non-Covered Charges. 

Home Health Care Charges 

Subject to [Carrier's] Pre-Approval, when home health 
care can take the place of Inpatient care, [Carrier] covers 
such care furnished to a Covered Person under a written 
home health care plan. [Carrier] covers all Medically Nec-
essary and Appropriate services or supplies, such as: 

a. Routine Nursing Care (furnished by or under the 
supervision of a registered Nurse); 

b. physical therapy; 
c. occupational therapy; 
ct. medical social work; 
e. nutrition services; 
f. speech therapy; 
g. home health aide services; 

DEPT. OF INSURANCE 

h. medical appliances and equipment, drugs and med-
ications, laboratory services and special meals; and 

i. 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: 

a. The Covered Person's 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: 
• ordered by the Covered Person's 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. 
The services and supplies must be furnished by 
recognized health care professionals 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 the Covered Person's Practitioner 
within 14 days after home health care starts. 
And it must be reviewed by the Covered Person's 
Practitioner at least once every 60 days. '0 

d. Each visit by a home health aide, Nurse, or other 
recognized Provider whose services are autho-
rized under the home health care plan can last 
up to four hours. 

e. [Carrier] does not pay for: 
• services furnished to family members, other than 

the patient; or 
• services and supplies not included in the home 

health care plan. 

Home Health Care charges which are not Pre-Approved by 
[Carrier] are Non-Covered Charges. 

Practitioner's Charges for Non-Surgical Care and Treat-
ment 

[Carrier] covers Practitioner's charges for the Medically 
Necessary and Appropriate non-surgical care and treatment 
of an Illness or Injury. But [Carrier] limits what [Carrier] 
will pay for the treatment of Mental and Nervous Condi-
tions and Substance Abuse. See the Charges Covered with 
Special Limitations section of this [certificate]. 

Practitioner's Charges for Surgery 

[Carrier] covers Practitioner's charges for Medically Nec-
essary and Appropriate Surgery. [Carrier] does not pay for 
cosmetic Surgery. 
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Second Opinion Charges 

[Carrier] covers Practitioner's charges for a second opin-
ion and charges for related x-rays and tests when a Covered 
Person is advised to have Surgery or enter a Hospital. If 
the second opinion differs from the first, [Carrier] covers 
charges for a third opinion. [Carrier] covers such charges if 
the Practitioners who give the opinions: 

a. are board certified and qualified, by reason of their 
specialty, to give an opinion on the proposed Sur-
gery or Hospital admission; 

b. are not business associates of the Practitioner who 
recommended the Surgery; and 

c. in the case of a second surgical opinion, they do not 
perform the Surgery if it is needed. 

Dialysis Center Charges 

[Carrier] covers charges made by a dialysis center for 
covered dialysis services. 

Ambulatory Surgical Center Charges 

[Carrier] covers charges made by an Ambulatory Surgical 
Center in connection with covered Surgery. 

Hospice Care Charges 

Subject to [Carrier] Pre-Approval, [Carrier] covers 
charges made by a Hospice for palliative and supportive 
care furnished to a terminally ill or terminally injured 
Covered Person under a Hospice care program. 

"Palliative and supportive care" means care and support 
aimed mainly at lessening or controlling pain or symptoms; 
it makes no attempt to cure the Covered Person's terminal 
illness or terminal injury. 

"Terminally ill" or "terminally injured" means that the 
Covered Person's Practitioner has certified in writing that 
the Covered Person's 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 with 
an interdisciplinary team for meeting the special needs of 
the terminally ill or terminally injured Covered Person. It 
must be set up and reviewed periodically by the Covered 
Person's Practitioner. 

Under a Hospice care program, subject to all the terms of 
the Policy, [Carrier] covers any services and supplies includ-
ing Prescription Drugs, to the extent they are otherwise 
covered by the Policy. 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; 
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b. ordered by the Covered Person's Practitioner; 
c. included in the Hospice care program; and 
d. furnished by, or coordinated by a Hospice. 

[Carrier] does 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; or 
d. treatment not included in the Hospice care plan. 

Hospital Care Charges which are not Pre-Approved by 
[Carrier] are Non-Covered Charges. 

Alcohol Abuse 

[Carrier] pays benefits for .the Covered Charges a Cov-
ered Person incurs for the treatment of Alcohol Abuse the 
same way [Carrier] would for any other Illness, if such 
treatment is prescribed by a Practitioner. But [Carrier] 
does not pay for Custodial Care, education, or training. 

Treatment may be furnished by: 

a. a Hospital; 
b. a detoxification Facility licensed under New Jersey 

Public Law 1975, Chapter 305; or 
c. a licensed, certified or state approved residential 

treatment Facility under a program which meets the 
minimum standards of care of the Joint Commis-
sion. 

Pregnancy 

The Policy pays for pregnancies the same way [Carrier] 
would cover an Illness. The charges [Carrier] covers for a 
newborn child are explained [ on the next page.] 

Birthing Center Charges 

(Carrier] covers Birthing Center charges made by a Prac-
titioner for pre-natal care, delivery, and postpartum care in 
connection with a Covered Person's pregnancy. [Carrier] 
covers charges up to the daily room and board limit for 
room and board shown in the Schedule when Inpatient care 
is provided to a Covered Person by a Birthing Center. But 
charges above the daily room and board limit are a Non-
Covered Charge. 

[Carrier] covers all other Medically Necessary and Appro-
priate services and supplies during the confinement. 

Benefits for a Covered Newborn Child 

[Carr~er] covers charges for the child's routine nursery 
care while he or she is in the Hospital or a Birthing Center. 
Charges are covered up to a maximum of 7 days following 
the date of birth. This includes: 
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a. nursery charges; 
b. charges for routine Practitioner's examinations and 

tests; and 
c. charges for routine procedures, like circumcision. 

Subject to all of the terms of the Policy, [Carrier] covers 
the care and treatment of a covered newborn child if he or 
she is Ill, Injured, premature, or born with a congenital birth 
defect. 

Anesthetics and Other Services and Supplies 

[Carrier] covers anesthetics and their administration; he-
modialysis; casts; splints; and surgical dressings. [Carrier] 
covers the initial fitting and purchase of braces, trusses, 
orthopedic footwear and crutches. But [Carrier] does not 
pay for replacements or repairs. 

Blood 

[Carrier] covers blood, blood products, blood transfusions 
and the cost of testing and processing blood. But [Carrier] 
does not pay for blood which has been donated or replaced 
on behalf of the Covered Person. 

Ambulance Charges 

[Carrier] covers Medically Necessary and Appropriate 
charges for transporting a Covered Person to: 

a. a local Hospital if needed care and treatment can 
be provided by a local Hospital; 

b. the nearest Hospital where needed care and treat-
ment can be given, if a local Hospital cannot 
provide such care and treatment. But it must be 
connected with an Inpatient confinement; or 

c. transporting a Covered Person to another Inpatient 
health care Facility. 

It can be by professional Ambulance service, train or 
plane. But [Carrier] does not pay for chartered air flights. 
And [Carrier] will not pay for other travel or communica-
tion expenses of patients, Practitioners, Nurses or family 
members. 

Durable Medical Equipment 

Subject to [Carrier's] Pre-Approval, [Carrier] covers 
charges for the rental of Durable Medical Equipment need-
ed for therapeutic use. At [Carrier's] option, and with 
[Carrier's] Pre-Approval, [Carrier] may cover the purchase 
of such items when it is less costly and more practical than 
rental. But [Carrier] does not pay for: 

a. any purchases without [Carrier's] advance written 
approval; 

b. replacements or repairs; or 
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c. the rental or purchase of items (such as air condi-
tioners, exercise equipment, saunas and air humidi-
fiers) which do not fully meet the definition of 
Durable Medical Equipment. 

Charges for Durable Medical Equipment which are not 
Pre-Approved by [Carrier] are Non-Covered Charges. 

Treatment of Wilm's Tumor 

[Carrier] pays benefits for Covered Charges incurred for 
the treatment of Wilm's tumor in a Covered Person. [Car-
rier] treats such charges the same way [Carrier] treats 
Covered Charges for any other Illness. Treatment can 
include, but is not limited to, autologous bone marrow 
transplants when standard chemotherapy treatment is unsuc-
cessful. [Carrier] pays benefits for this treatment even if it 
is deemed Experimental or Investigational. What [Carrier] 
pays is based on all of the terms of the Policy. 

X-Rays and Laboratory Tests 

[Carrier] covers x-rays and laboratory tests which are 
Medically Necessary and Appropriate to treat an Illness or 
Injury. But, except as covered under this [certificate's] 
Preventive Care section, [Carrier] does not pay for x-rays 
and tests done as part of routine physical checkups. 

Prescription Drugs 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription. But (Carrier] only 
covers drugs which are: 

a. approved for treatment of the Covered Person's 
Illness or Injury by the Food and Drug Administra-
tion; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following est.ablished reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. \,,_) 

In no event will [Carrier] pay for: 
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a. drugs labeled: "Caution-Limited by Federal Law 
to Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specif-
ic treatment for which the drug has been pre-
scribed. 

An.d [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does not cover drugs to treat Mental and Ner-
vous Conditions and Substance Abuse as part of the Pre-
scription Drugs Covered Charge. Drugs for such treatment 
are subject to the Mental and Nervous Conditions and 
Substance Abuse section of the Policy. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

Dental Care and Treatment 

[Carrier] covers: 

a. the diagnosis and treatment of oral tumors and 
cysts; and 

b. the surgical removal of bony impacted teeth. 

[Carrier] also covers treatment of an Injury to natural 
teeth or the jaw, but only if: 

_ / a. the Injury occurs while the Covered Person is in-
sured 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 Injury. But in no event does [Carrier] cover orthodon-
tic treatment. 

Treatment for Temporomandibular Joint Disorder (TMJ) 

[Carrier] covers charges for the Medically Necessary and 
Appropriate surgical and non-surgical treatment of TMJ in 
a Covered Person. However, [Carrier] does not cover any 
charges for orthodontia, crowns or bridgework. 

Prosthetic Devices 

[Carrier) limits what [Carrier] pays for prosthetic devices. 
Subject to [Carrier] Pre-Approval, [Carrier] covers 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 a Covered Person's body, or be needed due 
to a functional birth defect in a covered Dependent child. 
[Carrier] does not pay for replacements, unless they are 
Medically Necessary and Appropriate. [Carrier] does not 
pay for repairs, wigs, or dental prosthetics or devices. 

' 

11:21 App. 

Charges for Prosthetic Devices which are not Pre-Approved 
by [Carrier] are Non-Covered Charges. 

Mammogram Charges 

[Carrier] covers charges made for mammograms provided 
to a female Covered Person according to the schedule given 
below. Benefits will be paid, subject to all the terms of the 
Policy, and the following limitations: 

[Carrier] will cover charges for: 

a. one baseline mammogram for a female Covered 
Person, ages 35-39; 

b. one mammogram, every 2 years, for a female Cov-
ered Person, ages 40--49, or more frequently, if 
recommended by a Practitioner; and 

c. one mammogram, every year, for a female Covered 
Person ages 50 and older. 

The following "Pre-Existing Conditions" and "Continuity 
of Coverage" provisions only apply to Policies issued to 
Employers of at least two but not more than five Employ-
ees. These provisions also apply to "Late Enrollees" under 
the Policies issued to any Small Employer. However, this 
provision does not apply to Late Enrollees if 10 or more 
Late Enrollees request enrollment during any [30] day en-
rollment period provided for in the Policy. See this [ certifi-
cate's] EMPLOYEE COVERAGE and DEPENDENT COV-
ERAGE sections to determine if a Covered Person is a Late 
Enrollee. The "Pre-Existing Conditions" provision does 
not apply to a Dependent who is an adopted child or who is 
a child placed for adoption if the Employee enrolls the 
Dependent and agrees to make the required payments 
within [30) days after the Dependent's Eligibility Date. 

Pre-Existing Conditions 

A Pre-Existing Condition is an Illness or Injury which 
manifests itself in the six months before a Covered Person's 
coverage under the Policy starts, and for which: 

a. a Covered Person sees a Practitioner, takes Pre-
scribed Drugs, receives other medical care or treat-
ment or had medical care or treatment recom-
mended by a Practitioner in the six months before 
his or her 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 a Covered Person's 
coverage starts is also a Pre-Existing Condition. 

[Carrier] does not pay benefits for charges for Pre-
Existing Conditions until the Covered Person has been 
continuously covered by the Policy for 180 days. 

This limitation does not affect benefits for other unrelat-
ed conditions, or birth defects in a Covered Dependent 
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child. And [Carrier] waives this limitation for a Covered 
Person's Pre-Existing Condition if the condition was pay-
able under another [Carrier] group plan which insured the 
Covered Person right before the Covered Person's coverage 
under the Policy started. The next section shows other 
exceptions. 

Continuity of Coverage 

A new Covered Person may have been covered under a 
previous employer group health benefits plan prior to en-
rollment in the Policy. When this happens, [Carrier] gives 
credit for the time he or she was covered under the previous 
plan to determine if a condition is Pre-Existing. [Carrier] 
goes back to the date his or her coverage under the previous 
plan started. But the Employee's active Full-Time service 
with the Employer must start within 90 days of the date his 
or her coverage under the previous plan ended. And the 
person must sign and complete his or her enrollment form 
within 30 days of the date the Employee's active Full-Time 
service begins. Any condition arising between the date his 
or her coverage under the previous plan ends and the date 
his or her coverage under the Policy starts is Pre-Existing. 
[Carrier] does not cover any charges actually incurred be-
fore the person's coverage under the Policy starts. If the 
Employer has included an eligibility waiting period in the 
Policy, an Employee must still meet it, before becoming 
insured. 

Private Duty Nursing Care 

[Carrier] only covers 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 a Non-Covered Charge. 

Therapy Services 

Therapy Services mean the following services or supplies, 
ordered by a Practitioner and used to treat, or promote 
recovery from, an Injury or Illness: 

[Carrier] covers the Therapy Services listed below. 

a. Chelation Therapy-means the administration of drugs 
or chemicals to remove toxic concentrations of metals from 
the body. 

b. Chemotherapy-the treatment of malignant disease by 
chemical or biological antineoplastic agents. 

c. Dialysis Treatment-the treatment of an acute renal 
failure or a chronic irreversible renal insufficiency by remov-
ing waste products from the body. This includes hemodialy-
sis and peritoneal dialysis. 
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d. Radiation Therapy-the treatment of disease by x-ray, 
radium, 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. 

e. Respiration Therapy-the introduction of dry or moist 
gases into the lungs. 

[Carrier] covers the Therapy Services listed below, subject 
to stated limitations: 

f. Cognitive Rehabilitation Therapy-the retraining of the 
brain to perform intellectual skills which it was able to 
perform prior to disease, trauma, Surgery, or previous thera-
peutic process; or the training of the brain to perform 
intellectual skills it should have been able to perform if 
there were not a congenital anomaly. 

g. Speech Therapy-treatment for the correction of a 
speech impairment resulting from Illness, Surgery, Injury, 
congenital anomaly, or previous therapeutic processes. 

Coverage for Cognitive Rehabilitation Therapy and 
Speech Therapy, combined, is limited to 30 visits per Calen-
dar Year. 

h. Occupational Therapy-treatment to restore a physi-
cally disabled person's ability to perform the ordinary tasks 
of daily living. 

i. Physical Therapy-the treatment by physical 
means to relieve pain, restore maximum function, and 
prevent disability following disease, Injury or loss or 
limb. 

Coverage for Occupational Therapy and Physical Thera-
py, combined, is limited to 30 visits per Calendar Year. 

j. Infusion Therapy-subject to [Carrier] Pre-Approval, 
the administration of antibiotic, nutrients, or other thera-
peutic agents by direct infusion. Charges in connection 
with Infusion Therapy which are not Pre-Approved by 
[Carrier] are Non-Covered Charges. 

Preventive Care 

[Carrier] covers charges for routine physical examinations 
including related laboratory tests and x-rays. [Carrier] also 
covers charges for immunizations and vaccines, well baby 
care, pap smears, mammography and screening tests. But 
[Carrier] limits what [Carrier] pays each Calendar Year to: 

a. $500 per Covered Person for a Dependent child 
from birth until the end of the Calendar Year in 
which the Dependent child attains age l, and 

b. $300 per Covered Person for all other Covered 
Persons. 

'--/ 
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These charges are not subject to the Cash Deductible or 
Co-Insurance. 

Therapeutic Manipulation 

[Carrier] limits what [Carrier] covers for therapeutic ma-
nipulation to 30 visits per Calendar Year. And [Carrier] 
covers no more than two modalities per visit. Charges for 
such treatment above these limits are a Non-Covered 
Charge. 

Mental and Nervous Conditions and Substance Abuse 

[Carrier] limits what [Carrier] pays for the treatment of 
Mental and Nervous Conditions and Substance Abuse. 
[Carrier] includes a condition under this section if it mani-
fests symptoms which are primarily mental and nervous, 
regardless of any underlying physical cause. 

A Covered Person may receive treatment as an Inpatient 
in a Hospital or a Substance Abuse Center. He or she may 
also receive treatment as an Outpatient from a Hospital, 
Substance Abuse Center, or any properly licensed or certi-
fied Practitioner, psychologist or social worker. Covered 
Charges for the treatment of Mental and Nervous Condi-
tions and Substance Abuse include charges incurred for 
Prescription Drugs. 

The Covered Person must pay the Co-Insurance shown 
on the Schedule for Covered Charges for such treatment. 
[Carrier] limits what [Carrier] pays each Calendar Year to 
$5,000.00 for combined Inpatient and Outpatient treatment. 
[Carrier] limits what [Carrier] pays Per Lifetime to 
$25,000.00 combined Inpatient and Outpatient benefit. 

[Carrier] does not pay for Custodial Care, education, or 
training. 

Transplant Benefits 

[Carrier] covers Medically Necessary and Appropriate 
services and supplies for the following types of transplants: 

a. Cornea 
b. Kidney 
c. Lung 
d. Liver 
e. Heart 
f. Pancreas 
g. Allogenic Bone Marrow 
h. Autologous Bone Marrow and Associated High 

Dose Chemotherapy only for treatment of: 
• Leukemia 
• Lymphoma 
• Neuroblastoma 
• Aplastic Anemia 
• Genetic Disorders 

-SCID 
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-WISCOT Aldrich 
• Subject to [Carrier] Pre-Approval, breast cancer, 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 I Carrier] an, 
Non-Covered Charges. 

IMPORTANT NOTICE 

[The Policy has utilization review features. Under tht:~c 
features, [ABC-Systems, a health care review organiz,,tion] 
reviews Hospital admissions and Surgery performed outside 
of a Practitioner's office [for Carrier]. These features rriw;t 
be complied with if a Covered Person: 

a. is admitted as an Inpatient to a Hospital, or 
b. is advised to enter a Hospital or have Surgery 

performed outside of a Practitioner's office. !f a 
Covered Person does not comply with these utiliza-
tion review features, he or she will not be eligible 
for full benefits under the Policy. See the Uiiiza-
tion Review Features section for details.] 

[The Policy has alternate treatment features. Umler 
these features, [DEF, a Case Coordinator] reviews a Cov-
ered Person's medical needs in clinical situations with ihc 
potential for catastrophic claims to determine whether ah.:.·r-
native treatment may be available and appropriate. Sec the 
Alternate Treatment Features section for details.] 

[The Policy has centers of excellence features. Urider 
these features, a Covered Person may obtain necessary care 
and treatment from Providers with whom [Carrier! ha!-> 
entered into agreements. See the Centers of Exccl!cnci, 
Features section for details.] 

[What [Carrier] pays is subject to all of the terms of the 
Policy. Read this [certificate] carefully and keep it available 
when consulting a Practitioner. 

If You have any questions after reading this [certificate!-
You should [ call The Group Claim Office at the numDcr 
shown on Your identification card.] 

The Policy is not responsible for medical or other results 
arising directly or indirectly from the Covered Person's 
participation in these Utilization Review Features.] 

[UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not con.ply 
with the Policy's utilization review features, he or she will 
not be eligible for full benefits under the Policy. 

Compliance with the Policy's utilization review fc:.itG:cs 
does not guarantee what [Carrier] will pay for Covered 
Charges. What [Carrier] pays is based on: 

a. the Covered Charges actually incurred; 
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b. the Covered Person being eligible for coverage 
under the Policy at the time the Covered Charges 
are incurred; and 

c. the Cash Deductible, Co-Payment and Co-Insur-
ance provisions, and all of the other terms of the 
Policy. 

Definitions 

"Hospital admission" means admission of a Covered Per-
son to a Hospital as an Inpatient for Medically Necessary 
and Appropriate care and treatment of an Illness or Injury. 

[Carrier] calls a Hospital admission or Surgery "emergen-
cy" if, after an evaluation of the Covered Person's condition, 
the attending Practitioner determines that failure to make 
the admission or perform the Surgery immediately would 
pose a serious threat to the Covered Person's life or health. 
A Hospital admission or Surgery made or performed for the 
convenience of Practitioners or patients is not an emergen-
cy. 

By "covered professional charges for Surgery" [Carrier] 
means Covered Charges that are made by a Practitioner for 
performing Surgery. Any surgical charge which is not a 
Covered Charge under the terms of the Policy is not payable 
under the Policy. 

"Regular working day" means [Monday through Friday 
from 9 a.m. to 9 p.m. Eastern Time,] not including legal 
holidays. 

Grievance Procedure 

[If a Covered Person is not satisfied with a utilization 
review decision, the Covered Person or the Covered Per-
son's Practitioner may appeal such decision by calling 
[ABC]. A Nurse reviewer will collect any additional medical 
information required and submit the case to a second [ABC] 
medical review physician. This physician will discuss the 
case with the physician reviewer who made the initial deci-
sion. The second medical review physician will then discuss 
the case with the Covered Person's Practitioner. The Cov-
ered Person's Practitioner is then notified of the appeal's 
recommendation and referred to the [Carrier] for any fur-
ther appeals.]] 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply 
with these Hospital stay review features, he or she will not 
be eligible for full benefits under the Policy. 

Notice of Hospital Admission Required 

[Carrier] requires notice of all Hospital admissions. The 
times and manner in which the notice must be given is 
described below. When a Covered Person does not comply 
with the requirements of this section [Carrier] reduces what 
it pays for covered Hospital charges as a penalty. 
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Pre-Hospital Review 

All non-emergency Hospital admissions must be reviewed • "~ by [ABC] before they occur. The Covered Person or the 
Covered Person's Practitioner must notify [ABC] and re-
quest a pre-hospital review. [ABC] must receive the notice 
and request as soon as possible before the admission is 
scheduled to occur. For a maternity admission, a Covered 
Person or his or her Practitioner must notify [ABC] and 
request a pre-hospital review at least [ 60 days] before the 
expected date of delivery, or as soon as reasonably possible. 

When [ABC] receives the notice and request, [they] eval-
uate: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives, like 

home health care or other outpatient care. 

[ABC] notifies the Covered Person's Practitioner, [by 
phone, of the outcome of their review. And [they] confirm 
the outcome of [their] review in writing.] 

If [ABC] authorizes a Hospital admission, the authoriza-
tion is valid for: 

a. the specified Hospital; 
b. the named attending Practitioner; and 
c. the authorized length of stay. 

The authorization becomes invalid and the Covered Per-
son's admission must be reviewed by (ABC] again if: 

a. he or she enters a Facility other than the specified 
Fadlity; 

b. he or she changes attending Practitioners; or 
c. more than [ 60 days] elapse between the time he or 

she obtains authorization and the time he or she 
enters the Hospital, except in the case of a materni-
ty admission. 

Emergency Admission 

[ ABC] must be notified of all emergency admission by 
phone. This must be done by the Covered Person or the 
Covered Person's Practitioner no later than the end of the · 
next regular working day, or as soon as possible after the 
admission occurs. 

When [ABC] is notified [by phone,] they require the 
following information: 

a. the Covered Person's name, social security number 
and date of birth; 

b. the Covered Person's group plan number; 
c. the reason for the admission; 
d. the name and location of the Hospital; 
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e. when the admission occurred; and 
f. the name of the Covered Person's Practitioner. 

Continued Stay Review 

The Covered Person, or his or her Practitioner, must 
request a continued stay review for any emergency admis-
sion. This must be done at the time [ABC] is notified of 
such admission. 

The Covered Person, or his or her Practitioner, must also 
initiate a continued stay review whenever it is Medically 
Necessary and Appropriate to change the authorized length 
of a Hospital stay. This must be done before the end of the 
previously authorized length of stay. 

[ABC] also has the right to initiate a continued stay 
review of any Hospital admission. And [ ABC] may contact 
the Covered Person's Practitioner or Hospital by phone or 
in writing. 

In the case of an emergency admission, the continued stay 
review evaluates: 

a. the Medical Necessity and Appropriateness of the 
Hospital admission; 

b. the anticipated length of stay; and 
c. the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 

a. the Medical Necessity and Appropriateness of ex-
tending the authorized length of stay; and 

b. the appropriateness of health care alternatives. 

[ABC] notifies the Covered Person's Practitioner [by 
phone, of the outcome of the review. And [ABC] confirms 
the outcome of the review in writing.] The notice always 
includes any newly authorized length of stay. 

Penalties for Non-Compliance 

In the case of a non-emergency Hospital admission, as a 
penalty for non-compliance, [[Carrier] reduces what it pays 
for covered Hospital charges by 50% ], if: 

a. the Covered Person does not request a pre-hospital 
review; or 

b. the Covered Person does not request a pre-hospital 
review as soon as reasonably possible before the 
Hospital admission is scheduled to occur; or 

c. [ABC's] authorization becomes invalid and the Cov-
ered Person does not obtain a new one; or 

d. [ABC] does not authorize the Hospital admission. 

In the case of an emergency admission, as a penalty for 
,, -· non-compliance, [[Carrier] reduces what it pays for covered 

Hospital charges by 50% ], if: 
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a. [ABC] is not notified of the admission at the times 
and in the manner described above; · 

b. the Covered Person does not request a continued 
stay review; or 

c. the Covered Person does not receive authorization 
for such continued stay. 

The penalty applies to covered Hospital charges incurred 
after the applicable time limit allowed for giving notice 
ends. 

For any Hospital admission, if a Covered Person stays in 
the Hospital longer than [ABC] authorizes, [Carrier] re-
duces what it pays for covered Hospital charges incurred 
after the authorized length of stay ends by 50% as a penalty 
for non-compliance. 

Penalties cannot be used to meet the Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[REQUIRED PRE-SURGICAL REVIEW 

Important Notice: If a Covered Person does not comply 
with these pre-surgical review features, he or she will not be 
eligible for full benefits under the Policy. 

[Carrier] requires a Covered Person to get a pre-surgical 
review for any non-emergency procedure performed outside 
of a Practitioner's office. When a Covered Person does not 
comply with the requirements of this section [Carrier] re-
duces what it pays for covered . professional charges for 
Surgery, as a penalty. 

The Covered Person or his or her Practitioner, must 
request a pre-surgical review from [ABC]. [ABC] must 
receive the request at least 24 hours before the Surgery is 
scheduled to occur. If the Surgery is being done in a 
Hospital, on an Inpatient basis, the pre-surgical review 
request should be made at the same time as the request for 
a pre-hospital review. 

When [ABC] receives the request, they evaluate the 
Medical Necessity and Appropriateness of the Surgery and 
they either: 

a. approve the proposed Surgery, or 
b. require a second surgical opinion regarding the 

need for the Surgery. 

[ABC] notifies the Covered Person's Practitioner, [by 
phone, of the outcome of the review. [ABC] also confirms 
the outcome of the review in writing.] 

Required Second Surgical Opinion 

If [ABC's] review does not confirm the Medical Necessity 
and Appropriateness of the Surgery, the Covered Person 
must obtain a second surgical opinion in order to get full 
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benefits under the Policy. If the second opinion does not 
confirm the medical necessity of the Surgery, the Covered 
Person may obtain a third opinion, although he or she is not 
required to do so. 

[[ABC] will give the Covered Person a list of Practitioners 
in his or her area who will give a second opinion.] The 
Covered Person may get the second opinion from [a Practi-
tioner on the I ist, or from] a Practitioner of his or her own 
choosing, if the Practitioner: 

a. is board certified and qualified, by reason of his or 
her speciaity, to give an opinion on the proposed 
Surgery; 

b. is not a business associate of the Covered Person's 
Practitioner; and 

c. does not perform the Surgery if it is needed. 

[[ABC] gives second opinion forms to the Covered Per-
son. The Practitioner he or she chooses fills them out, and 
then returns them to [ABC].] 

[Carrier] covers charges for additional surgical opinions, 
including charges for related x-ray and tests. But what 
[Carrier] pays is based on all the terms of the Policy, except, 
these charges are not subject to the Cash Deductible or Co-
Insurance. 

Pre-Hospital Review 

ff the Proposed Surgery is to be done on an Inpatient basis, 
the Required Pre-Hospital Review section must be com-
plied wi:h. See the Required Pre-Hospital Review section 
for details. 

Penalties for Non-Compliance 

As a penalty for non-compliance, [[Carrier] reduces what 
pays for covered professional charges, for Surgery by 

50%), if: 

a. the Covered Person does not request a pre-surgical 
review; or 

b. [ ABC] is not given at least 24 hours to review and 
evaluate the proposed Surgery; or 

c. [ABC) requires additional surgical opinions and the 
Covered Person does not get those opinions before 
the Surgery is done; or 

d. [ ABC] does not confirm the need for Surgery. 

Penalties cannot be used to meet the Policy's: 

a. Cash Deductible; or 
b. Co-Insurance Caps.] 

[ALTERNATE TREATMENT FEATURES 

Important Notice: No Covered Person is required, in any 
way, to accept an Alternate Treatment Plan recommended 

(DEF]. 

DEPT. OF INSURANCE 

Definitions 

"Alternate Treatment" means those services and supplies 
which meet both of the following tests: 

a. They are determined, in advance, by [DEF] to be 
Medically Necessary and Appropriate and cost ef-
fective in meeting the long term or intensive care 
needs of a Covered Person in connection with a 
Catastrophic Illness or Injury. 

b. Benefits for charges incurred for the services and 
supplies would not otherwise be payable under the 
Policy. 

"Catastrophic Illness or Injmy" means one of the follow-
ing: 

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 
1. 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 [DEF] or 

[Carrier] to be catastrophic. 

Alternate Treatment Plan 

[DEF] 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, [DEF] will 
develop an Alternate Treatment Plan. 

An Alternate Treatment Plan is a specific written docu-
ment, developed by [DEF] through discussion and agree-
ment with: 

a. the Covered Person, or his or her legal guardian, if 
necessary; 

b. the Covered Person's attending Practitioner; and 
c. [Carrier]. 

The Alternate Treatment Plan includes: 

a. treatment plan objectives; 
b. course of treatment to accomplish the stated objec-

tives; 
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c. the responsibility of each of the following parties in 
implementing the plan: 

• [DEF] 
• attending Practitioner 
• Covered Person 
• Covered Person's family, if any; and 

d. estimated cost and savings. 

If [Carrier], [DEF], the attending Practitioner, and the 
Covered Person agree [in writing,] on an Alternate Treat-
ment Plan, the services and supplies required in connection 
with such Alternate 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. 

Exclusion 

Alternate Treatment does not include services and sup-
plies that [Carrier] determines to be Experimental or Inves-
tigational.] 

[CENTERS OF EXCELLENCE FEATURES 

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 [Carrier] 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. 

11:21 App. 

Benefits for services and supplies at a Center of Excel-
lence will be [subject to the terms and conditions of the 
Policy. However, the Utilization Review Features will not 
apply.]] 

EXCLUSIONS 

Payment will not be made for any charges incurred for or 
in connection with: 

Care or treatment by means of acupuncture except when 
used as a substitute for other forms of anesthesia. 

Services for ambulance for transportation from a Hospital 
or other health care Facility, unless the Covered Person is 
being transferred to another Inpatient health care Facility. 

Blood or blood plasma which is replaced by or for a 
Covered Person. 

Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to cosmetic surge,y, except as 
otherwise stated in the Policy, unless it is required as a 
result of an Illness or Injury sustained while covered under 
the Policy or to correct a functional defect resulting from a 
congenital abnormality or developmental anomaly; compli-
cations of cosmetic surgery; drugs prescribed for cosmetic 
purposes. 

Services related to custodial or domiciliary care. 

Dental care or treatment, including appliances, except as 
otherwise stated in the Policy. 

Services or supplies, the primary purpose of which is 
educational providing the Covered Person with any of the 
following: training in the activities of daily living; instruc-
tion in scholastic skills such as reading and writing; prepara-
tion for an occupation; or treatment for learning disabili-
ties. 

Experimental or Investigational treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 

a. exams to determine the need for ( or changes of) 
eyeglasses or lenses of any type; 

b. eyeglasses or lenses of any type except initial re-
placements for loss of the natural lens; or 

c. eye surgery such as radial keratotomy, when the 
primary purpose is to correct myopia (nearsighted-
ness), hyperopia (farsightedness) or astigmatism 
(blurring). 
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Services or supplies provided by one of the following 
members of the Employee's family: spouse, child, parent, 
in-law, brother, sister or grandparent. 

Care and/or treatment to enhance fertility using artificial 
and surgical drugs and procedures, including, but not limited 
to, in vitro fertilization, in vivo fertilization or gamete-
intrafallopian-transfer (GIFT); surrogate motherhood. 

Services or supplies related to Hearing aids and hearing 
exams to determine the need for hearing aids or the need to 
adjust them. 

Services or supplies related to Herbal medicine. 

Care or treatment by means of high dose chemotherapy, 
except as otherwise stated in the Policy. 

Services or supplies related to Hypnotism. 

Services or supplies because the Covered Person engaged, 
or tried to engage, in an illegal occupation or committed or 
tried to commit a felony. 

Illness or Injury, including a condition which is the result 
of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits 
provided under workers' compensation, employer's liability, 
occupational disease or similar law. 

Local anesthesia charges billed separately if such charges 
are included in the fee for the Surgery. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Services and supplies related to Marriage, career or finan-
cial counseling, sex therapy or family therapy, nutritional coun-
seling and related services. 

Supplies related to Methadone maintenance. 

Any charge identified as a Non-Covered Charge or which 
are specifically limited or excluded elsewhere in the Policy 
and this [certificate], or which are not Medically Necessary 
and Appropriate. 

Non-prescription drugs or supplies, except insulin needles 
and syringes. 

Services provided by a licensed pastoral counselor in the 
course of his or her normal duties as a religious. 

Personal convenience or comfort items including, but not 
limited to, such items as TV's, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas, 
hot tubs. 

Services or supplies that are not furnished by an eligible 
Provider. 

DEPT. OF INSURANCE 

Services related to Private-Duty Nursing care, except as 
provided under the Home Health Care section of this 
[certificate]. 

The amount of any charge which is greater than a Reason-
able and Customary Charge. 

Services or supplies related to rest or conl'alescent cures. 

Room and board charges for a Covered Person in any 
Facility for any period of time during which he or she was 
not physically present overnight in the Facility. 

Except as stated in the Preventive Care section, Routine 
examinations or preventive care, including related x-rays and 
laboratory tests, except where a specific Illness or Injury is 
revealed or where a definite symptomatic condition is pres-
ent; pre-marital or similar examinations or tests not re-
quired to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofeedback, patient-
controlled analgesia on an Outpatient basis, related diagnos-
tic testing, self-care and self-help training. 

Services provided by a social worker, except as otherwise 
stated in the Policy. 

Services or supplies: 

a. eligible for payment under either federal or state 
programs (except Medicaid). This provision ap-
plies whether or not the Covered Person asserts his 
or her rights to obtain this coverage or payment for 
these services; 

b. for which a charge is not usually made, such as a 
Practitioner treating a professional or business as-
sociate, or services at a public health fair; 

c. for which a Covered Person would not have been 
charged if he or she did not have health care 
coverage; 

d. provided by or in a government Hospital unless the 
services are for treatment: 

• of a non-service Medical Emergency; or 

• by a Veterans' Administration Hospital of a non-
service related Illness or Injury. 

Smoking cessation aids of all kinds and the services of 
stop-smoking providers. 

Stand-by services required by a Provider. 

Sterilization reversal-services and supplies rendered for 
reversal of sterilization. 
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Surgery, sex hormones, and related medical, psychological 
and psychiatric services to change a Covered Person's sex; 
services and supplies arising from complications of sex 

. _ _,. transformation. 

Telephone consultations. 

Transplants, except as otherwise listed in the Policy. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared 
or undeclared; police actions; services in the armed forces 
or units auxiliary thereto; or riots or insurrection. 

Weight reduction or contro~ 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 if 
such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS 
SECTIONS 

"'--· As used in this section, COBRA means the Consolidated 
Omnibus Budget Reconciliation Act of 1985 as enacted, and 
later amended. 

A Covered Person may be eligible to continue his or her 
group health benefits under this [certificate's] COBRA 
CONTINUATION RIGHTS (CCR) section and under other 
continuation sections of this [certificate] at the same time. 

Continuation Under CCR and NEW JERSEY GROUP 
CONTINUATION RIGHTS (NJGCR): If a Covered Per-
son is eligible to continue his or her group health benefits 
under both this [certificate's] CCR and NJGCR sections, he 
or she may elect to continue under CCR, but cannot 
continue under NJGCR. 

Continuation Under CCR and any other continuation 
section of this [certificate]: 

If a Covered Person elects to continue his or her group 
health benefits under both this [certificate's] CCR and any 
other continuation sections, the continuations: 

a. start at the same time; 
b. run concurrently; and 
c. end independently on their own terms. 

'-"' While covered under more than one continuation section, 
the Covered Person: 
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a. will not be entitled to duplicate benefits; and 
b. will not be subject to the premium requirements of 

more than one section at the same time . 

AN IMPORTANT NOTICE ABOUT CONTINUATION 
RIGHTS 

The following COBRA CONTINUATION RIGHTS sec-
tion may not apply to Your Employer's Policy. You must 
contact Your Employer to find out if: 

a. Your Employer is subject to the COBRA CONTIN-
UATION RIGHTS section in which case; 

b. the section applies to You. 

COBRA CONTINUATION RIGHTS 

Important Notice 

Under this section, "qualified continuee" means any per-
son who, on the day before any event which would qualify 
him or her for continuation under this section, is covered 
for group health benefits under the Policy as: 

a. an active, covered Employee; 
b. the spouse of an active, covered Employee; or 
c. the Dependent child of an active, covered Employ-

ee. Any person who becomes covered under the 
Policy during a continuation provided by this sec-
tion is not a qualified continuee. 

If An Employee's Group Health Benefits Ends 

If Your group health benefits end due to Your termi-
nation of employment or reduction of work hours, You may 
elect to continue such benefits for up to 18 months, if: 

a. You were not terminated due to gross misconduct; 
and 

b. You are not entitled to Medicare. 

The continuation: 

a. may cover You and any other qualified continuee; 
and 

b. is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 

If a qualified continuee is determined to be disabled 
under Title II or Title XVI of the United States Social 
Security Act on the date his or her group health benefits 
would otherwise end due to Your termination of employ-
ment or reduction of work hours, You may elect to extend 
Your 18 month continuation period above for up to an extra 
11 months. 

To elect the extra 11 months of continuation, the quali-
fied continuee must give the Employer written proof of 
Social Security's determination of his or her disability before 
the earlier of: 
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a. the end of the 18 month continuation period; and 
b. 60 days after the date the qualified continuee is 

determined to be disabled. 

If, during this extra 11 month continuation period, the 
qualified continuee is determined to be no longer disabled 
under the Social Security Act, he or she must notify the 
Employer within 30 days of such determination, and contin-
uation will end, as explained in the When Continuation 
Ends section. 

An additional 50% of the total premium charge also may 
be required from the qualified continuee by the Employer 
during this extra 11 month continuation period. 

If An Employee Dies While Insured 

If You die while insured, any qualified continuee whose 
group health benefits would otherwise end may elect to 
continue such benefits. The continuation can last for up to 
36 months, subject to the When Continuation Ends section. 

If An Employee's Marriage Ends 

If Your marriage ends due to legal divorce or legal 
separation, any qualified continuee whose group health 
benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 

If A Dependent Loses Eligibility 

If a Dependent child's group health benefits end due to 
his or her loss of dependent eligibility as defined in the 
Policy, other than Your coverage ending, he or she may 
elect to continue such benefits. However, such Dependent 
child must be a qualified continuee. The continuation can 
last for up to 36 months, subject to When Continuation 
Ends. 

Concurrent Continuations 

If a Dependent elects to continue his or her group 
benefits due to Your termination of employment or reduc-
tion of work hours, the Dependent may elect to extend his 
or her 18 month continuation period to up to 36 months, if 
during the 18 month continuation period, either: 

a. the Dependent becomes eligible for 36 months of 
group health benefits due to any of the reasons 
stated above; or 

b. You become entitled to Medicare. 

The 36 month continuation period starts on the date the 
18 month continuation period started, and the two continua-
tion periods will be deemed to have run concurrently. 

The Qualified Continuee's Responsibilities 

DEPT. OF INSURANCE 

A person eligible for continuation under this section must 
notify the Employer, in writing, of: 

a. the legal divorce or legal separation of the Employ- '0 
ee from his or her spouse; or 

b. the loss of dependent eligibility, as defined in the 
Policy, of an insured Dependent child. 

Such notice must be given to the Employer within 60 days 
of either of these events. 

The Employer's Responsibilities 

The Employer must notify the qualified continuee, in 
writing, of: 

a. his right to· continue the Policy's group health 
benefits; 

b. the monthly premium he or she must pay to contin-
ue such benefits; and 

c. the times and manner in which such monthly pay-
ments must be made. 

Such written notice must be given to the qualified conti-
nuee within 14 days of: 

a. the date a qualified continuee's group health bene-
fits would otherwise end due to Your death or 
Your termination of employment or reduction of 
work hours; or -J 

b. the date a qualified continuee notifies the Employ-
er, in writing, of Your legal divorce or legal separa-
tion from Your spouse, or the loss of dependent 
eligibility of an insured Dependent child. 

The Employer's Liability 

The Employer will be liable for the qualified continuee's 
continued group health benefits to the same extent as, and 
in place of [Carrier], if: 

a. The Employer fails to remit a qualified continuee's 
timely premium payment to [Carrier] on time, 
thereby causing the qualified continuee's continued 
group health benefits to end; or 

b. The Employer fails to notify the qualified continuee 
of his or her continuation rights, as described 
above. 

Election of Continuation 

To continue his or her group health benefits, the qualified 
continuee must give the Employer written notice that he or 
she elects to continue. This must be done within 60 days of 
the date a qualified continuee receives notice of his or her 
continuation rights from the Employer as described above. 
And the qualified continuee must pay the first month's 
premium in a timely manner. 
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The subsequent premiums must be paid to the Employer, 
by the qualified continuee, in advance, at the times and in 
the manner specified by the Employer. No further notice 

. / of when premiums are due will be given. 

The monthly premium will be the total rate which would 
have been charged for the group health benefits had the 
qualified continuee stayed insured under the Policy on a 
regular basis. It includes any amount that would have been 
paid by the Employer. Except as explained in the Extra 
Continuation for Disabled Qualified Continuees section, an 
additional charge of two percent of the total premium 
charge may also be required by the Employer. 

If the qualified continuee fails to give the Employer 
notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his 
or her continuation rights. 

Grace in Payment of Premiums 

A qualified continuee's premium payment is timely if, 
with respect to the first payment after the qualified conti-
nuee elects to continue, such payment is made no later than 
45 days after such election. In all other cases, such premi-
um payment is timely if it is made within 31 days of the 
specified date. 

When Continuation Ends 

A qualified continuee's continued group health benefits 
end on the first of the following: 

a. with respect to continuation upon the employee's 
termination of employment or reduction of work 
hours, the end of the 18 month period which starts 
on the date the group health benefits would other-
wise end; 

b. with respect to a disabled qualified continuee who 
has elected an additional 11 months of continua-
tion, the earlier of: 

• the end of the 29 month period which starts on the 
date the group health benefits would otherwise 
end; or 

• the first day of the month which coincides with or 
next follows the date which is 30 days after the 
date on which a final determination is made that a 
disabled qualified continuee is no longer disabled 
under Title II or Title XVI of the United States 
Social Security Act; 

c. with respect to continuation upon Your death, 
Your legal divorce or legal separation, or the end of 
an insured Dependent's eligibility, the end of the 36 
month period which starts on the date the group 
health benefits would otherwise end; 

d. with respect to a Dependent whose continuation is 
extended due to Your entitlement to Medicare, the 
end of the 36 month period which starts on the 
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date the group health benefits would otherwise 
end; 

e. the date the Policy ends; 
f. the end of the period for which the last premium 

payment is made; 
g. the date he or she becomes covered under any 

other group health plan which contains no limita-
tion or exclusion with respect to any Pre-Existing 
Condition of the qualified continuee; 

h. the date he or she becomes entitled to Medicare. 

A divorced spouse whose continued health benefits end as 
described abov~ may elect to convert some of these benefits 
to an individual insurance policy. Read this [certificate's] 
Conversion Rights for Divorced Spouses section for details. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If an Employee's Group Benefits End 

If Your health coverage ends due to termination of 
employment for a reason other than for cause, or reduction 
of work hours to below 25 hours per week, You may elect to 
continue such benefits for up to 12 months, subject to the 
When Continuation Ends section. At Your option, You 
may elect to continue health coverage for any of Your then 
insured Dependents whose coverage would otherwise end at 
this time. In order to continue health coverage for Your 
Dependents, You must elect to continue health coverage for 
Yourself. 

What the Employee Must Do 

To continue Your health coverage, You must send a 
written request to the Employer within 30 days of the date 
of termination of employment or reduction of work hours. 
You must also pay the first month's premium. The first 
premium payment must be made within 30 days of the date 
You elect continuation. 

You must pay the subsequent premiums to the Employer, 
in advance, at the times and in the manner [Carrier] speci-
fies. 

The monthly premium will be the total rate which would 
have been charged for the small group benefits had You 
stayed insured under the Policy on a regular basis. It 
includes any amount that Your Employer would have paid. 
And an additional charge of 2% of the total premium may 
be charged for the continued coverage. 

If You fail to give the Employer notice that You elect to 
continue, or fail to make any premium payment in a timely 
manner, You waive Your continuation rights. All premium 
payments, except the first, will be considered timely if they 
are made within 31 days of the specified due dates. 

The Continued Coverage 
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Your continued coverage will be identical to the coverage 
You had when covered under the Policy on a regular basis. 
Any modifications made under the Policy will apply to 
similarly situated continuees. [Carrier] does not ask for 
proof of insurability in order for You to continue. 

When Continuation Ends 

A Covered Person's continued health coverage ends on 
the first of the following: 

a. the date which is 12 months from the date the small 
group benefits would otherwise end; 

b. the date the Covered Person becomes eligible for 
Medicare; 

c. the end of the period for which the last premium 
payment is made; 

d. the date the Covered Person becomes covered 
under another group health benefits plan which 
contains no limitation or exclusion with respect to 
any Pre-Existing Condition of the Covered Person; 

e. with respect to a Covered Person who becomes 
covered under another group health benefits plan 
which contains a limitation or exclusion with re-
spect to a Pre-Existing Condition of the Covered 
Person, the date such limitation or exclusion ends; 

f. the date the Employer no longer provides any 
health benefit plans for any of the Employer's Em-
ployees or their eligible Dependents; or 

g. with respect to a Dependent, the date he or she is 
no longer an eligible Dependent as defined in the 
Policy. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CON-
TINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 

If You are Totally Disabled and Your group health 
benefits end because Your active employment or member-
ship in an eligible class ends due to that disability, You can 
elect to continue Your group health benefits. But You 
must have been insured by the Policy for at least three 
months immediately prior to the date Your group health 
benefits ends. The continuation can cover You, and at 
Your option, Your then insured Dependents. 

How And When To Continue Coverage 

To continue group health benefits, You must give Your 
Employer written notice that You elect to continue such 
benefits. And You must pay the first month's premium. 
This must be done within 31 days of the date Your coverage 
under the Policy would otherwise end. 

DEPT. OF INSURANCE 

Subsequent premiums must be paid to the Employer 
monthly, in advance, at the times and in the manner speci-
fied by the Employer. The monthly premium You must pay 
will be the total rate charged for an active Full-Time '------,1 

Employee, insured under the Policy on a regular basis, on 
the date each payment is due. It includes any amount 
which would have been paid by the Employer. 

[Carrier] will consider Your failure to give notice or to 
pay any required premium as a waiver of Your continuation 
rights. 

If the Employer fails, after the timely receipt of Your 
payment, to pay [Carrier) on Your behalf, thereby causing 
Your coverage to end; then such Employer will be liable for 
Your benefits, to the same extent as, and in place of, 
[Carrier]. 

When This Continuation Ends 

These continued group health benefits end on the first of 
the following: 

a. the end of the period for which the last payment is 
made, if You stop paying; 

b. the date the Covered Person becomes employed 
and eligible or covered for similar benefits by an-
other group plan, whether it be an insured or 
uninsured plan; 

c. the date the Policy ends or is amended to end for 
the class of Employees to which You belonged; or ·"--./ 

d. with respect to a Dependent, the date he or she 
stops being an eligible Dependent as defined in the 
Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS DURING A FAMILY LEAVE OF 
ABSENCE 

Important Notice 

This section may not apply to Your Employer's Policy. 
You must contact Your Employer to find out if: 

• Your Employer must allow for a leave of absence 
under Federal law in which case; 

• the section applies to You. 

If An Employee's Group Health Coverage Ends 

Group health coverage may end for You because You 
cease Full-Time work due to an approved leave of absence. 
Such leave of absence must have been granted to allow You 
to care for a sick family member or after the birth or 
adoption of a child. If so, Your group health benefits 
insurance will be continued. Dependents' insurance may 
also be continued. You will be required to pay the same 
share of premium as before the leave of absence. 

When Continuation Ends 
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Insurance may continue until the earliest of: 

a. the date You return to Full~ Time work; 
,. _"/ b. the end of a total leave period of 12 weeks in any 

12 month period; 
c. the date on which Your coverage would have ended 

had You not been on leave; or 
d. the end of the period for which the premium has 

been paid. 

A DEPENDENT'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS 

If You die, any of Your Dependents who were insured 
under the Policy may elect to continue coverage. Subject to 
the payment of the required premium, coverage may be 
continued until the earlier of: 

a. 180 days following the date of Your death; or 
b. the date the Dependent is no longer eligible under 

the terms of the Policy. 

CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE ENDS 

If Your marriage ends by legal divorce or annulment, the 
group health benefits for Your former spouse ends. The 
former spouse may convert to an individual major medical 
policy during the conversion period. The former spouse 

, "'!P may insure under his or her individual policy any of his or 
her Dependent children who were insured under the Policy 
on the date the group health benefits ends. See exceptions 
below. 

Exceptions 

No former spouse may use this conversion right: 

a. if he or she is eligible for Medicare; or 
b. if it would cause him or her to be overinsured. 

This may happen if the spouse is covered or eligible for 
coverage providing similar benefits provided by any other 
plan, insured or not insured. [Carrier] will determine if 
overinsurance exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the date 
group health benefits ends. The former spouse must apply 
for the individual policy in writing and pay the first premium 
for such policy during the conversion period. Evidence of 
insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the major medical 
benefits that [Carrier] is required to offer in the state where 
the Employer is located. 
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The individual policy will take effect on the day after 
group health benefits under the Policy ends. 

After group health benefits under the Policy ends, the 
former spouse and any children covered under the individu-
al policy may still be paid benefits under the Policy. If so, 
benefits to be paid under the individual policy will be 
reduced by the amount paid under the Policy. 

EFFECT OF INTERACTION WITH A HEALTH MAINTE-
NANCE ORGANIZATION PLAN 

HEALTH MAINTENANCE ORGANIZATION 
("HMO") means a prepaid alternative health care delivery 
system. 

A Policyholder may offer its Employees HMO member-
ship in lieu of the group health benefits insurance provided 
by the Policy. If the Employer does, the following provi-
sions apply. 

IF AN INSURED EMPLOYEE ELECTS HMO MEMBER-
SHIP 

Date Group Health Benefits Insurance Ends 

Insurance for You and Your Dependents will end on the 
date You become an HMO member. 

Benefits After Group Health Benefits Insurance Ends 

When You become an HMO member, the Extended 
Health Benefits section of this [certificate] will not apply to 
You and Your Dependents. 

Exception: 

IF, on the date membership takes effect, the HMO does 
not provide benefits due to: 

• an HMO waiting period 
• an HMO Pre-Existing Conditions limit, or 
• a confinement in a Hospital not affiliated with the 

HMO 

AND the HMO provides benefits for total disability when 
membership ends 

THEN group health benefits will be paid until the first of 
the following occurs: 

• 90 days expire from the date membership takes effect 
• the HMO's waiting period ends 
• the HMO's Pre-Existing Conditions limit expires, or 
• hospitalization ends. 

IF AN HMO MEMBER ELECTS GROUP HEAL TH BENE-
FITS INSURANCE PROVIDED BY THE POLICY 

Date Transfer To Such Insurance Takes Effect 
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Each Employee who is an HMO member may transfer to 
such insurance by written request. If You elect to do so, 
any Dependents who are HMO members must also be 
included in such request. The date such persons are to be 
insured depends on when and why the transfer request is 
made. 

request made during an open enrollment period 

[Carrier] and the Policyholder will agree when this period 
will be. If You request insurance during this period, You 
and Your Dependents will be insured on the date such 
period ends. 

If You request insurance because membership ends for 
these reasons, the date You and Your Dependents are to be 
insured depends on the date the request is made. 

If it is made: 

• on or before the date membership ends, they will be 
insured on the date such membership ends 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
You and Your Dependents will be Late Enrollees. 

request made because an HMO becomes insolvent 

If You request insurance because membership ends for 
this reason, the date You and Your Dependents are to be 
insured depends on the date the request is made. 

If it is made: 

• within 31 days after the date membership ends, they 
will be insured on the date the request is made 

• more than 31 days after the date membership ends, 
You and Your Dependents will be Late Enrollees. 

request made at any other time 

You may request insurance at any time other than that 
described above. In this case, You and Your Dependents 
will be Late Enrollees. 

Other Provisions Affected By A Transfer 

If a person makes a transfer, the following provisions, if 
required by the Policy for such insurance, will not apply on 
the transfer date: 

• an Actively at Work requirement 
• non-confinement, or similar requirement 
• a waiting period, or 
• Pre-Existing Conditions provisions. 

Charges not covered 

DEPT. OF INSURANCE 

Charges incurred before a person becomes insured will be 
considered Non-Covered Charges. 

Maximum benefit 

The total amount of benefits to be paid for each person 
will be the maximum benefit specified in the Policy, regard-
less of any interruption in such person's insurance under the 
Policy. 

Right to change premium rates 

[Carrier] has the right to change premium rates when, in 
its opinion, its liability under the Policy is changed by 
interaction with an HMO plan. 

COORDINATION OF BENEFITS 

Purpose Of This Provision 

A Covered Person may be covered for health expense 
benefits by more than one plan. For instance, he or she 
may be covered by the Policy as an Employee and by 
another plan as a Dependent of his or her spouse. If he or 
she is, the provision allows [Carrier] to coordinate what 
[Carrier] pays with what another plan pays. [Carrier] does 
this so the Covered Person does not collect more in benefits 
than he or she incurs in charges. 

DEFINITIONS 

"Plan" means any of the following that provide health 
expense benefits or services: 

a. group or blanket insurance plans; 
b. group hospital or surgical plans, or other service or 

prepayment plans on a group basis; 
c. union welfare plans, Employer plan, Employee ben-

efits plans, trusteed labor and management plans, 
or other plans for members of a group; 

d. programs or coverages required by law; or 
e. Medicare or other government programs which 

[Carrier] is allowed to coordinate with by law. 

"Plan" does not include: 

a. Medicaid or any other government program or 
coverage which [Carrier] is not allowed to coordi-
nate with by law; 

b. school accident type coverages written on either a 
blanket, group, or franchise basis; 

c. any group or group-type hospital indemnity bene-
fits; 

d. Supplemental Limited Benefits Insurance; nor 
e. any plan [Carrier] says [Carrier] supplements, as 

named in the Schedule. 

"This plan" means the part of [Carrier's] group plan 
subject to this provision. 
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"Member" means the person who receives a certificate or 
other proof of coverage from a plan that covers him or her 
for health expense benefits. 

'"Dependent" means a person who is covered by a plan 
for health expense benefits, but not as a member. 

"Allowable expense" means any necessary, reasonable, 
and usual item of expense for health care incurred by a 
member or Dependent under either this plan or any other 
plan. When a plan provides service instead of cash pay-
ment, [Carrier] views the reasonable cash value of each 
service as an allowable expense and as a benefit paid. 
[Carrier] also views items of expense covered by another 
plan as an allowable expense, whether or not a claim is filed 
under that plan. 

The amount of reduction in benefits resulting from a 
member's or Dependent's failure to comply with provisions 
of a primary plan is not considered an allowable expense if 
such reduction in benefits is less than or equal to the 
reduction that would have been made under the terms of 
this Plan if this Plan had been primary. Examples of such 
provisions are those related to second surgical opinions, 
precertification of admissions or services, and preferred 
provider arrangements. This does not apply where a pri-
mary plan is a health maintenance organization (HMO) and 
the member or Dependent elects to have health services 
provided outside the HMO. A primary plan is described 
below. 

"Claim determination period" means a Calendar Year in 
which a member or Dependent is covered by this plan and 
at least one other plan and incurs one or more allowable 
expense under such plans. 

How This Provision Works 

[Carrier] applies provision when a member Qr Dependent 
is covered by more than one plan. When this happens 
[Carrier] will consider each plan separately when coordinat-
ing payments. 

In order to apply this provision, one of the plans is called 
the primary plan. All other plans are called secondary 
plans. The primary plan pays first, ignoring all other plans. 
The secondary plans then pay the remaining unpaid allow-
able expenses, but no plan pays more than it would have 
without this provision. 

If a plan has no coordination prov1s1on, rt rs primary. 
But, during any claim determination period, when this plan 
and at least one other plan have coordination provisions, the 
rules that govern which plan pays first are as follows: 

a. A plan that covers a person as a member pays first; 
the plan that covers a person as a Dependent pays 
second. 

b. A plan that covers a person as an active Employee 
or as a Dependent of such Employee pays first. A 
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plan that covers a person as a laid-off or retired 
Employee or as a Dependent of such Employee 
pays second. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then b. will 
not apply. 

c. Except for Dependent children of separated or 
divorced parents, the following governs which plan 
pays first when the person is a Dependent of a 
member: 

A plan that covers a Dependent of a member whose 
birthday falls earliest in the Calendar Year pays first. The 
plan that covers a Dependent of a member whose birthday 
falls later in the Calendar Year pays second. The member's 
year of birth is ignored. 

But, if the plan that [Carrier] is coordinating with does 
not have a similar provision for such persons, then c. will 
not apply and the other plan's coordination provision will 
determine the order of benefits. 

d. For a Dependent child of separated or divorced 
parents, the following governs which plan pays first 
when the person is a Dependent of a member. 

• When a court order makes one parent financially 
responsible for the health care expenses of the 
Dependent child, then that parent's plan pays first. 

• If there is no such court order, then the plan of the 
natural parent with custody pays before the plan of 
the stepparent with custody; and 

• The plan of the stepp::irent with custody pays be-
fore the plan of the natural parent without custo-
dy. 

If rules a, b, c and d do not determine which plan pays 
first, the plan that has covered the person for the longer 
time pays first. 

If, when [Carrier] applies this prov1s1on, [Carrier] pays 
less than [Carrier] would otherwise pay, [Carrier] applies 
only that reduced amount against payment limits of this 
plan. 

[Carrier's] Right To Certain Information 

In order to coordinate benefits, [Carrier] needs certain 
information. You must supply [Carrier] with as much of 
that information as You can. But if You cannot give 
[Carrier] all the information [Carrier] needs, [Carrier] has 
the right to get this information from any source. And if 
another insurer needs information to apply its coordination 
provision, [Carrier] has the right to give that insurer such 
information. If [Carrier] gives or gets information under 
this section [Carrier] cannot be held liable for such action. 

When payment that should have been made by this plan 
has been made by another plan, [Carrier] has the right to 
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repay that plan. If [Carrier] does so, [Carrier] is no longer 
liable for that amount. And if [Carrier] pays out more than 
[Carrier] should have, [Carrier] has the right to recover the 
excess payment. 

Small Claims Waiver 

[Carrier] does not coordinate payments on claims of less 
than $50.00. But if, during any claim determination period, 
more allowable expenses are incurred that raise the claim 
above $50.00 [Carrier] will count the entire amount of the 
claim when [Carrier] coordinates. 

BENEFITS FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a person's benefits 
under the Policy when expenses are incurred as a result of 
an automobile related injury. 

Definitions 

"Automobile Related Injury" means bodily Injury sus-
tained by a Covered Person as a result of an accident: 

a. while occupying, entering, leaving or using an auto-
mobile; 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, rea-
sonable and customary item of expense covered at least in 
part as an eligible e :pense by: 

a. the Policy; 

b. PIP; or 
c. OSAIC. 

"Eligible Expense" means that portion of expense in-
curred for treatment of an Injury which is covered under the 
Policy without application of Cash Deductibles and Co-
Payments, if any or Co-Insurance. 

"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 provid-
ed 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 

DEPT. OF INSURANCE 

The Policy provides secondary coverage to PIP unless 
health coverage has been elected as primary coverage by or 
for the Covered Person under the Policy. 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 poli-
cy. The Policy may be primary for one Covered Person, but 
not for another if the person has separate automobile 
policies and have made different selections regarding prima-
cy of health coverage. 

The Policy is secondary to OSAIC, unless the OSAIC 
contains provisions which make it secondary or excess to the 
policyholder's plan. In that case the Policy will be primary. 

If there is a dispute as to which policy is primary, the 
Policy will pay benefits as if it were primary. 

Benefits the Policy will pay if it is primary to PIP or 
OSAIC. 

If the Policy is primary to PIP or OSAIC it will pay 
benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OF BENEFITS sec-
tion of the Policy will apply if: 

• the covered Person is insured under more than one 
insurance plan; and 

• such insurance plans are primary to automobile in-
surance coverage. 

Benefits the Policy will pay if it is secondary to PIP or 
OSAIC. 

If the Policy is secondary to PIP or OSAIC the actual 
benefits payable will be the lesser of: 

a. the allowable expenses left uncovered after PIP or 
SAIC has provided coverage after applying Cash 
Deductibles and Co-Payments, or 

b. the benefits that would have been paid if the Policy 
had been primary. 

Medicare 

If the Policy supplements coverage under Medicare it can 
be primary to automobile insurance only to the extent that 
Medicare is primary to automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply 
to Your Employer's Policy. You must contact Your Em-
ployer to find out if Your Employer is subject to Medicare 
as Secondary Payor rules. 

If Your Employer is subject to such rules, this Medicare 
as Secondary Payor section applies to You. 
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If Your Employer is NOT subject to such rules, this 
Medicare as Secondary Payor section does not apply to 
You, in which case, Medicare will be the primary health 
plan and the Policy will be the secondary health plan for 
Covered Persons who are eligible for Medicare. 

The following provisions explain how the Policy's group 
health benefits interact with the benefits available under 
Medicare as Secondary Payor rules. A Covered Person 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 dis-
abled provided by Title XVII of the United States 
Social Security Act, as amended from time to time. 

b. A Covered Person 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 Covered Person 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 Cov-
ered Person's Covered Charge first, ignoring what 
the Covered Person's "secondary" plan pays. A 
"secondary" health plan then pays the remaining 
unpaid allowable expenses. See the Coordination 
of Benefits section for a definition of "allowable 
expense". 

[ ct. "We" means Carrier.] 

MEDICARE ELIGIBILITY BY REASON OF AGE 

Applicability 

This section applies to You or Your insured spouse who 
is eligible for Medicare by reason of age. 

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

This section does not apply to: 

a. a Covered Person, other than an Employee or 
insured spouse 

b. an Employee or insured spouse who is under age 
65, or 

c. a Covered Person who is eligible for Medicare 
solely on the basis of End Stage Renal Disease. 

When An Employee or Insured Spouse Becomes Eligible 
For Medicare 
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When an Employee or insured 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 the Policy 
as his or her primary health plan. If he or she does, 
Medicare will be his or her secondary health plan. See the 
When The Policy is Primary section below, for details. 

Option (B)-The Medicare eligible may choose Medicare 
as his or her primary health plan. If he or she does, group 
health benefits under the Policy 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, 
[Carrier] will pay benefits as if he or she had chosen Option 
(A). 

When the Policy is primary 

When a Medicare eligible chooses the Policy as his or her 
primary health plan, if he or she incurs a Covered Charge 
for which benefits are payable under both the Policy and 
Medicare, the Policy is considered primary. The Policy pays 
first, ignoring Medicare. Medicare is considered the sec-
ondary plan. 

When Medicare is primary 

If a Medicare eligible chooses Meciicare as his or her 
primary health plan, he or she will no longer be covered for 
such benefits by the Policy. Coverage under the Policy 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 the Policy as his or her primary health plan. 

MEDICARE ELIGIBILITY BY REASON OF DISABILITY 

Applicability 

This section applies to a Covered Person who is: 

a. under age 65; 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; or 

b. a Covered Person who is eligible for Medicare 
solely on the basis of End Stage Renal Disease. 

When a Covered Person Becomes Eligible For Medicare 
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When a Covered Person becomes eligible for Medicare by 
reason of disability. Medicare is the primary plan. The 
Policy 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. 
If he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE 
RENAL DISEASE 

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 of ESRD, for a period of up to 18 
consecutive months, if he or she incurs a charge for the 
treatment of ESRD for which benefits are payable under 
both the Policy and Medicare, the Policy is considered 
primary. The Policy pays first, ignoring Medicare. Medi-
care is considered the secondary plan. 

This 18 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 an 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 18 month period described above ends, if an 
ESRD Medicare eligible incurs a charge for which benefits 
are payable under both the Policy and Medicare, Medicare 
is the primary plan. The 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. If 
he or she is not, he or she must meet the Medicare 
Alternate Deductible shown in the Schedule. 

RIGHT TO RECOVERY-THIRD PARTY LIABILITY 

As used in this section: 

"Covered Person" means an Employee or Dependent, 
including the legal representative of a minor or incompe-
tent, insured by the Policy. 

DEPT. OF INSURANCE 

.. Reasonable pro-rata Expenses" arc 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 [Carrier], the 
Employer or the Covered Person. 

If a Covered Person makes a claim to [Carrier] for 
benefits under the Policy prior to receiving payment from a 
third party or its insurer, the Covered Person must agree, in 
writing, to repay [Carrier] from any amount of money they 
receive from the third party, or its insurer for an Illness or 
Injury. 

[Carrier] shall require the return of health benefits paid 
for an Illness or 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. 

[Carrier] will only require such payment when the 
amounts received through such settlement, judgment or 
otherwise, are specifically identified as amounts paid for 
health benefits for which [Carrier] has paid benefits. 

The repayment will be equal to the amount of benefits '---.___.,,/ 
paid by [Carrier]. However, the Covered Person may deduct 
the reasonable pro-rata expenses, incurred in effecting the 
third party payment from the repayment to [Carrier]. 

The repayment agreement will be binding upon the Cov-
ered 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. 

[Carrier] will not pay any benefits under the Policy 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 Injury, resulting from the 
negligence, intentional act, or no-fault tort liability of a third 
party. 

STATEMENT OF ERISA RIGHTS 

As a participant, an Employee is entitled to certain rights 
and protection under the Employee Retirement Income 
Security Act of 1974 (ERISA). ERISA provides that all 
plan participants shall be entitled to: 
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a. Examine, with charge, all plan documents, including 
insurance contracts, collective bargaining agree-
ments and copies of all documents filed by the plan 
with the U.S. Department of Labor, such as de-
tailed annual reports and plan descriptions. The 
document may be examined at the Plan Adminis-
trator's office and at other specified locations such 
as worksites and union halls. 

b. Obtain copies of all plan documents and other plan 
information upon written request to the Plan Ad-
ministrator. who may make a reasonable charge for 
the copies. 

c. Receive a summary of the plan's annual financial 
report from the Plan Administrator (if such a re-
port is required). 

In addition to creating rights for plan participants, ERISA 
imposes duties upon the people called "Fiduciaries", who 
are responsible for the operation of the Employee benefits 
plan. They have a duty to operate the plan prudently and 
in the interest of plan participants and beneficiaries. An 
Employer may not fire the Employee or otherwise discrimi-
nate against him or her in any way to prevent him or her 
from obtaining a welfare benefit or exercising his or her 
rights under ERISA. If an Employees' claim for welfare 
benefits is denied in whole or in part, he or she must receive 
a written explanation of the reason for the denial. The 
Employee has the right to have his or her claim reviewed 
and reconsidered. 

Under ERISA, there are steps an Employee can take to 
enforce the above rights. For instance, the Employee may 
file suit in a federal court if he or she requests materials 
from the plan and does not receive them within 30 days. 
The court may require the Plan Administrator to provide 
the materials and pay the Employee, up to $100.00 a day 
until he or she receives them (unless the materials were not 
sent because of reasons beyond the administrator's control). 
If his or her claim for benefit is denied in whole or in part, 
or ignored, he or she may file suit in a state or federal court. 
If plan fiduciaries misuse the plan's money, or discriminate 
against him or her for asserting his or her rights, he or she 
may seek assistance from the U.S. Department of Labor, or 
file suit in a federal court. If he or she is successful, the 
court may order the person the Employee has sued to pay 
court costs and legal fees. If he or she loses, the court may 
order him or her to pay, for example, if it finds his or her 
claim is frivolous. If the Employee has any question about 
his or her plan, he or she should contact the Plan Adminis-
trator. If he or she has any questions about this statement 
or about his or her rights under ERISA he or she should 
contact the nearest Area Office of the U.S. Labor--Manage-
ment Services Administration, Department of Labor. 

CLAIMS PROCEDURE 

Claim forms and instructions for filing claims may be 
obtained from the Plan Administrator. Completed claim 
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forms and any other required material should be returned to 
the Plan Administrator for submission to [Carrier]. 

[Carrier) is the Claims Fiduciary with discretionary au-
thority to determine eligibility for benefits and to construe 
the terms of the plan with respect to claims. 

In addition to the basic claim procedure explained in the 
Employee's certificate, [ Carrier] will also observe the proce-
dures listed below. All notifications from [Carrier] will be 
in writing. 

a. If a claim is wholly or partially denied, the claimant 
will be notified of the decision within 45 days after 
[Carrier] received the claim. 

b. If special circumstances require an extension of time 
for processing the claim, written notice of the exten-
sion shall be furnished to the claimant prior to the 
termination of the initial 90-day period. In no event 
shall such extension exceed a period of 90 days from 
the end of such initial period. The extension notice 
shall indicate the special circumstances requiring an 
extension of time and the date by which [Carrier] 
expects to render the final decision. 

c. If a claim is denied, [Carrier] will provide the Plan 
Administrator, for delivery to the claimant, a notice 
that will set forth: 

• the specific reason(s) the claim is denied; 
• specific references to the pertinent plan provision on 

which the denial is based; 
• a description of any additional material or informa-

tion needed to make the claim valid, and an explana-
tion of why the material or information is needed; 

• and explanation of the plan's claim review procedure. 

A claimant must file a request for review of a denied 
claim within 60 days after receipt of written notification of 
denial of a claim. 

d. [Carrier] will notify the claimant of its decision within 
60 days of receipt of the request for review. If 
special circumstances require an extension of time for 
processing, [Carrier] will render a decision as soon as 
possible, but no later than 120 days after receiving the 
request. [Carrier] will notify the claimant about the 
extension. 

The above procedures are required under the provisions 
of ERISA. 

New Rule. R.1994 d.47, effective December 22, 1993. 
Sec: ~5 NJ.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R. I 994 d.498, effective September 2, 1994. 
See: 2(, N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 

EXHIBIT X 
PART 1 

EXPLANATION OF BRACKETS-CERTIFICATE FORMS 

(PLANS A, B, C, D, E) 

21-285 Supp. W-16-95 
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All text which is enclosed in brackets [ ] is variable. 
Such text may generally be categorized in four ways. 

I. Some areas of variability are self-explanatory. Exam-
ples include: [Carrier], [Policyholder], and [ABC]. 

2. Some areas of variability are noted with brief explana-
tions within the text. Examples include: use of Plan-
holder, PPO, and POS text. 

3. Some areas of variability are intended to allow for 
flexibility in terms of a carrier's administrative prac-
tices. 

4. Some areas of variability are subject to range·s and 
parameters specified in statute and/or regulation. 

Areas of variability which may require clarification and 
explanation as to use, are explained below. The order of 
the list is consistent with the order of appearance in the 
certificate forms. 

1. The face page text may be modified to be consistent 
with a Carrier's methods of certificate personalization. 
The certificate level data that is illustrated on the face 
page may appear on a separate schedule or sticker, or 
may be incorporated in the body of the certificate. 
Carriers may also elect to issue no-name certificates. 

2. The term "certificate" may be replaced with certifi-
cate booklet, certificate of insurance, employee book-
let, booklet certificate, evidence of coverage, or simi-
lar titles used to identify the document provided to 
employees insured under an employer's group policy. 

3. Variable amounts appearing in the Schedule of Insur-
ance may be included on the Schedule, or specified 
on the face page, sticker, or separate schedule, as 
discussed above. 

4. The Payment of Premiums-Grace Period section of 
the General Provisions may be omitted from the 
certificate, at the option of the Carrier. 

5. Dividend text which appears both on the Face Page 
and in the General Provisions should only be included 
by Carriers that could pay dividends. At the option 
of the carrier, such text may be omitted from the 
certificate. 

6. The Notice of Loss provision of the Claims Provisions 
may be omitted at the option of the Carrier. 

7. The Payment of Claims provision of the Claims Provi-
sions should include the second or third sentence of 
the last paragraph, as appropriate. 

8. The definition of Reasonable and Customary should 
only include a reference to the negotiated fee sched-
ule if the Carrier is offering the plan using a Pre-
ferred Provider Option or a Point of Service delivery 
system. 

9. The Definition of "You, Your and Yours" may be 
omitted. If omitted, refrrences throughout the text 
to You, Your and Yours should be replaced with 
Employee terminology. 

DEPT. OF INSURANCE 

10. The Waiting Period provision of the Employee Cov-
erage provision may be omitted or included at the 
option of the Employer. If included. the period may 
not exceed 6 months and must satisfy the require-
ments of regulation. 

11. The date Employee and Dependent coverage ends 
may vary to accommodate Employer and/or Carrier 
administration practices. For example, coverage 
may end immediately or may end at the end of the 
month following a termination event. 

12. The Utilization Review Features provisions may be 
omitted in their entirety, or only one section, the 
Required Hospital Stay Review or the Required 
Pre-Surgical Review section may be omitted. If any 
portion of Utilization Review Features is to be 
included, either the text must conform to the text of 
the standard form, except that the penalty for non-
compliance may be adjusted to reflect a different 
percentage, or to utilize a dollar penalty; or the text 
must be submitted to the Board and the Department 
of Insurance for review and approval prior to use, as 
specified in regulation. 

13. The Alternate Treatment Features provisions may 
be omitted. Carrier may administratively provide 
for such provisions. If included in the policy, the 
text must conform to the text of the standard form. 

14. The Centers of Excellence Features provisions may 
be omitted. If included in the poiicy, the text must 
conform to the text of the standard form. 

(RIDERS) 

All text which is enclosed in brackets [ ] is variable. 

Some areas of variability are self-explanatory. Examples 
include: [Carrier], [XYZ], and [ABC]. 

Some areas of variability are noted with brief explanations 
on the text. 

An example is the rider closure. 

The Co-Payment amounts in the Mental and Nervous 
Conditions and Substance Abuse rider may vary to be 
consistent with any other Co-Payment amounts allowed for 
HMO plans. 

The Appeals Procedure in the Mental and Nervous Con-
ditions and Substance Abuse rider may vary to conform to a 
carrier's and/or health care review organization's procedure. 

New Rule, R. I 994 u.4 7, effective December 22, l 993. 
See: 25 N.J.R. 50!7(a). 26 N.J.R. 400(a). 

EXHIBIT X 

PART 2 

EXPLANATION OF BRACKETS (HMO PLAN) 

Supp. 10-16-95 21-286 



/ 
e" 

" ,/ 

S!\IALL EMPLOYER HEALTH BENEFITS PROGRAM 

All text which is enclosed in brackets [ ] is variable. 
Such text may generally be categorized in four ways. 

a. 

b. 

C. 

d. 

Some areas of variability are self-explanatory. Exam-
ples include: [Carrier], [Contract Holder], and 
[ABC]. 
Some areas of variability are noted with brief explana-
tions within the text. 
Some areas of variability are intended to allow for 
flexibility in terms of a carrier's administrative prac-
tices. 
Some areas of variability are subject to ranges and 
parameters specified in statute and/or regulation. 

Areas of variability, which may require clarification and 
explanation as to use, are explained below. The order of 
the list is consistent with the order of appearance in Evi-
dence of Coverage forms. 

1. The face page text may be modified to be consistent 
with a Carrier's methods of Evidence of Coverage 
personalization. The data reflected on the face page 
may appear on a separate schedule or sticker, or may 
be incorporated in the body of the document. Carri-
ers may also elect to use a no-name Evidence of 
Coverage. 

2. 

3. 

4. 

5. 

6. 

7. 
8. 

The term ''Evidence of Coverage" may be replaced 
with another similar term to adapt to a carrier's 
typical practice of providing employees with proof of 
coverage documents. 
Co-Payments may be elected by the Employer, sub-
ject to the availability specified in regulation. 
Actively At Work requirement can be deleted. Fed-
erally Qualified HMOs cannot apply Active Work 
Requirements. 
The Pre-Existing Condition exclusion can be deleted. 
Federally Qualified HMOs cannot apply the Pre-
Existing Condition Exclusion. 
0B/GYNs can be considered Primary Care Physi-
cians. 
Eligible class references can be removed. 
The Waiting Period provision of the Employee Cover-
age Provision may be omitted or included at the 
option of the Employer. If included, the period may 
not exceed 6 months and must satisfy the require-
ments of regulation. 

9. The date Employee ,rnd Dependent coverage ends 
may vary to accommodate Employer and/or Carrier 
administration practices. For example, coverage may 
end immediately or may end at the end of the month 
following a termination event. 

10. Small Claims Waiver can be deleted. 
11. Transfer of Primary Care Physician can occur ac-

cording to Carrier administration. 

New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(;1), 26 N.J.R. 400(a). 
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EXHIBIT Y 

l Carrier] HMO PLAN 

SMALL GROUP HEALTH MAI"ITENANCE 
ORGANIZATION 

EVIDENCE OF COVERAGE 

[[Carrier] certifies that the Employee named below is 
entitled to Covered Services and Supplies described in this 
Evidence of Coverage, as of the effective date shown below, 
subject to the eligibility and effective date requirements of 
the Contract.] 

[The Contract is an agreement between [Carrier] and the 
Contract Holder. This Evidence of Coverage is a summary 
of the Contract Provisions that affect Your Coverage. All 
Covered Services and Supplies and Non-Covered Services 
and Supplies are subject to the terms of the Contract.] 

CONTRACT HOLDER: 
GROUP CONTRACT NUM-

BER: 
[EMPLOYEE: 
[CERTIFICATE NUMBER: 
EFFECTIVE DATE OF EVI-

DENCE OF COVERAGE: 
[COVERED CLASSES: 

[ABC Company] 

[G-12345] 
[John Doe)] 
[ C-123456)) 

[January 1, 1994] 

[All Employees of the Contract Holder (and its Associated 
Companies) who permanently reside in the Service Area and 
are eligible or covered under the Group Care Health Plan.)] 
SERVICE AREA: [The State of New Jersey] 
AFFILIATED COMPANIES: [DEF Company] 
COST OF THE COVERAGE: 

[The coverage in this Evidence of Coverage is Contributory 
Coverage. You will be informed of the amount of Your 
contribution when You enroll.) 
[HM O's Address: [ 400 Main Street 

Chester, New Jersey 00000]] 

This Evidence of Coverage replaces any older Evidence of 
Coverage issued to You for the Group Health Care Plan. 

[Secretary President] 
TABLE OF CONTENTS 

Section Page 
I. SCHEDULE OF SERVICES ......... . 

II. DEFINITIONS ............................... . 
ITT. ELIGIBILITY ....................... . 
IV. COVERED SERVICES AND SUPPLIES ..... . 
V. NON-COVERED SERVICES AND SUPPLIES 

VI. GRIEVANCE PROCEDURE . . . " . . . . . . . 
VII. COORDINATION OF BENEFITS AND SER-

VICES .................................. . 
VIII. MEMBER GENERAL PROVISIONS .......... . 

IX. CONTINUATION PROVISIONS ..... . 
X. RIGlIT OF RECOVERY .......... " ..... " .... . 

XI. EFFECT OF MEDICARE ON THE COVER-
AGE ................................ " 

21-287 Supp. 10-16-95 
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I. SCHEDULE OF SERVICES 

THE SERVICES OR SUPPLIES COVERED ARE 
SUBJECT TO ALL COPAYMENTS [AND COINSUR-
ANCE] AND ARE DETERMINED PER CALENDAR 
YEAR PER MEMBER, UNLESS OTHERWISE STAT-
ED. MAXIMUMS ONLY APPLY TO THE SPECIFIC 
SERVICES PROVIDED. 

[SERVICES 

HOSPITAL SERVICES: 
INPATIENT 

OUTPATIENT 
DOCTOR SERVICES RE-
CEIVED AT A HOSPITAL: 

INPATIENT 
OUTPATIENT 

EMERGENCY ROOM 

OUTPATIENT SURGERY 
HOME HEALTH CARE 
HOSPICE SERVICES 
MATERNITY (PRE-NATAL 
CARE) 

MENTAL NERVOUS CONDI-
TIONS AND SUBSTANCE 
ABUSE: 

OUTPATIENT 

INPATIENT 

PODlATRIC 

PRE-ADMISSION TESTING 
PRESCRIPTION DRUG 

PRIMARY CARE PHYSICIAN 
[OR CARE MANAGER] 
SERVICES 
PRIMARY CARE SERVICLS 
RLHABILITATION SERVICES 

SECOND SURGICAL OPINION 
SPECIALIST SERVICES 
SKILLED NURSING CENTER 
THERAPY SERVICES 
DIAGNOSTIC SER VICES 
(OUTPATIENT) 

COPA YMENTS [/COINSUR-
ANCE]: 

$150 Copayment/day for a maxi-
mum of 5 days/admission. Maxi-
mum Copayment $1,500/Calendar 
Year. Unlimited days. 
$15 Copayment/visit 

None 
$15 Copayment/visi t; no Copay-
ment if any other Copayment ap-
plies. 
$50 Copayment/visit/Member 
(credited toward Inpatient Admis-
sion if Admission occurs within 24 
hours as a result of the same or 
related Illness or Injury for which 
the person visited the Emergency 
Room) 
$15 Copayment/visit. 
Unlimited days, if preapproved. 
Unlimited days, if preapproved. 

$25 Copayment for initial visit 
only. 

$15 Copayment/visit maximum 20 
visits/Calendar Year. 
$150 Copayment/day for a maxi-
mum of 5 days per admission. 
Maximum Copayment $1,500/Cal-
endar Year. 
Maximum of 30 days inpatient 
care/Calendar Year. One I npa-
ticn t day may be exchanged for 
two Outpatient visits. 
S15 Copayment/visit (excludes 
Routine Foot Care). 
$15 Copayment/visit. 
50% Coinsurance l May be substi-
tuted by Carrier with $15 Copay-
mcnt.j 
$ I 5 Copayment/visit. 

S 15 Copayment/visit. 
Subject lO the Inpatient Hospital 
Services Copayment above. The 
Copayment docs not apply if Ad-
mission is immediately preceded 
by a I lospital Inpatient Stay. 
$15 Copaymcn(/visit. 
$15 Copayment/visit. 
Unlimited days, if prcapproved. 
$15 Copayment/visit. 
S 15 Copayment/visit. 

DEPT. OF INSURANCE 

NOTE: NO SERVICES OR SUPPLIES WILL BE PRO-
VIDED IF A MEMBER FAILS TO OBTAIN PRE-AU-
THORIZATION OF CARE THROUGH HIS OR HER ''-__ / 
PRIMARY CARE PHYSICIAN. READ THE ENTIRE 
EVIDENCE OF COVERAGE CAREFULLY BEFORE 
OBTAINING MEDICAL CARE, SERVICES OR SUP-
PLIES. 

REFER TO THE SECTION OF THIS EVIDENCE OF 
COVERAGE CALLED "NON-COVERED SERVICES 
AND SUPPLIES" TO SEE WHAT THE SERVICES AND 
SUPPLIES ARE FOR WHICH A MEMBER IS NOT 
ELIGIBLE. 

II. DEFINITIONS 

The words shown below have specific meanings when 
used in this Evidence of Coverage. Please read these 
definitions carefully. Throughout the Evidence of Cover-
age, these defined terms appear with their initial letters 
capitalized. They will help Members understand what ser-
vices are provided under the Group Health Care Plan. 

[ACTIVELY AT WORK or ACTIVE WORK. Performing, 
doing, participating or similarly functioning in a manner 
usual for the task for full pay, at the Employer's place of 
business, or at any other place that the Employer's business 
requires You to go.] 

ALCOHOL ABUSE. Abuse of or addiction to alcohol. 

AMBULANCE. A certified transportation vehicle for trans-
porting Ill or Injured people that contains all life-saving 
equipment and staff as required by applicable state and 
local law. 

AFFILIATED COMPANY. A corporation or other business 
entity affiliated with the Contract Holder through common 
ownership of stock or assets. 

BOARD. The Board of Directors of the New Jersey Small 
Employer Health Program. 

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.] 

[COINSURANCE. The percentage of Covered Services or 
Supplies that must be paid by a Member. Coinsurance does 
not include Copayments.J 

CONTRACT. The contract, including the application and 
any riders, amendments or endorsements, between the Em-
ployer and [Carrier] which defines the terms and conditions 
under which the [Carrier] agrees [to provide or arrange] 
health care for the Employer's Employees [or members]. 

Supp. 10-16-95 21-288 
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CONTRACT HOLDER. Employer or organization which 
purchased the Contract. 

COPAYMENT. A specified dollar amount which Member 
must pay for certain Covered Services or Supplies. 

COVERED SERVICES OR SUPPLIES. The types of ser-
vices and supplies described in the "'Covered Services and 
Supplies" section of this Evidence of Coverage. 

Read the entire Evidence of Coverage 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 a Member meet his or her 
routine daily needs; or 

(b) can be furnished by someone who has no professional 
health care training or skills. 

DEPENDENT. 

Your: 

a. legal spouse; 
b. unmarried Dependent child who is under age 19; and 
c. unmarried Dependent child from age 19 until his or 

her 23rd birthday, who is enrolled as a full-time 
student at an accredited school. We can require 
periodic proof of a Dependent child's status as a full-
time student. 

Under certain circumstances, an incapacitated child is also 
a Dependent, See the Eligibility section. 

Your "unmarried Dependent child" includes Your legally 
adopted child, Your step-child if such step-child depends on 
You for most of his or her support and maintenance and 
children under a court appointed guardianship. 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. 

A Dependent is not a person who is on active duty in any 
armed force. 

Dependent is not a person who is covered by the Group 
Health Care Plan as an Employee. 

At Our discretion, We can require proof that a person 
meets the definition of a Dependent. 

DEPENDENT'S ELIGIBILITY DATE. 

The later of: 

a. Your Employee Eligibility Date; or 
b. the date the person first becomes a Dependent. 
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DIAGNOSTIC SERVICES. Procedures ordered by a recog-
nized Provider because of specific symptoms to diagnose a 
specific condition or disease. Some examples include, but 
arc not limited to: 

(a) radiology, ultrasound, and nuclear medicine; 
(b) laboratory and pathology; and 
(c) EKG's, EEG's, and other electronic diagnostic tests. 

DISCRETION. Our sole right to make a decision or 
determination. 

DURABLE MEDICAL EQUIPMENT. Equipment We De-
termine to be: 

(a) designed and able to withstand repeated use: 
(b) used primarily and customarily for a medical purpose; 
( c) is generally not useful to a Member in the absence of 

an Illness or Injury; and 
( 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. 

Among other things, Durable Medical Equipment does 
not include: adjustments made to vehicles, air conditioners. 
air purifiers, humidifiers, dehumidifiers, elevators, ramps, 
stair glides, Emergency Alert equipment, handrails, heat 
appliances, improvements made to a Member's home or 
place of business, waterbeds, whirlpool baths, exercise and 
massage equipment. 

EFFECTIVE DATE. The date on which coverage begins 
under the Group Health Care Plan for a Member. 

EMPLOYEE. A Full-Time Employee (25 hours per week) 
of the Employer. Employees who work on a temporary or 
substitute basis or who are participating in an employee 
welfare arrangement established pursuant to a collect ivc 
bargaining agreement are not considered to be Employees 
for the purpose of this Group Health Care Plan. Partners, 
Proprietors, and independent contractors will be treated like 
Employees, if they meet all of the Group Health Care Plan's 
conditions of eligibility. 

EMPLOYEE ELIGIBILITY DATE. 

a. the date of employment; or 
b. the clay after any applicable waiting period ends. 

EMPLOYER. [ABC Company). 

EXPERIMENTAL OR INVESTIGATIONAL. 

Services or supplies which We Determine are: 

(a) not of proven benefit for the particular diagnosis or 
treatment of a Member's particular condition: or 

21-289 Supp. 10-16-9" 
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(b) not generally recognized by the medical community as 
effective or appropriate for the particular diagnosis or 
treatment of a Member's particular condition; or 

( c) provided or performed in special settings for research 
purposes or under a controlled environment or clini-
cal 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 a Member's 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 a Mem-
ber's 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 suffi-
cient. Once FDA approval has been granted for a 
particular diagnosis or condition, use of the medical 
device, drug or biological product for another diagno-
sis or condition will require that one or more of the 
following established reference compendia: 

I. The American Medical Association Drug Evalua-
tions; 

II. The American Hospital Formulary Service Drug 
Information; or 

III. 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. 

DEPT. OF INSURANCE 

In any event, any drug which the Food and Drug Admin-
istration has determined to be contraindicated for the spe-
cific treatment for which the drug has been prescribed will 
be considered Experimental or Investigational. 

2. conclusive evidence from the published peer-reviewed 
medical literature must exist that the technology has a 
definite positive effect on health outcomes; such 
evidence must include well-designed investigations 
that have been reproduced by nonaffiliated authorita-
tive sources, with measurable results, backed up by 
the positive endorsements of national medical bodies 
or panels regarding scientific 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 outweigh 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 appropriate 
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 possi-
ble in standard conditions of medical practice, outside 
clinical investigatory settings. 

FULL-TIME. A normal work week of 25 or more hours. 
Work must be at the Employer's regular place of business or 
at another place to which an Employee must travel to 
perform his or her regular duties for his or her full and 
normal work hours. 

HEALTH BENEFITS PLAN. Any hospital and medical 
expense insurance policy or certificate; health, hospital, or 
medical service corporation contract or certificate; or health 
maintenance organization subscriber contract or certificate 
delivered or issued for delivery in New Jersey by any carrier 
to a Small Employer group pursuant to section 3 of P.L. 
1992, c.162 (C. 17B:27A-19). Health Benefits Plan ex-
cludes the following plans, policies, or contracts: accident 
only, credit, disability, long term care, coverage for Medi-
care services pursuant to a contract with the United States 
government, Medicare supplement, dental only, or vision 
only, insurance issued as a supplement to liability insurance, 
coverage arising out of a workers' compensation or similar 
law, hospital confinement or other Supplemental Limited 
Benefit Insurance coverage, automobile medical payment 
insurance, or personal injury protection coverage issued 
pursuant to P.L. 1972, c.70 (C. 39:6A-1 et seq.). 

[HEALTH CARE CENTER OR HEALTH CENTER. A 
place operated by or on behalf of an HIV.:O where [Network] 
[Participating] Providers provide Covered Services and Sup-
plies to Members.] 
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GROUP HEALTH CARE PLA!\I. The plan of health care 
coverage described in this Evidence of Coverage which a 
Contract Holder is providing for its Employees [ or mem-
bers]. 

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. 

HOME HEALTH AGENCY. A Provider which provides 
Skilled Nursing Care for Ill or Injured people in their home 
under a home health care program designed to eliminate 
Hospital stays. It must be licensed by the state in which it 
operates, or it must 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 Injured people who are 
terminally injured. It must carry out its stated purpose 
under all relevant state and local laws, and it must either: 

(a) be approved for its stated purpose by Medicare; or 
(b) be accredited for its stated purpose by either the Joint 

Commission or the National Hospice Organization. 

HOSPITAL. A facility which mainly provides Inpatient 
care for Ill or Injured people. It must carry out its stated 
purpose under all relevant state and local laws, and it must 
either: 

(a) be accredited as a hospital by the Joint Commission; 
or 

(b) be approved as a hospital by Medicare. 

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 substance abusers is 
not a Hospital. 

ILLNESS. A sickness or disease suffered by a Member. A 
Mental and Nervous Condition is not an Jllness. 

INITIAL DEPENpENT. Those eligible Dependents You 
have at the time You first become eligible for Employee 
coverage. If at the time You do not have any eligible 
Dependents. but later acquire them, the first eligible Depen-
dents You acquire are Your Initial Dependents. 

INJURY. Damage to a Member's body due to accident, 
and all complications arising from that damage. 

INPATIENT. Member if 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 Facilities. 
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LATE ENROLLEE. An eligible Employee or Dependent 
who requests enrollment under the Group Health Care Plan 
more than (30] days after first becoming eligible. However, 
an eligible Employee or Dependent will not be considered a 
Late Enrollee under certain circumstances. See the Em-
ployee Coverage and Dependent Coverage sections appear-
ing on later pages. 

MEDICAL EMERGENCY. The sudden, unexpected onset, 
due to Illness or 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. Examples of 
Medical Emergencies include, but are not limited to, heart 
attacks, strokes, convulsions, serious burns, obvious bone 
fractures, wounds requiring sutures, poisoning, and loss of 
consciousness. 

A near-term delivery is not a Medical Emergency. 

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 or Injury; 

(b) provided for the diagnosis or the direct care and 
treatment of the condition, Illness or Injury; 

( c) in accordance with generally accepted medical prac-
tice; 

(d) not for a Member's convenience; 
( e) the most appropriate level of medical care that a 

Member needs; and 
(f) furnished within the framework of generally accepted 

methods of medical management currently used in the 
United States. 

In the instance of a Medical Emergency, the fact that a 
Non-participating Provider 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 United States 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 (includes Subscriber/covered Employee and cov-
ered Dependents, if any). 

MENTAL HEALTH CENTER. A facility that mainly pro-
vides treatment for people with mental health problems. It 
will be considered such a place if it carries out its stated 
purpose under all relevant state and local laws, and it is 
either: 
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(a) accredited for its stated purpose by the Joint Commis-
sion; 

(b) approved for its stated purpose by Medicare; or 
(c) accredited or licensed by the State of New Jersey to 

provide mental health services. 

MENTAL OR NERVOUS CONDITION. A condition 
which manifests symptoms which are primarily mental or 
nervous, regardless of any underlying physical cause. A 
Mental and Nervous Condition includes, but is not limited 
to, psychoses, neurotic and anxiety disorders, schizophrenic 
disorders, 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 and 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 [ directly or indirectly] with Us 
[ or Our associated medical groups] to provide Covered 
Services or Supplies. 

NEWLY ACQUIRED DEPENDENT. An eligible Depen-
dent You acquire after You already have coverage in force 
for Initial Dependents. 

NON-COVERED SERVICES. Services or supplies which 
are not included within Our definition of Covered Services 
or Supplies, are included in the list of Non-covered Services 
and Supplies, or which exceed any of the limitations shown 
in this Evidence of Coverage. 

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 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 
the Group Health Care Plan. 

OUTPATIENT. Member if registered at a Practitioner's 
office or recognized health care facility and not an Inpa-
tient; or services and supplies provided in such a setting. 

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. 

DEPT. OF INSURANCE 

PRACTITIONER. A medical practitioner who: 

(a) is properly licensed or certified to provide medical 
care under the laws of the state where the practitioner 
practices; and 

(b) provides medical services which are within the scope 
of the practitioner's license or certificate and which 
are covered by the Group Health Care Plan. 

[PRE-EXISTING CONDITION. An Illness or Injury or 
Mental or Nervous Condition which manifests itself in the 
six months before a Member's coverage under the Group 
Health Care Plan starts, and for which: 

(a) a Member sees a doctor, takes prescribed drugs, 
receives other medical care or treatment or had medi-
cal care or treatment recommended by a Practitioner 
in the six months before the Member's coverage 
starts; or 

(b) an ordinarily prudent person would have sought med-
ical advice, care or treatment in the six months before 
the person's coverage starts. 

A pregnancy which exists on the date a Member's cover-
age starts is also a Pre-Existing Condition. 

See the Non-Covered Services and Supplies section for 
details on how the Group Health Care Plan limits the 
services for Pre-Existing Conditions.] 0 
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 CARE PHYSICIAN (PCP). A [Network] [Par-
ticipating] Provider who is a doctor specializing in family 
practice, general practice, internal medicine, [ obstetrics/gy-
necology (for pre- and post-natal care, birth and treatment 
of the diseases and hygiene of females,] or pediatrics who 
supervises, coordinates, arranges and provides initial care 
and basic medical services to a Member; initiates a Mem-
ber's Referral for Specialist Services; and is responsible for 
maintaining continuity of patient care. 

PROVIDER. A recognized facility or practitioner of health 
care. 

REASONABLE AND CUSTOMARY. An amount that is 
not more than the usual or customary charge for the service 
or supply as We determined based on a standard approved 
by the Board. The Board will decide a standard for what is 
Reasonable and Customary under the Group Health Care 
Plan. The chosen standard is an amount which is most 
often charged for a given service by a Provider within the 
same geographic area. 
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REFERRAL. Specific direction or instruction from A 
Member's Primary Care Physician in conformance with Our 
policies and procednres that directs a Member to a facility 
or Provider for health care. 

REHABILITATION CENTER. A facility which mainly pro-
vides therapeutic and restorative services to Ill or Injured 
people. It must carry out its stated purpose under all 
relevant state and local laws, and it must either: 

(a) be accredited for its stated purpose by either the Joint 
Commission or the Commission on Accreditation for 
Rehabilitation Facilities; or 

(b) be approved for its stated purpose by Medicare. 

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, deratomas, kerato-
sis, onychauxis, onychocryptosis, tylomas or symptomatic 
complaints of the feet. Routine Foot Care also includes 
orthopedic shoes, foot orthotics and supportive devices for 
the foot. 

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 Injured 
people who do not need to be in a Hospital. It must carry 
out its stated purpose under all relevant state and local laws, 
and it must either: 

(a) be accredited for its stated purpose by the Joint 
Commission; or 

(b) be approved for its stated purpose by Medicare. 

SPECIALIST DOCTOR. A doctor who provides 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] [or obstetrics/gynecology (for routine pre- and 
post-natal care, birth and treatment of the diseases and 
hygiene of females)]. 

SUBSCRIBER. A person who meets all applicable eligibili-
ty requirements, enrolls hereunder by making application, 
and for whom premium has been received. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. 
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SUBSTANCE ABUSE CENTER. A facility that mainly 
provides treatment for people with Substance Abuse prob-
lems. It must carry out its stated purpose under all relevant 
state and local laws, and it must either: 

(a) be accredited for its stated purpose by the Joint 
Commission; or 

(b) be approved for its stated purpose by Medicare. 

SUPPLEMENTAL LIMITED BENEFIT INSURANCE. In-
surance that is provided in addition to a Health Benefits 
Plan on an indemnity non-expense incurred basis. 

SURGERY. 

(a) The performance of generally accepted operative and 
cutting procedures, including surgical diagnostic pro-
cedures, specialized instrumentations, endoscopic ex-
aminations, and other procedures; 

(b) the correction of fractures and dislocations; or 
( c) pre-operative and post-operative care. 

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, ultra-sound, 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 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. 
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Physical Therapy-The treatment by physical means to 
relieve pain. restore maximum function, and prevent disabil-
ity 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, Injury, congeni-
tal anomaly, or previous therapeutic processes. 

TOTAL DISABILITY OR TOTALLY DISABLED. Except 
as otherwise specified in this Evidence of Coverage, an 
Employee who, due to Illness or Injury, cannot perform any 
duty of his or her occupation or any occupation for which he 
or she is, or may be, suited by education, training and 
experience, and is not, in fact, engaged in any occupation 
for wage or profit. A Dependent is totally disabled if he or 
she cannot engage in the normal activities of a person in 
good health and of like age and sex. The Employee or 
Dependent must be under the regular care of a Practitioner. 

[WE, US, OUR. [Carrier]. 

YOU, YOUR AND YOURS. The Employee.] 

III. ELIGIBILITY 

EMPLOYEE COVERAGE 

Eligible Employees 

Subject to the Conditions of Eligibility set forth below, 
and to all of the other conditions of the Group Health Care 
Plan, all of the Contract Holder's Employees [who are in an 
eligible class] will be eligible if the Employees are Actively 
at Work Full-Time Employees. 

We will treat partners, proprietors and independent con-
tractors like Employees if they meet the Group Health Care 
Plan's Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 

[Carrier] will not cover You unless You are an Actively at 
Work Full-Time Employee. 

Enrollment Requirement 

DEPT. OF INSURANCE 

We will not cover You until You enroll and agree to 
make the required payments, if any. If You do this within 
[30] days of Your Employee Eligibility Date, coverage will 
start on the Your Employee Eligibility Date. 

If You enroll and agree to make the required payments, if 
any: 

a. more than [30] days after the Your Employee Eligibil-
ity Date; or 

b. after You previously had coverage which ended be-
cause You failed to make a required payment, 

We will consider You to be a Late Enrollee. Late 
Enrollees are subject to this Group Health Plan's Pre-
Existing Conditions limitation. 

However, if You initially waived coverage under the 
Group Health Care Plan, and You stated at that time that 
such waiver was because You were covered under another 
group plan, and You now elect to enroll under this Group 
Health Care Plan, We will not consider You to be a Late 
Enrollee, provided the coverage under the other plan ends 
due to one of the following events: 

a. termination of employment; 
b. divorce; 
c. death of Your spouse; or 
d. termination of the other plan's coverage. 

But, You must enroll under this Group Health Care Plan 
within 90 days of the date that any of the events described 
above occur. Coverage will take effect as of the date You 
become eligible. 

[The Waiting Period 

The Group Health Care Plan has the following waiting 
periods: 

Employees in an eligible class on the Effective Date, who 
have completed at least [6] months of continuous Full-Time 
service with the Employer by that date, are eligible for 
coverage under this Group Health Care Plan from the 
Effective Date. 

Employees in an Eligible Class on the Effective Date, who 
have not completed at least [ 6] months of continuous Full-
Time service with the Employer by that date, are eligible for 
coverage under the Group Health Care Plan from the day 
after Employees complete [6) months of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective 
Date are eligible for coverage under this Group Health 
Care Plan from the day after Employees complete [ 6 J 
months of continuous Full-Time service with the Employer.] 

Multiple Employment 
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l f You work for both the Contract Holder and a covered 
Affiliated Company, or for more than one covered Affiliat-
ed Company, We will treat You as if only one firm employs 
You. And You will not have multiple coverage under the 
Group Health Care Plan. 

When Employee Coverage Starts 

You must be Actively at Work. and working Your regular 
number of hours, on the date Your coverage is scheduled to 
start. And You must have met all the conditions of eiigibil-
ity which apply to You. If You are not Actively at Work on 
the scheduled Effective Date, [Carrier] will postpone the 
start of Your coverage until You return to Active Work. 

Sometimes, a scheduled Effective Date is not a regularly 
scheduled work day. But Your coverage will start on that 
date if You were Actively at Work, and working Your 
regular number of hours, on Your last regularly scheduled 
work day. 

You must elect to enroll and agree to make the required 
payments if any, within [30] days of the Employee Eligibility 
Date. If You do this within [30] days of the Employee 
Eligibility Date, Your coverage is scheduled to start on 
Your Employee Eligibility Date. Your Employee Eligibility 
Date is the scheduled Effective Date of Your coverage. 

When Employee Coverage Ends 

Your coverage under the Group Health Care Plan will 
end on the first of the following dates: 

a. You cease to be an Actively at Work Full-Time 
Employee for any reason. Such reasons include dis-
ability, death, retirement, lay-off, leave of absence, 
and the end of employment. 

b. You stop being an eligible Employee under the 
Group Health Care Plan. 

c. the date this Group Health Care Plan ends, [or is 
discontinued for a class of Employees to which You 
belong.] 

d. for which required payments are not made for You. 
e. You move Your permanent residence outside the 

Service Area. 

Also, You may have the right to continue certain group 
benefits for a limited time after Your coverage would 
otherwise end. This Evidence of Coverage's continuation 
provisions explain these situations. Read these provisions 
carefully. 

DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 

Your eligible Dependents are: 

a. Your legal spouse; 
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b. Your unmarried Dependent children who are under 
age 19; and 

c. Your unmarried Dependent children, from age 19 
until their 23rd birthday, who are enrolled as full-time 
students at accredited schools. Full-time students will 
be defined by the accredited school. We can require 
periodic proof of a Dependent child's status as a full-
time student. 

Adopted Children and Step-Children 

Your "unmarried Dependent children" include Your le-
gally adopted children, Your step-children if they depend on 
You for most of their support and maintenance and children 
under a court appointed guardianship. [Carrier] will treat a 
child as legally adopted from the time the child is placed in 
the home for the purpose of adoption. [Carrier] will treat 
such a child this way whether or not a final adoption order 
is ever issued. 

Eligible Dependents will not include any Dependent who 
is: 

a. covered by the Group Health Care Plan as an Em-
ployee or 

b. on active duty in the armed forces of any country. 

Incapacitated Children 

You may have an unmarried child with a mental or 
physical handicap, or developmental disability, who is incap-
able of earning a living. Subject to all of the terms of this 
section and the Group Health Care Plan, such a child may 
stay eligible for Dependent health benefits past this Group 
Health Care Plan's age limit. 

The child will stay eligible as long as the child stays 
unmarried and incapable of earning a living, if: 

a. the child's condition started before he or she reached 
this Group Health Care Plan's age limit; and 

b. the child depends on You for most of his or her 
support and maintenance. 

But, for the child to stay eligible, You must send Us 
written proof that the child is handicapped and depends on 
You for most support and maintenance. You have 31 days 
from the date the child reaches the age limit to do this. We 
can ask for periodic proof that the child's condition contin-
ues. But, after two years, We cannot ask for this more than 
once a year. 

The child's coverage ends when Yours does. 

Enrollment Requirement 

You must enroll Your eligible Dependents in order for 
them to be covered under the Group Health Care Plan. 
[Carrier] considers an eligible Dependent to be a Late 
Enrollee, if You: 
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a. enroll a Dependent more than [30] days after the 
Dependent's Eligibility Date; 

b. in the case of a Newly Acquired Dependent, other 
than the first newborn child, have other eligible De-
pendents who You have not elected to enroll; or 

c. in the case of a Newly Acquired Dependent, have 
other eligible Dependents whose coverage previously 
ended because You failed to make the required con-
tributions, or otherwise chose to end such coverage. 

Late Enrollees are subject to this Group Health Care 
Plan's Pre-Existing Conditions limitations section, if any 
applies. 

If Your dependent coverage ends for any reason, includ-
ing failure to make the required payments, Your Depen-
dents will be considered Late Enrollees when their coverage 
begins again. 

However, if You previously waived coverage for Your 
spouse or eligible Dependent children under the Group 
Health Care Plan and stated at that time that such waiver 
was because they were covered under another group plan, 
and You now elect to enroll them in this Group Health 
Care Plan, the Dependent will not be considered a Late 
Enrollee, provided the Dependent's coverage under the 
other plan ends due to one of the following events: 

a. termination of employment; 

b. divorce; 

c. death of Your spouse; or 

d. termination of the other plan's coverage. 

But, Your spouse or eligible Dependent children must be 
enrolled by You within 90 days of the date that any of the 
events described above occur. Coverage will take effect as 
of the date one of the above events occurs. 

And, [Carrier] will not consider Your spouse or eligible 
Dependent children for which You initially waived coverage 
under the Group Health Care Plan, to be a Late Enrollee, 
if: 

a. You are under legal obligation to provide coverage 
due to a court order; and 

b. Your spouse or eligible Dependent children are en-
rolled by You within 30 days of the issuance of the 
court order. 

Coverage will take effect as of the date required pursuant 
to a court order. 

When Dependent Coverage Starts 

DEPT. OF INSURANCE 

In order for Your dependent coverage to begin You must 
already be covered for Employee coverage or enroll for 
Employee and Oependent coverage at the same time. Sub- "-..~ 
ject to the exception stated below and to all of the terms of 
the Group Health Care Plan, the date Your dependent 
coverage starts depends on when You elect to enroll Your 
Initial Dependents. 

If You do this within [30] days of the Dependent's 
Eligibility Date, the Dependent's Coverage is scheduled to 
start on the later of: 

a. the Dependent's Eligibility Date, or 
b. the date You become covered for Employee cover-

age. 

If You do this more than [30] days after the Dependent's 
Eligibility Date, We will consider the Dependent a Late 
Enrollee, the coverage is scheduled to start on the later of: 

a. the date You sign the enrollment form; or 
b. the date You become covered for Employee cover-

age. 

Once You have dependent coverage for Initial Depen-
dents, You must notify Us of a Newly Acquired Dependent 
within the [30] days after the Dependent's Eligibility Date. 
If You do not, the Newly Acquired Dependent is a Late 
Enrollee. 

A Newly Acquired Dependent will be covered from the 
later of: 

a. the date You notify [Carrier], or 
b. the Dependent's Eligibility Date for the Newly Ac-

quired Dependent. 

Exception: If a Dependent, other than a newborn child, is 
confined to a Hospital or other health care facility; or is 
home confined on the date Your Dependent health cover-
age would otherwise start, [Carrier] will postpone the Effec-
tive Date of such coverage until the later of: the day after 
the Dependent's discharge from such facility; until home 
confinement ends. 

Newborn Children 

We wil! cover Your newborn child for 31 days from the 
date of birth. Coverage may be continued beyond such 31 
day period as stated below: 

a. If You are already covered for Dependent child cov-
erage on the date the child is born, coverage automat-
ically continues beyond the initial 31 days[, provided 
the premium required for Dependent child coverage 
continues to be paid.] 

b. If You are not covered for Dependent child coverage 
on the date the child is born, You must: 

• make written request to enroll the newborn child. 
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If the request is not made within such 31 day period, the 
newborn child will be a Late Enrollee. 

When Dependent Coverage Ends: 

A Dependent's coverage under the Group Health Care 
Plan will end on the first of the following dates: 

a. Your coverage ends; 
b. the date the Group Health Care Plan ends; 
c. the date Dependent coverage is dropped from the 

Group Health Care Plan for all Employees eligible for 
such coverage; 

d. at 12:01 a.m. on the date the Dependent stops being 
an eligible Dependent. 

Read this Evidence of Coverage carefully if Dependent 
coverage ends for any reason. Dependents may have the 
right to continue certain group benefits for a limited time. 
And divorced spouses have the right to replace certain 
group benefits with converted contracts. 

TERMINATION FOR CAUSE 

If any of the following conditions exist, We may give 
written notice to the Member that the person is no longer 
covered under the Group Health Care Plan: 

(1) Untenable Relationship: After reasonable efforts, We 
J and/or [Participating] Providers are unable to establish and 

maintain a satisfactory relationship with the Member or the 
Member fails to abide by our rules and regulations, or the 
Member acts in a manner which is verbally or physically 
abusive. 

(2) Misuse of Identification Card: The Member permits 
any other person who is not authorized by Us to use any 
identification card We issue to the Member. 

(3) Furnishing Incorrect or Incomplete Information: The 
Member furnishes incorrect or incomplete information in a 
statement made for the purpose of effecting coverage under 
the Group Health Care Plan. This condition is subject to 
the provisions of the section Incontestability of Coverage. 

(4) Nonpayment: The Member fails to pay any Copay-
ment [or Coinsurance] or to make any reimbursement to Us 
required under the Group Health Care Plan. 

( 5) Misconduct: The Member abuses the system, includ-
ing, but not limited to: theft, damage to [Our] [Participating 
Provider's] property, forgery of drug prescriptions, and con-
sistent failure to keep scheduled appointments. 

(6) Failure to Cooperate: The Member fails to assist Us 
in coordinating benefits as described in the Coordination of 
Benefits and Services Section. 

If We give. the Member such written notice: 
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(a) that person will cease to be a Member for the cover-
age under the Group Health Care Plan immediately if 
termination is occurring due to Misuse of Identification 
Card (2 above) or Misconduct (5 above), otherwise, on the 
date 31 days after such written notice is given by Us; and 

(b) no benefits will be provided to the Member under the 
coverage after that date. 

Any action by Us under these provisions is subject to 
review in accordance with the Grievance Procedures We 
establish. 

IV. COVERED SERVICES AND SUPPLIES 

Members are entitled to receive the benefits in the follow-
ing sections when Medically Necessary and Appropriate, 
subject to the payment by Members of applicable copay-
ments [ or co-insurance] as stated in the applicable Schedule 
of Services. 

(a) OUTPATIENT SERVICES. The following services 
are covered only at the Primary Care Physician's office [or 
Health Center] selected by a Member, or elsewhere upon 
prior written Referral by a Member's Primary Care Physi-
cian: 

1. Office visits during office hours, and during non-
office hours when Medically Necessary. 

2. Home visits by a Member's Primary Care Physician. 
3. Periodic health examinations to include: 

a. Well child care from birth including immunizations; 
b. Routine physical examinations, including eye exam-

inations; 
c. Routine gynecologic exams and related services; 
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 a Member's employment). 

4. Diagnostic Services. 
5. Casts and dressings. 
6. Ambulance Service when certified in writing as Medi-

cally Necessary by a Member's Primary Care Physi-
cian and approved in advance by Us. 

7. Infertility Services except where specifically excluded 
in this Evidence of Coverage. 

8. Prosthetic Devices when We arrange for them. 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 a 
Member's body, or be needed due to the functional 
birth defect in a covered Dependent Child. We do 
not provide for replacements (unless Medically Nec-
essary and Appropriate), repairs, wigs, or dental pros-
thetics or devices. 
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t). Durable :\1edkal Equipment when ordered by a 
Member's Primary Care Physician <1.nd arranged 
through Us. 

10. Prescription Drugs and insulin syringes and insulin 
needles when obtained through a Participating Pro-
vider. 

(b) SPECIALIST DOCTOR BENEFITS. The following 
Services are covered when rendered by a Participating Spe-
cialist Doctor at the doctor's office[, or Health Center,] or 
any other Participating Facility or a Participating Hospital 
outpatient department during office or business hours upon 
prior written referral by a Member's Primary Care Physi-
cian. Services include, but are not limited to, the following: 

1. Allergy ( except serum injections which are covered 
when administered by a Member's Primary Care Phy-
sician) 

2. Anesthesia 
3. Cardiology 

4. Endocrinology 
[5. Gynecology and Obstetrics] 
6. Internal Medicine 
7. Neurology 
8. Oncology 
9. Ophthalmology 
10. Oral Surgery (bone fractures, removal of tumors and 

orthodontogenic cysts or other approved surgical 
procedures by Us) 

11. Orthopedics 
12. Otolaryngology 
13. Pathology 
14. Pediatrics 
15. Podiatry 
16. Pulmonology 
17. Radiology ( except dental x-rays, unless related to 

Covered Services) 
18. Surgery 
19. Urology 

(c) INPATIENT HOSPICE, HOSPITAL, REHABILITA-
TION CENTER & SKILLED NURSING CENTER BENE-
FITS. The following Services are covered when hospital-
ized by a Participating Provider upon prior written referral 
from a Member's Primary Care Physician, only at Participat-
ing Hospitals and Participating Providers ( or at Non-partici-
pating facilities upon prior written authorization by Us); 
however, Participating Skilled Nursing Center Services and 
Supplies are limited to those which constitute Skilled Nurs-
ing Care and Hospice Services are subject to Our pre-
approval: 

1. Semi-private room and board accommodations 

2. Private accommodations [will be provided only when 
approved in advance by Us]. If a Member oc-.:upies a 
private room without such certification Member shall 
be directly liable to the Hospice, Hospital, Rehabilita-
tion Center or Skilled Nursing Center for the differ-
ence between payment by Us to the Hospice, Hospi-
tal, Rehabilitation Center or Skilled Nursing Center 
of the per diem or other agreed upon rate for semi-
private accommodation established between Us and 
the Participating Hospice, Participating Hospital, Par-
ticipating Rehabilitation Center or Participating 
Skilled Nursing Center and the private room rate. 

3. General nursing care 

4. Use of intensive or special care facilities 

5. X-ray examinations including CAT scans but not den-
tal x-rays 

6. Use of operating room and related facilities 

7. Magnetic resonance imaging "MRI" 

8. Drugs, medications, biologicals 

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 approved in advance 
by Us 

21. The following transplants: Cornea, Kidney, Lung, 
Liver, Heart and Pancreas 

22. Allogenic bone marrow transplants 

23. Autologous bone marrow transplants and associated 
high dose chemotherapy: only for treatment of Leu-
kemia, Lymphoma, Neuroblastoma, Aplastic Ane-
mia, Genetic Disorders (SCID and WISCOT Alld-
rich) and Breast Cancer, when approved in advance 
by Us, if the Member is participating in a National 
Cancer Institute sponsored clinical trial. 

(d) BENEFITS FOR SUBSTANCE ABUSE AND MEN-
TAL AND NERVOUS CONDITIONS. The following Ser-
vices are covered when rendered by a Participating Provider 
at Provider's office or at a Participating Substance Abuse 
Center I or Health Center] upon prior written referral by a "-_/ 
Member's Primary Care Physician. 
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l. Outpatient. Members are entitled to receive up to 
twenty (20) outpatient visits during any period of 365 
consecutive clavs. Benefits include diagnosis, medical, 
psychiatric and psychological treatment and medical 
referral services by a Member's· Primary Care Physi-
cian for the abuse of or addiction to drugs and 
Mental or Nervous Conditions. Payment for non-
medical ancillary services (such as vocational rehabili-
tation or employment counseling) is not provided, but 
information regarding appropriate agencies will be 
provided if available. Members are additionally eligi-
ble, upon referral by a Member's Primary Care Physi-
cian, 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. Members are entitled to 
receive up to thirty (30) days of inpatient care bene-
fits 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 services; (2) physician, psychologist, 
nurse, certified addictions counselor and trained staff 
services; (3) diagnostic x-ray; (4) psychiatric, psycho-
logical and medical laboratory testing; (5) drugs, 
medicines, equipment use and supplies. 

Chemical Dependency Admissions. Repeated detoxifica-
tion treatment for chronic Substance Abuse will not be 
covered unless in Our sole discretion it is determined that 
Members have been cooperative with an on-going treatment 
plan developed by a Participating Provider. Failure to 
comply with treatment shall constitute cause for non-cover-
age of Substance Abuse services. 

3. Court-ordered chemical dependency admissions are 
not covered unless Medically Necessary and Appro-
priate and only to the extent of the covered benefit as 
defined above. 

(e) EMERGENCY CARE BENEFITS-WITHIN AND 
OUTSIDE OUR SERVICE AREA. The following Services 
are covered without prior written referral by a Member's 
Primary Care Physician in the event of a Medical Emergen-
cy as determined by Us. 

1. A Member's Primary Care Physician 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 detrimental to a Member's health, 
Member shall call a Member's Primary Care Physi-
cian [or Health Center] [or Us] prior to seeking 
emergency treatment. 

2. We will cover the cost of emergency medical and 
hospital services performed within or outside our 
service area without a prior written referral only if: 

a. Our review determines that a Member's symptoms 
were severe and delay of treatment would have 
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been detrimental to a Member's health, the symp-
toms occurred suddenly, and Member sought im-
mediate medical attention. Conditions which re-
quire immediate treatment include, but are not 
limited to the following: 

1. heart attacks 
2. strokes 
3. convulsions 
4. serious burns 
5. obvious bone fractures 
6. wounds requiring sutures 
7. poisoning 
8. loss of consciousness 
A near-term delivery is not a Medical Emergency. 

b. The service rendered is provided as a Covered 
Service or Supply under the Group Health Care 
Plan and is not a service or supply which is normal-
ly treated on a non-emergency basis; and 

c. We and a Member's Primary Care Physician are 
notified within 48 hours of the emergency service 
and/or admission and We are furnished with written 
proof of the occurrence, nature and extent of the 
emergency services within 30 days. Member shall 
be responsible for payment for services received 
unless We determine that a Member's failure to do 
so was reasonable under the circumstances. In no 
event shall reimbursement be made until We re-
ceive proper written proof. 

3. In the event Members are hospitalized in a Non-
participating facility, coverage will only be provided 
until Members are medically able to travel or to be 
transported to a Participating facility. If Members 
elect to continue treatment with Non-participating 
Providers, We shall have no responsibility for pay-
ment beyond the date Members are determined to be 
medically able to be transported. 

In the event that transportation is Medically Necessary 
and Appropriate, We will cover the Reasonable and Cus-
tomary cost. Reimbursement may be subject to payment by 
Members of all Copayments which would have been re-
quired had similar benefits been provided upon prior writ-
ten referral to a Participating Provider. 

4. Coverage for emergency services includes only such 
treatment necessary to treat the Medical Emergency. 
Any elective procedures performed after Members 
have been admitted to a facility as the result of a 
Medical Emergency shall require prior written refer-
ral or Members shall be responsible for payment. 

5. The Copayment for an emergency room visit will be 
credited toward the Hospital Inpatient Copayment if 
Members are admitted as an Inpatient to the Hospital 
as a result of the Medical Emergency. 

(f) THERAPY SERVICES. The following Services are 
covered when rendered by a Participating Provider upon 
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prinr written referral bv a Member's Primary Care Physi-
cian. 

1. Speech Therapy, Physical Therapy, Occupational 
Therapy and Cognitive Therapies are covered for 
non-chronic conditions and acute Illnesses and Inju-
ries upon referral to a Participating Provider by a 
Member's Primary Care Physician. This benefit con-
sists of treatment for a 60 day period per incident of 
Illness or Injury, beginning with the first day of 
treatment, provided that a Member's Primary Care 
Physician certifies in writing that the treatment will 
result in a significant improvement of a Member's 
condition within this time period and treatment is 
approved in writing by Us. 

2. Chelation Therapy, Chemotherapy Treatment, Dialy-
sis Treatment, Infusion Therapy and Radiation Ther-
apy. 

(g) HOME HEALTH SERVICES. The following Ser-
vices are covered when rendered by a Participating Provider 
including, but not limited to, a Participating Home Health 
Agency as an alternative to hospitalization and are approved 
and coordinated in advance by Us upon the prior referral of 
a Member's Primary Care Physician. 

1. Skilled nursing services, provided by or under the 
supervision of a registered professional nurse. 

2. Services of a home health aide, under the supervision 
of a registered professional nurse, or if appropriate, a 
qualifieci speech or physical therapist. These benefits 
are covered only when the primary purpose of the 
Home Health Services rendered to Member is skilled 
in nature. 

3. l\1edical Social Services by or under the supervision of 
a qualified medical or psychiatric social worker, in 
conjunctioa with other Home Health Services, if the 
Primary Care Physician certifies that such services are 
essential for the effective treatment of a Member's 
medical condition. 

4. Therapy Services as set forth above. 

5. Hospice Care if Members are terminally ill with life 
expectancy of six months or less, as certified by the 
Member's Primary Care Physician, Services may in-
clude home and hospital visits by nurses and social 
workers: pain management and symptom control; 
instruction and supervision of family members, inpa-
tient care; counseling and emotional 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 a more cost 
effective setting in which to provide Medically Necessary 
and Appropriate care. 

DEPT. OF' INSURANCE 

V. NON-COVERED SERVICES AND SUPPLIES 

THE FOLLOWING ARE NOT COVERED SERVICES 
UNDER THE GROUP HEALTH CARE PLAN. "'-j 

Care or treatment by means of acupuncture except when 
used as a substitute for other forms of anesthesia. 

Services for ambulance for transportation from a Hospital 
or other health care Facility, unless Member is being trans-
ferred to another Inpatient health care Facility. 

[Broken Appointments.] 

Blood or blood plasma which is replaced by or for a 
Member. 

Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to cosmetic surgery, except as 
otherwise stated in this Evidence of Coverage, unless it is 
required as a result of an Illness or Injury sustained while 
covered under the Group Health Care Plan or to correct a 
functional defect resulting from a congenital abnormality or 
developmental anomaly; complications of cosmetic surgery; 
drugs prescribed for cosmetic purposes. 

Services related to custodial or domiciliary care. 

Dental care or treatment, including appliances, except as 
otherwise stated in this Evidence of Coverage. 

Services or supplies, the primary purpose of which is edu-
cational providing the Member with any of the following: 
training in the activities of daily living; instruction in scho-
lastic skills such as reading and writing; preparation for an 
occupation; or treatment for learning disabilities. 

Experimental or lnvestigational treatments, procedures, 
hospitalizations, drugs, biological products or medical de-
vices. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 

a. exams to determine the need for ( or changes of) 
eyeglasses or lenses of any type; 

b. eyeglasses or lenses of any type except initial replace-
ments for loss of the natural lens; or 

c. eye surgery such as radial keratotomy, when the pri-
mary purpose is to correct myopia (nearsightedness), 
hyperopia (farsightedness) or astigmation (blurring). 

Services or supplies provided by one of the following mem-
bers of Your family: spouse, child, parent, in-law, brother, 
sister or grandparent. 
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Care and/or treatment to enhance fertility using artificial 
and surgical procedures and drugs, including, but not limited 
to, in vitro fertilization, in vivo fertilization or gamete-
intrafallopian-transfer (GIFT); surrogate motherhood. 

Services or supplies related to Hearing aids and hearing 
examinations to determine the need for hearing aids or the 
need to adjust them. 

Services or supplies related to Herbal medicine. 

Care or treatment by means of high dose chemotherapy, 
except as otheiwise stated in the Evidence of Coverage. 

Services or supplies related to Hypnotism. 

Services or supplies because the Covered Person engaged, 
or tried to engage, in an illegal occupation or committed or 
tried to commit a felony. 

Illness or Injury, including a condition which is the result of 
disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits 
provided under workers' compensation, employer's liability, 
occupational disease or similar law. 

Local anesthesia charges billed separately if such charges 
are included in the fee for the Surgery. 

Membership costs for health clubs, weight loss clinics and 
similar programs. 

Services and supplies related to Marriage, career or finan• 
cial counseling, sex therapy or family therapy, and related 
services. 

Supplies related to Methadone maintenance. 

Any Non-Covered Service or Supply specifically limited or 
not covered elsewhere in this Evidence of Coverage, or 
which is not Medically Necessary and Appropriate. 

Non-prescription drugs or supplies, except insulin needles 
and insulin syringes. 

Services provided by a licensed pastoral counselor in the 
course of his or her normal duties as a religious official or 
practitioner. 

Personal convenience or comfort items including, but not 
limited to, such items as TV's, telephones, first aid kits, 
exercise equipment, air conditioners, humidifiers, saunas, 
hot tubs. 

f Pre-Existing Condition Limitations: We do not cover 
services for Prc~Existing Conditions until Members have 
been covered by this Group Health Care Plan for six 
months. See the "Definitions" section of this Evidence of 
Coverage for the definition of a Pre-Existing Condition. 
This limitation does not affect services or supplies for other 
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unrelated conditions, or birth defects in a covered Depen-
dent Child. And We waive this limitation for A Member's 
Pre-Existing Condition to the extent that if the condition 
was satisfied under another carrier's plan which covered 
Member right before the Member's coverage under this 
Group Health Care Plan started, i.e., there is no intervening 
lapse in coverage.] 

Any service provided without prior written Referral by the 
Member's Primary Care Physician except as specified in 
this Evidence of Coverage. 

In the event of a Medical Emergency, the amount of any 
charge which is greater than a Reasonable and Customary 
Charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a Member in any Facility for 
any period of time during which he or she was not physically 
present overnight in the Facility. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofeedback, patient-
controlled analgesia on an Outpatient basis, related diagnos-
tic testing, self-care and self-help training. 

Services or supplies: 

a. eligible for payment under either federal or state 
programs (except Medicaid). This provision applies 
whether or not the Member asserts his or her rights 
to obtain this coverage or payment for these services; 

b. for which a charge is not usually made, such as a 
Practitioner treating a professional or business associ-
ate, or services at a public health fair; 

c. for which a Member would not have been charged if 
he or she did not have health care coverage; 

d. provided by or in a Government Hospital unless the 
services are for treatment: 

• of a non-service Medical Emergency; or 
• by a Veterans' Administration Hospital of a non-

service related Illness or Injury. 

Smoking cessation aids of all kinds and the services of stop-
smoking providers. 

Sterilization reversal-services and supplies rendered for 
reversal of sterilization. 

Surgery, sex hormones, and related medical, psychological 
and psychiatric services to change a Member's sex; services 
and supplies arising from complications of sex transforma-
tion. 

Telephone consultations. 
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Transplants. except as otherwise listed in the Evidence of 
Coverage. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared 
or undeclared; police actions; services in the armed forces 
or units auxiliary thereto; or riots or insurrection. 

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 if 
such drug is used in connection with baldness. 

VI. GRIEVANCE PROCEDURE 

[Grievance Procedure: Variable by Carrier as approved 
by the State of New Jersey.] 

VII. COORDINATION OF BENEFITS AND SERVICES 

COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 

A Member may be covered for health benefits or services 
by more than one plan. For instance, he or she may be 
covered by this Group Health Care Plan as an Employee 
and by another plan as a Dependent of his or her spouse. 
If he or she is, this provision allows Us to coordinate what 
We arrange [or provide] with what another plan pays or 
provides. We do this so the Member does not collect more 
than he or she incurs in charges. 

DEFII\ITIONS 

"Plan" means any of the following that provide health 
expense benefits or services: 

a. group or blanket insurance plans; 
b. group hospital or surgical plans, or other service or 

prepayment plans on a group basis; 
c. union welfare plans, Employer plan, Employee bene-

fits plans. trusteed labor and management plans, or 
other plans for members of a group; 

d. programs or coverages required by law; 
e. Medicare or other government programs which We 

are allowed to coordinate with by law. 

"Plan" does not include: 

a. Medicaid or any other government program or cover-
age v,hich [Carrier] is not allowed to coordinate with 
by law; 
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b. school accident type coverages written on either a 
blanket, group, or franchise basis; 

c. group or group-type hospital indemnity benefits; -J 
d. Supplemental Limited Benefits Insurance coverages; 

nor 
e. any plan We say We supplement. 

"This plan" means the part of Our group plan subject to 
this provision. 

"Subscriber", as used below, means the person who re-
ceives a certificate or other proof of coverage from a plan 
that covers him or her for health benefits or services. 

"Dependent" means a person who is covered by a plan 
for health benefits or services, but not as a Subscriber. 

"Allowable expense" means any necessary, reasonable, 
and usual item of expense or service for health care incurred 
by a Subscriber or Dependent under either this Group 
Health Care Plan or any other plan. When a plan provides 
service instead of cash payment, We view the reasonable 
cash value of each service as an allowable expense and as a 
benefit paid. We also view items of expense covered by 
another plan as an allowable expense, whether or not a 
claim is filed under that plan. 

The amount of reduction in benefits resulting from a 
Subscriber's or Dependent's failure to comply with provi-
sions of a primary plan is not considered an allowable ) 
expense if such reduction in benefits is less than or equal to '"----' 
the reduction that would have been made under the terms 
of this Plan if this Plan had been primary. Examples of 
such provisions are those related to second surgical opin-
ions, precertification of admissions or services, and pre-
ferred provider arrangements. This does not apply where a 
primary plan is a health maintenance organization (HMO) 
and the Subscriber or Dependent elects to have health 
services provided outside the HMO. A primary plan is 
described below. 

"Claim determination period" means a Calendar Year in 
which a Subscriber or Dependent is covered by this plan and 
at least one other plan and incurs one or more ailowable 
expense(s) under such plans. 

How This Provision Works 

We apply this provision when a Subscriber or Dependent 
is covered by more than one plan. When this happens We 
will consider each plan separately when coordinating pay-
ments. 

In order to apply this provision, one of the plans is called 
the primary plan. All other plans are called secondary 
plans. The primary plan pays first or provides services, 
ignoring all other plans. The secondary plans then pay the 
remaining unpaid allowable expenses, but no plan pays or , 
provides services more than it would have without this '---__,) 
provision, 
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If a plan has no coordination provision, it is primary. 
But, during any claim determination period, when this plan 
and at least one other plan hme coordination provisions, the 
rules that govern which plan pays or provides services first 
are as follows: 

a. A plan that covers a person as a Subscriber pays first; 
the plan that covers a person as a Dependent pays 
second. 

b. A plan that covers a person as an active Employee or 
as a Dependent of such Employee pays first. A plan 
that covers a person as a laid-off or retired Employee 
or as a Dependent of such Employee pays second. 

But, if the plan that We are coordinating with does not 
have a similar provision for such persons, then b. will not 
apply. 

C. 

d. 

Except for Dependent children of separated or di-
vorced parents, the following governs which plan pays 
first when the person is a Dependent of a Subscriber: 

A plan that covers a Dependent of a member 
whose birthday falls earliest in the Calendar Year 
pays first. The plan that covers a Dependent of a 
Subscriber whose birthday falls later in the Calendar 
Year pays second. The Subscriber's year of birth is 
ignored. 

But, if the plan that We are coordinating with does 
not have a similar provision for such persons, then c. 
will not apply and the other plan's coordination 
provision will determine the order of benefits or 
services. 

For a Dependent child of separated or divorced 
parents, the following governs which plan pays or 
provides services first when the person is a Depen-
dent of a Subscriber. 

• When a court order makes one parent financially 
responsible for the health care expenses of the De-
pendent child, then that parent's plan pays or pro-
vides services first. 

• If there is no such court order, then the plan of the 
natural parent with custody pays or provides services 
before the plan of the stepparent with custody; and 

• The plan of the stepparent with custody pays or 
provides services before the plan of the natural par-
ent without custody. 

If rules a, b, c and d do not determine which plan pays 
first, the plan that has covered the person for the longer 
time pays first. 

If, when We apply this provision, We pay less than We 
would otherwise pay, We apply only that reduced amount 
against payment limits of this plan. 

Our Right To Certain Information 
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In order to coordinate benefits and services, We need 
certain information. An Employee must supply Us with as 
much of that information as he or she can. But if he ur she 
cannot give Us all the information We need, We have the 
right to get this information from any source. And if 
another carrier needs information to apply its coordination 
provision, We have the right to give that carrier such 
information. If We give or get information under this 
section We cannot be held liable for such action. 

When payments that should have been made by this plan 
or services that should have been provided by this plan have 
been made by or provided another plan, We have the right 
to repay that plan. If We do so, We are no longer liable for 
that amount or equivalent value of services. And if We pay 
out more than We should have, We have the right to 
recover the excess payment. 

[Small Claims Waiver 

We do not coordinate claims or equivalent services of less 
than $50.00. But if, during any claim determination period. 
more allowable expenses are incurred that raise the claim 
above $50.00 We will count the entire amount of the claim 
when We coordinate.] 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a person's coverage 
under the Group Health Care Plan when services are in-
curred as a result of an automobile related Injury. 

Definitions 

"Automobile Related Injury" means bodily Inju,y sus-
tained by a Member as a result of an accident: 

a. while occupying, entering, leaving or using an auto-
mobile; 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, rea-
sonable and customary item of expense covered at least in 
part as an eligible expense or eligible services by: 

a. this Group Health Care Plan; 
b. PIP; or 
c. OSAIC. 

"Eligible Services" means that of service provided for 
treatment of an Injury which is covered under this Group 
Health Care Plan without application of Cash Deductibles 
and Co-Payments, if any or Co-Insurance. 

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

"'PIP" means personal injury protection coverage provid-
ed 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 Group Health Care Plan provides secondary cover-
age to PIP unless health coverage has been elected as 
primary coverage by or for the Member under this Group 
Health Care Plan. 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 Group 
Health Care Plan may be primary for one Member, but not 
for another if the person has a separate automobile policy 
and has made different selections regarding primacy of 
health coverage. 

This Group Health Care Plan is secondary to OSAIC, 
unless the OSAIC contains provisions which make it second-
ary or excess to the Contract Holder's plan. In that case 
this Group Health Care Plan will be primary. 

If there is a dispute as to which policy is primary, this 
Group Health Care Plan will pay benefits or provide ser-
vices as if it were primary. 

Services this Group Health Care Plan will provide if it is 
primary to PIP or OSAIC. 

If this Group Health Care Plan is primary to PIP or 
OSAIC it will pay benefits for eligible expenses in accor-
dance with its terms. 

The rules of the COORDINATION OF BENEFITS AND 
SERVICES section of this Group Health Care Plan will 
apply if: 

• the Member is insured or covered for services under 
more than one insurance plan; and 

• such insurance plans or HMO Contracts are primary to 
automobile insurance coverage. 

Benefits this Group Health Care Plan will pay if it is 
secondary to PIP or OSAIC. 

If this Group Health Care Plan 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 Co-Payments, or 

b. the equivalent value of services if this Group Health 
Care Plan had been primary. 

VIII. MEMBER GENERAL PROVISIONS 

ASSIGNMENT 

No assignment or transfer by a Member of any of his or 
her interest under this Group Health Care Plan is valid 
unless We consent thereto. 

CONFIDENTIALITY 

Information contained in the medical record 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; and except for use incident to bona 
fide medical research and education as may be permitted by 
law, or reasonably necessary in connection with the adminis-
tration of this Group Health Care Plan or in the compiling 
of aggregate statistical data, or with respect to arbitration 
proceedings or litigation initiated by Member against Us 
may not be disclosed without the Member's written consent, 
except as required by law. 

CONTINUING RIGHTS 

Our failure to apply terms or conditions does not mean 
that We waive or give up any future rights under this Group 
Health Care Plan. 

CONVERSION PRIVILEGE 

If a Subscriber's 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. 

GOVERNING LAW 

This entire Group Health Care Plan 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 Group Health Care Plan is for identification 
purposes only. Possession of an Identification Card confers 
no right to services or benefits under this Group Health 
Care Plan, and misuse of such identification card constitutes 
grounds for termination of Member's coverage. If the 
Member who misuses the card is the Employee, coverage 
may be terminated for the Employee as well as any of the 
Employee's Dependents who are Members. To be eligible 
for services or benefits under this Group Health Care Plan, 
the holder of the card must be a Member on whose behalf 
all applicable premium charges under this Group Health 
Care Plan have been paid. Any person receiving services or 
benefits which he or she is not entitled to receive pursuant 
to the provisions of this Group Health Care Plan shall be 
charged for such services or benefits at prevailing rates. 
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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 Group Health Care Plan shall be 
terminated immediately, subject to the Grievance Proce-
dures. 

INABILITY TO PROVIDE SERVICE 

In the event that due to circumstances not within our 
reasonable control, including, but not limited to, major 
disaster, epidemic, complete or partial destruction of facili-
ties, riot, civil insurrection, disability of a significant part of 
our Participating Providers or entities with whom We have 
arranged for services under this Group Health Care Plan, or 
similar causes, the rendition of medical or hospital benefits 
or other services provided under this Group Health Care 
Plan 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. We are required only to make a good faith 
effort to provide or arrange for the provision of services, 
taking into account the impact of the event. 

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 Contract Holder or by a Member 
covered under this Group Health Care Plan 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. 

If the Contr?ct replaces the contract of another insurer or 
carrier, We may rescind this Contract based on misrepresen-
tations made in the Contract Holder's or a Member's signed 
application for up to two years from the Contract's Effective 
Date. 

INDEPENDENT CONTRACTOR RELATIONSHIP 

1. No Participating Provider or other provider, institu-
tion, facility or agency is our agent or employee. Neither 
We nor Our employees are an agent or employee of any 
Participating Provider or other provider, institution, facility 
or agency. 

2. Neither the Contract Holder nor any Member is our 
agent, representative or employee, or an agent or represen-
tative of any Participating Provider or other person or 
organization with which We have made or hereafter shall 
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make arrangements for services under this Group I lealth 
Care Plan. 

3. Participating Physicians maintain the physician-pa-
tient relationship with Members and are solely respon~ible 
to Member for all medical services which are rendered by 
Participating Physicians. 

4. No Contract Holder or Member shall make or assert 
a claim inconsistent with the foregoing unless based upon a 
writing signed by one of Our officers. 

LIMITATION OF ACTIONS 

No action at law or in equity shall be brought to recover 
on the Contract until 60 days after a Member files \\rittcn 
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 OF SERVICES 

Except in cases of Medical Emergency, services arc avail-
able only from Participating Providers. We 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 NECESSITY 

Members will receive designated benefits under the 
Group Health Care Plan only when Medically Necessary 
and Appropriate. We may determine whether any service 
or supply provided [or arranged] under the Group Health 
Care Plan was Medically Necessary and Appropriate, and 
We have the option to select the appropriate Participating 
Hospital to render services if hospitalization is nece~sary. 
Decisions as to medical necessity are subject to review by 
[Our quality assessment committee or its physician dcsig-
nee]. We will not, however, seek reimbursement from an 
eligible Member for the cost of any covered benefit provid-
ed under the Group Health Care Plan that is later deter-
mined to have been medically unnecessary and inappropri-
ate, 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 Group Health Care 
Plan. 

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 a Member: To the last address provided by the 
Member on an enrollment or change of address form actual-
ly delivered to Us. 
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OTHER RIGHTS 

We are only requi1ed to provide services and supplies to 
the extent stated in the 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 Group 
Health Care Plan. 

We reserve the right to modify or replace an erroneously 
issued Evidence of Coverage. 

Information in a Member's application may not be used 
by Us to void the Contract or in any legal action unless the 
application or a duplicate of it is attached to the Contract or 
has been mailed to a Member. 

CONTRACT INTERPRETATION 

We shall administer Group Health Care Plan in accor-
dance with its terms and shall have the sole power to 
determine all questions arising in connection with its admin-
istration, interpretation and application. 

REFERRAL FORMS 

A Member can be referred for Specialist Services by a 
Member's Primary Care Physician. 

Member will be responsible for the cost of all services 
provided by anyone other than a Member's Primary Care 
Physician (including, but not limited to, Specialist services) 
if a Member has not been referred by his or her Primary 
Care Physician. 

REFUSAL OF TREATMENT/NON-COMPLIANCE WITH 
TREATMENT RECOMMENDATION 

A Member may, for personal reasons disagree or not 
comply with procedures, medicines, or courses of treatment 
recommended by a Participating Physician or ignore treat-
ment that is deemed Medically Necessary by a Participating 
Physician. If such Participating Physician (after a second 
Participating Physician's opinion, if requested by Member), 
believes that no professionally acceptable alternative exists, 
and if after being so advised, Member still refuses to comply 
with or accept the recommended treatment or procedure, 
neither the Physician, nor We, or any Participating Provider 
will have further responsibility to provide any of the benefits 
available under the Contract for treatment of such condition 
or its consequences or related conditions. We will provide 
written notice to Member of a decision not to provide 
further benefits for a particular condition. The decision is 
subject to the Grievance Procedures. Treatment for the 
condition involved will be resumed in the event Member 
agrees to follow the recommended treatment or procedure. 

DEPT. OF INSURANCE 

REPORTS AND RECORDS 

We are entitled to receive from any provider of services 
to Member such information We deem is necessary to 
administer this Group Health Care Plan subject to all 
applicable confidentiality requirements as defined in this 
Evidence of Coverage. By accepting coverage under this 
Group Health Care Plan, Subscriber, for himself or herself, 
and for all Dependents covered hereunder, authorizes each 
and every provider who renders services to the Member 
hereunder to disclose to Us all facts and information per-
taining to the care, treatment and physical condition of 
Member and render reports pertaining to same to Us upon 
request and to permit copying of a 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 covered Dependents must select a Primary Care Physi-
cian [or Health Center]. 

Members select a Primary Care Physician from Our [Phy-
sician or Practitioners Directory]; this choice is solely a 
Member's. However, We cannot guarantee the availability 
of a particular doctor. If the Primary Care Physician initial-
ly selected cannot accept additional patients, a Member will 
be notified and given an opportunity to make another 
Primary Care Physician selection. 

[After initially selecting a Primary Care Physician, Mem-
bers can transfer to different Primary Care Physicians if the 
physician-patient relationship becomes unacceptable. The 
Member can select another Primary Care Physician from 
Our [Physician or Practitioners Directory]. 

Transfer requests received within the first twenty-five (25) 
days of the month will be effective the first day of the 
following month. If we receive the request after the twenty-
fifth (25th) day, then the change will be effective the first 
day of the second month following the request.] 

STATEMEl\fTS 

No statement will void the coverage, or be used in 
defense of a claim under the Contract, unless it is contained 
in a writing signed by a Member, and We furnish a copy to 
the Member or to the Member's 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, "-- j 
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 Child at 12:01 a.m. on 
the date he or she attains the Group Health Care Plan's age 
limit, or marries, or when a step-child is no longer depen-
dent on You for support and maintenance. It happens to a 
Spouse when the marriage ends in legal divorce or annul-
ment. 

Also, Dependent coverage ends when Your coverage 
ends. 

Read this Evidence of Coverage carefully if Dependent 
coverage ends for any reason. Dependents may have the 
right to continue certain benefits for a limited time. 

THE ROLE OF A MEMBER'S PRIMARY CARE PHYSI-
CIAN 

A Member's Primary Care Physician provides basic health 
maintenance services and coordinates a Member's overall 
health care. Anytime a Member needs medical care, the 
Member should contact his or her Primary Care Physician 
and identify himself or herself as a Member of this program. 

In a Medical Emergency, a Member may go directly to 
the emergency room. If a Member does, then the Member 
must call his or her Primary Care Physician and Member 
Services within 48 hours. If a Member does not call within 
48 hours, We will provide services only if We Determine 
that notice was given as soon as was reasonably possible. 

[THE ROLE OF THE CARE MANAGER. The Care 
Manager will manage a Member's treatment for a Mental or 
Nervous Disorder, Substance Abuse, or Alcohol Abuse. A 
Member must contact the Care Manager or the Member's 
Primary Care Physician when a Member needs treatment 
for one of these conditions.] 

IX. CONTINUATION RIGHTS 

COORDINATION AMONG CONTIJ\UATION RIGHTS 
SECTIONS 

As used in this section, COBRA means the Consolidated 
Omnibus Budget Reconciliation Act of 1985 as enacted, and 
later amended. 

A Member may be eligible to continue his or her group 
health benefits under this Group Health Care Plan's CO-
BRA CONTINUATION RIGHTS (CCR) section and under 
other continuation sections of this Group Health Care Plan 
at the same time. 

Continuation Under CCR and NEW JERSEY GROUP 
CONTINUATION RIGHTS (NJGCR): If a Member is 
eligible to continue his or her group health benefits under 
both this Group Health Care Plan's CCR and NJGCR 
sections, he or she may elect to continue under CCR, but 
cannot continue under NJGCR. 
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Continuation Under CCR and any other continuation 
section of this Group Health Care Plan: 

If a Member elects to continue his or her group health 
benefits under both this Group Health Care Plan's CCR 
and any other continuation sections, the continuations: 

a. start at the same time; 
b. run concurrently; and 
c. end independently on their own terms. 

While covered under more than one continuation section, 
the Member: 

a. will not be entitled to duplicate benefits; and 
b. will not be subject to the premium requirements of 

more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION 
RIGHTS 

The following COBRA CONTINUATION RIGHTS sec-
tion may not apply to the Employer's plan. You must 
contact Your Employer to find out if: 

a. the Employer is subject to the COBRA CONTINUA-
TION RIGHTS section, and therefore; 

b. the section applies to You. 

COBRA CONTINUATION RIGHTS 

Important Notice 

Under this section, "qualified continuee" means any per-
son who, on the day before any event which would qualify 
him or her for continuation under this section, is covered 
for group health benefits under this Group Health Care 
Plan as: 

a. an active, covered Employee; 
b. the spouse of an active, covered Employee; or 
c. the Dependent child of an active, covered Employee. 

Any person who becomes covered under the Group 
Health Care Plan during a continuation provided by 
this section is not a qualified continuee. 

If Your Group Health Benefits Ends 

If Your group health benefits end due to Your termi-
nation of employment or reduction of work hours, You may 
elect to continue such benefits for up to 18 months, if: 

a. You were not terminated due to gross misconduct; 
and 

b. You are not entitled to Medicare. 

The continuation: 

a. may cover You and any other qualified continuee; 
and 

b. is subject to the When Continuation Ends section. 
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Extra Continuation for Disabled Qualified Continuees 

If a qualified continuee is determined to be disabled 
under Title II or Title XVI of the Social Security Act on the 
date his or her group health benefits would otherwise end 
due to Your termination of employment or reduction of 
work hours, he or she may elect to extend his or her 18 
month continuation period above for up to an extra 11 
months. 

To elect the extra 11 months of continuation, the quali-
fied continuee must give the Employer written proof of 
Social Security's determination of his or her disability before 
the earlier of: 

a. the end of the 18 month continuation period; and 

b. 60 days after the date the qualified continuee is 
determined to be disabled. 

If, during this extra 11 month continuation period, the 
qualified continuee is determined to be no longer disabled 
under the Social Security Act, he or she must notify the 
Employer within 30 days of such determination, and contin-
uation will end, as explained in the When Continuation 
Ends section. 

An additional 50% of the total premium charge also may 
be required from You by the Employer during this extra 11 
month continuation period. 

If You Die While Covered 

If You die while covered, any qualified continuee whose 
group health benefits would otherwise end may elect to 
continue such benefits. The continuation can last for up to 
36 months, subject to the When Continuation Ends section. 

If Your Marriage Ends 

If Your marriage ends due to legal divorce or legal 
separation, any qualified continuee whose group health 
benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months, 
subject to the When Continuation Ends section. 

If A Dependent Loses Eligibility 

If a Dependent child's group health benefits end due to 
his or her loss of dependent eligibility as defined in the 
Group Health Care Plan, other than Your coverage ending, 
he or she may elect to continue such benefits. However, 
such Dependent child must be a qualified continuee. The 
continuation can last for up to 36 months, subject to When 
Continuation Ends. 

Concurrent Continuations 

DEPT. OF INSURANCE 

If a Dependent elects to continue his or her group health 
benefits due to Your termination of employment or reduc-
tion of work hours, the Dependent may elect to extend his 
or her 18 month continuation period to up to 36 months, if 
during the 18 month continuation period, either: 

a. the Dependent becomes eligible for 36 months of 
group health benefits due to any of the reasons stated 
above; or 

b. You become entitled to Medicare. 

The 36 month continuation period starts on the date the 
18 month continuation period started, and the two continua-
tion periods will be deemed to have run concurrently. 

The Qualified Continuee's Responsibilities 

A person eligible for continuation under this section must 
notify the Employer, in writing, of: 

a. the legal divorce or legal separation of You from 
Your spouse; or 

b. the loss of dependent eligibility, as defined in this 
Group Health Care Plan, of a covered Dependent 
child. 

Such notice must be given to the Employer within 60 days 
of either of these events. 

The Employer's Responsibilities 

The Employer must notify the qualified continuee, in 
writing, of: 

a. his or her right to continue the Group Health Care 
Plan's group health benefits; 

b. the monthly premium he or she must pay to continue 
such benefits; and 

c. the times and manner in which such monthly pay-
ments must be made. 

Such written notice must be given to the qualified conti-
nuee within 14 days of: 

a. the date a qualified continuee's group health benefits 
would otherwise end due to Your death or Your 
termination of employment or reduction of work 
hours; or 

b. the date a qualified continuee notifies the Employer, 
in writing, of Your legal divorce or legal separation 
from Your spouse, or the loss of dependent's eligibili-
ty of a covered Dependent child. 

The Employer's Liability 

The Employer will be liable for the qualified continuee's 
continued group health benefits to the same extent as, and 0 
in place of, [Carrier], if: 

Supp. 10-16-95 21-308 



S:\IALL EMPLOYER HEALTH BENEFITS PROGRAM 

a. the Employer fails to remit a qualified continuee's 
timely premium payment to Us on time, thereby 
causing the qualified continuee·s continued group 
health benefits to end; or 

b. the Employer fails to notify the qualified continuee of 
his or her continuation rights, as described above. 

Election of Continuation 

To continue his or her group health benefits, the qualified 
continuee must give the Employer written notice that he or 
she elects to continue. This must be done within 60 days of 
the date a qualified continuee receives notice of his or her 
continuation rights from the Employer as described above. 
And the qualified continuee must pay the first month's 
premium in a timely manner. 

The subsequent premiums must be paid to the Employer, 
by the qualified continuee, in advance, at the times and in 
the manner specified by the Employer. No further notice 
of when premiums are due will be given. 

The monthly premium will be the total rate which would 
have been charged for the group health benefits had the 
qualified continuee stayed covered under this Group Health 
Care Plan on a regular basis. It includes any amount that 
would have been paid by the Employer. Except as ex-
plained in the Extra Continuation for Disabled Qualified 
Continuees section, an additional charge of two percent of 
the total premium charge may also be required by the 
Employer. 

If the qualified continuee fails to give the Employer 
notice of his or her intent to continue, or fails to pay any 
required premiums in a timely manner, he or she waives his 
or her continuation rights. 

Grace in Payment of Premiums 

A qualified continuee's premium payment is timely if, 
with respect to the first payment after the qualified conti-
nuee elects to continue, such payment is made no later than 
45 days after such election. In all other cases, such premi-
um payment is timely if it is made within 31 days of the 
specified date. 

When Continuation Ends 

A qualified continuee's continued group health benefits 
end on the first of the following: 

a. with respect to continuation upon Your termination 
of employment or reduction of work hours, the end of 
the 18 month period which starts on the date the 
group health benefits would otherwise end; 

b. with respect to a disabled qualified continuee who has 
elected an additional 11 months of continuation, the 
earlier of: 
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• the end of the 29 month period which starts on the 
date the group health benefits would otherwise end; 
or 

• the first day of the month which coincides with or 
next follows the date which is 30 days after the date 
on which a final determination is made that a dis-
abled qualified continuee is no longer disabled under 
Title II or Title XVI of the Social Security Act; 

c. with respect to continuation upon Your death, Your 
legal divorce or legal separation, or the end of a 
covered Dependent's eligibility, the end of the 36 
month period which starts on the date the group 
health benefits would otherwise end; 

d. with respect to a Dependent whose continuation is 
extended due to the Employee's entitlement to Medi-
care, the end of the 36 month period which starts on 
the date the group health benefits would otherwise 
end; 

e. the date the Contract ends; 
f. the end of the period for which the last premium 

payment is made; 
g. the date he or she becomes covered under any other 

Group Health Care Plan which contains no limitation 
or exclusion with respect to any Pre-Existing Condi-
tion of the qualified continuee; 

h. the date he or she becomes entitled to Medicare. 

A divorced spouse whose continued health benefits end as 
described above may elect to convert some of these benefits 
to an individual contract. Read this Evidence of Coverage's 
Conversion Rights for Divorced Spouses section for details. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

Important Notice 

If Your Group Benefits End 

If Your health coverage ends due to termination of 
employment for a reason other than for cause, or reduction 
of work hours to below 25 hours per week, You may elect to 
continue such benefits for up to 12 months, subject to the 
When Continuation Ends section. At Your option, You 
may elect to continue health coverage for any of Your then 
covered Dependents whose coverage would otherwise end at 
this time. In order to continue health coverage for Your 
Dependents, You must elect to continue health coverage for 
Yourself. 

What You Must Do 

To continue Your health coverage, You must send a 
written request to the Employer within 30 days of the date 
of termination of employment or reduction of work hours. 
You must also pay the first month's premium. The first 
premium payment must be made within 30 days of the date 
You elect continuation. 
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The subsequent premiums must be paid to the Employer, 
by You, in advance, at the times and in the manner We 
specify. 

The monthly premium will be the total rate which would 
have been charged for the small group benefits had You 
stayed covered under this Group Health Care Plan on a 
regular basis. It includes any amount that the Employer 
would have paid. And an additional charge of 2% of the 
total premium may be charged for the continued coverage. 

If You fail to give the Employer notice that You elect to 
continue, or fail to make any premium payment in a timely 
manner, You waive Your continuation rights. All premium 
payments, except the first, will be considered timely if they 
are made within 31 days of the specified due dates. 

The Continued Coverage 

Your continued coverage will be identical to the coverage 
You had when covered under this Group Health Care Plan 
on a regular basis. Any modifications made under this 
Group Health Care Plan will apply to similarly situated 
continuees. We do not ask for evidence of good health in 
order for You to continue. 

When Continuation Ends 

A Member's continued health coverage ends on the first 
of the following: 

a. the date which is 12 months from the date the small 
group benefits would otherwise end; 

b. the date the Member becomes eligible for Medicare; 
c. the end of the period for which the last premium 

payment is made; 
d. the date the Member becomes covered under another 

group medical plan which contains no limitation or 
exclusion with respect to any Pre-Existing Condition 
of the Member; 

e. with respect to a Member who becomes covered 
under another group medical plan which contains a 
limitation or exclusion with respect to a Pre-Existing 
Condition of the Member, the date such limitation or 
exclusion ends; 

f. the date the Employer no longer provides any health 
benefit plans for any of the Employer's Employees or 
their eligible Dependents; or 

g. with respect to a Dependent, the date he or she is no 
longer an eligible Dependent as defined in this Group 
Health Care Plan. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CON-
TINUE GROUP HEALTH BENEFITS 

If You are Totally Disabled 

DEPT. OF INSURANCE 

If You are Totally Disabled and Your group health 
benefits end because Your active employment or member-
ship in an eligible class ends due to that disability, You can 
elect to continue Your group health benefits. But You ' /' 
must have been covered by this Group Health Care Plan for 
at least three months immediately prior to the date Your 
group health benefits ends. The continuation can cover 
You, and at Your option, Your then covered Dependents. 

How And When To Continue Coverage 

To continue group health benefits, You must give the 
Employer written notice that You elect to continue such 
benefits. And You must pay the first month's premium. 
This must be done within 31 days of the date Your coverage 
under this Group Health Care Plan would otherwise end. 

Subsequent premiums must be paid to the Employer 
monthly, in advance, at the times and in the manner speci-
fied by the Employer. The monthly premium You must pay 
will be the total rate charged for an active Full-Time 
Employee, covered under this Group Health Care Plan on a 
regular basis, on the date each payment is due. It includes 
any amount which would have been paid by the Employer. 

We will consider Your failure to give notice or to pay any 
required premium as a waiver of Your continuation rights. 

If the Employer fails, after the timely receipt of Your 
payment, to pay Us on Your behalf, thereby causing Your 
coverage to end; then such Employer will be liable for Your ,_ 
benefits, to the same extent as, and in place of, Us. 

When This Continuation Ends 

These continued group health benefits end on the first of 
the following: 

a. the end of the period for which the last payment is 
made, if You stop paying. 

b. the date the Member becomes employed and eligible 
or covered for similar benefits by another group plan, 
whether it be an insured or uninsured plan; 

c. the date this Group Health Care Plan ends or is 
amended to end for the class of Employees to which 
You belonged; or 

d. with respect to a Dependent, the date he or she stops 
being an eligible Dependent as defined in this Group 
Health Care Plan. 

EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH 
BENEFITS DURING A FAMILY LEAVE OF ABSENCE 

Important Notice 

This section may not apply to an Employer's plan. The 
Employee must contact his or her Employer to find out if: 

• the Employer must allow for a leave of absence under 
Federal law and, therefore 

Supp. 10-16-95 21-310 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

• the section applies to You. 

If Your Group Health Coverage Ends 

Group health coverage may end for You because You 
cease Full-Time work due to an approved leave of absence. 
Such leave of absence must have been granted to allow You 
to care for a sick family member or after the birth or 
adoption of a child. If so, Your medical care coverage will 
be continued. Dependents' coverage may also be contin-
ued. You will be required to pay the same share of 
premium as before the leave of absence. 

When Continuation Ends 

Coverage may continue until the earliest of: 

a. the date You return to Full-Time work, 
b. the end of a total period of 12 weeks in any 12 month 

period, or 
c. the date on which Your coverage would have ended 

had You not been on leave. 

A DEPENDENT'S RIGHT TO CONTINUE GROUP 
HEALTH BENEFITS 

If You die, any of Your Dependents who were covered 
under this Group Health Care Plan may elect to continue 
coverage. Subject to the payment of the payment of the 
required premium, coverage may be continued until the 
earlier of: 

a. 180 days following the date of Your death; or 
b. the date the Dependent is no longer eligible under 

the terms of this Group Health Care Plan. 

CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF YOUR MARRIAGE ENDS 

If Your marriage ends by legal divorce or annulment, the 
group health coverage for his or her former spouse ends. 
The former spouse may convert to an individual contract 
during the conversion period. The former spouse may 
cover under his or her individual contract any of his or her 
Dependent children who were covered under this Group 
Health Care Plan on the date the group health coverage 
ends. See exceptions below. 

Exceptions 

No former spouse may use this conversion right: 

• unless he or she has been covered under this Group 
Health Care Plan for at least 3 months; 

• if he or she is eligible for Medicare; 
• if it would cause him or her to be excessively covered; 

or 
[• if he or she permanently relocates outside the Service 

Area.] 
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This may happen if the spouse is covered or eligible for 
coverage providing similar benefits provided by any other 
plan, insured or not insured. We will determine if excessive 
coverage exists using Our standards for excessive coverage. 

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 Group Health Care Plan ends. 

After group health coverage under this Group Health 
Care Plan ends, the former spouse and any children covered 
under the individual contract may still receive benefits under 
this Group Health Care Plan. 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 provid-
ed under this Group Health Care Plan. 

X. RIGHT TO RECOVERY-THIRD PARTY LIABILITY 

As used in this section: 

"Covered Person" means an Employee or Dependent, 
including the legal representative of a minor or incompe-
tent, covered by this Contract. 

"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, the Employer 
or the Covered Person. 

If a Covered Person receives services or supplies from Us 
or makes a claim to Us under this Group Health Care Plan 
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 Injury. 

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 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. 
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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 have paid benefits or arranged [or provid-
ed] services or supplies. 

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. 

The repayment agreement will be binding upon the Cov-
ered 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 Group Health 
Care Plan 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 Injury, resulting from the 
negligence, intentional act, or no-fault tort liability of a third 
party. 

XII. EFFECT OF MEDICARE ON THE COVERAGE 

A. ELIGIBILITY PROVISIONS FOR MEMBERS AGE 65 
OR MORE WHO ARE ELIGIBLE FOR MEDICARE 

"Medicare" means Title XVIII (Health Insurance for the 
Aged and Disabled) of the United States Social Security 
Act, as amended from time to time. 

"Part A of Medicare" means the program of Hospital 
Insurance for the Aged and Disabled under Part A of 
Medicare. 

A Member age 65 or more who is eligible for Part A of 
Medicare may have this coverage as that person's primary 
benefit program, pursuant to the Federal Age Discrimina-
tion in Employment Act, as amended. The coverage for 
such Member will continue only while the Member is meet-
ing the following conditions: 

(1) In the case of an Employee, the Employee is not 
retired. 

(2) In the case of a Dependent, the Member is the 
Dependent of an Employee who meets condition (1) 
above. 

(3) The Member has not elected Medicare, in writing, as 
the primary benefit program. 

DEPT .. OF INSURANCE 

B. SPECIAL PROVISIONS FOR OTHER MEMBERS 
WHO ARE ELIGIBLE FOR MEDICARE 

For a Member who is eligible for Medicare and to whom 
section A above does not apply, this coverage will continue 
only subject to the following conditions: 

(1) The Member, if eligible, has enrolled in Parts A and 
B of Medicare. 

(2) The Member has completed such consents, releases, 
assignments and other documents reasonably request-
ed by Us to obtain or assure Medicare reimburse-
ments. 

C. SERVICES AND SUPPLIES 

The services and supplies of this coverage provided to 
Members are not designed to duplicate any benefit for 
which they are enrolled and entitled under Medicare. All 
sums payable under Medicare for services and supplies that 
are provided under this coverage will be payable to, and 
retained by, Us. 

New Rule, 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). 

EXHIBIT Z 
PART 1 

RIDER FOR PRESCRIPTION DRUG 
INSURANCE 
[Policyholder: 
Group Policy No. 
Effective Date:) 

(CARD/MAIL) 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription which are obtained 
while confined as an Inpatient in a Facility. But [Carrier] 
only covers drugs which are: 

a. approved for treatment of the Covered Person's Ill-
ness or Injury by the Food and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as . 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established refere.nce compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 
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c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse under the Rider for Pre-
scription Drug Insurance. 

This Prescription Drug insurance will pay benefits for 
covered drugs, prescribed by a Practitioner. What [Carrier] 
pays and the terms of payment are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Adminis-
tration and listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the phar-
maceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by the 
Food and Drug Administration and as listed in the 
Formulary of the State in which they are dispensed; 

b. drugs which are used unless the Practitioner pre-
scribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs in 
strength or concentration, dosage form and route of 
administration. 

Mail Order Program means a program under which a 
Covered Person can obtain Prescription Drugs from a Par-
ticipating Mail Order Pharmacy by ordering the drugs 
through the mail. 

Maintenance Drug means only. a Prescription Drug used 
for the treatment of chronic medical conditions. 

Participating Mail Order Pharmacy means a licensed and 
registered pharmacy operated by [ABC] or with whom 
[ABC] has signed a pharmacy service agreement, that is 
equipped to provide Prescription Drugs through the mail. 

11:21 App. 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ABC] or with whom [ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingredi-

ent is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Practitioner. 

Legend Drugs means any drug which must be labeled. 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Covered Person must pay the appropriate Co-Payment 
shown below for each Prescription Drug each time it is 
dispensed by a Participating Pharmacy or by a Participating 
Mail Order Pharmacy. The Co-Payment must be paid 
before the Policy pays any benefit for the Prescription Drug. 
The Co-Payment for each prescription or refill which is not 
obtained through the Mail Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

$ 5.00 
$10.00 

The Co-Payment for each prescription or refill which is 
obtained through the Mail Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

NONE 
$5.00 

After the Co-Payment is paid, [Carrier] will pay the 
Covered Charge in excess of the Co-Payment for each 
Prescription Drug dispensed by a Participating Pharmacy or 
by a Participating Mail Order Pharmacy while the Covered 
Person is insured. What [Carrier] pays is subject to all the 
terms of the Policy. 

COVERED DRUGS 

The Policy only pays benefits for Prescription Drugs 
which are: 

a. prescribed by a Practitioner ( except for insulin); 
b. dispensed by a Participating Pharmacy or by a Partici-

pating Mail Order Pharmacy; and 
c. needed to treat an Illness or. Injury or Mental and 

Nervous Conditions and Substance Abuse. 

Such charges will not include charges made for more 
than: 

a. the greater of a 30 day supply or 100 unit doses for 
each prescription or refill which is not obtained 
through the Mail Order Program; 
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b. a 90 day supply of a Maintenance Drug or a 30 day 
supply of any other Prescription Drug obtained 
through the Mail Order Program; and 

c. the amount usually prescribed by the Covered Per-
son's Practitioner. 

A charge will be considered to be incurred at the time the 
Prescription Drug is received. 

POLICYHOLDER LIABILITY 

The Policyholder will be liable to (Carrier] for any Pre-
scription Drug benefit paid to a person after his insurance 
ends, except as stated in the Extended Health Benefit 
section of the Policy. 

EXCLUSIONS 

[Carrier] will not pay for any of the following: 

a. Charges to administer a Prescription Drug. 
b. Charges for: 

• immunization agents 
• biological sera 
• blood or blood plasma. 

c. Charges for a Prescription Drug which is: 
• labeled "Caution-limited by Federal Law to 

investigational use"; or 
• experimental. 

d. Charges for refills in excess of that specified by the 
prescribing Practitioner. 

e. Charges for refills dispensed after one year from the 
original date of the prescription. 

f. Charges for drugs, except insulin, which can be ob-
tained legally without a Practitioner's prescription. 

g. Charges for a Prescription Drug which is to be taken 
by or given to the Covered Person, in whole or in 
part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• an Extended Care Facility 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution. 
h. Charges for: 

• therapeutic devices or appliances 
• hypodermic needles 
• syringes 
• support garments 

and other non-medical substances, regardless of their 
intended use. 

DEPT. OF INSURANCE 

i. Charges for vitamins, except Legend Drug vitamins. 
j. Charges for drugs containing nicotine or other smok-

ing deterrent medication. 
k. Charges for topical dental Fluorides. 
/. Charges for any drug used in connection with bald-

ness. 
m. Charges for drugs needed due to conditions caused, 

directly or indirectly, by a Covered Person taking 
part in a riot or other civil disorder; or the Covered 
Person taking part in the commission of a felony. 

n. Charges for drugs needed due to conditions caused, 
directly or indirectly, by declared or undeclared war 
or an act of war. 

o. Charges for drugs dispensed to a Covered Person 
while on active duty in any armed force. 

p. Charges for drugs for which there is no charge. This 
usually means drugs furnished by the Covered Per-
son's employer, labor union, or similar group in its 
medical department or clinic; a Hospital or clinic 
owned or run by any government body; or any public 
program, except Medicaid, paid for or sponsored by 
any government body. But, if a charge is made, and 
(Carrier] is legally required to pay it, [Carrier] will. 

q. Charges for drugs needed due to an on-the-job or 
job-related Injury or Illness; or conditions for which 
benefits are payable by Workers' Compensation, or 
similar laws. 

This rider is part of the [certificate]. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Policy or the [certificate]. 

[Carrier should insert Standard Rider Closure.] 
New Rule, 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). 

EXHIBIT Z 

PART 2 

RIDER FOR PRESCRIPTION DRUG 
INSURANCE 
[Policyholder: 
Group Policy No. 
Effective Date:] 

(CARD) 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription which are obtained 
while confined as an Inpatient in a Facility. But [Carrier] 
only covers drugs which are: 

a. approved for treatment of the Covered Person's Ill-
ness or Injury by the Food and Drug Administration; 
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b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And [Carrier] excludes drugs that can be bought without a 
\ ,/ . prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse under the Rider for Pre-
scription Drug Insurance. 

This Prescription Drug insurance will pay benefits for 
covered drugs, prescribed by a Practitioner. What [Carrier] 
pays and the terms of payment are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Adminis-
tration and listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the phar-
maceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by the 
Food and Drug Administration and as listed in the 
Formulary of the State in which they are dispensed; 

b. drugs which are used unless the Practitioner pre-
scribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs in 
strength or concentration, dosage form and route of 
administration. 
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Participating Pharmacy means a licensed and registered 
pharmacy operated by [ABC] or with whom [ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingredi-

ent is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Practitioner. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Covered Person must pay the appropriate Co-Payment 
shown below for each Prescription Drug each time it is 
dispensed by a Participating Pharmacy. The Co-Payment 
must be paid before the Policy pays any benefit for the 
Prescription Drug. The Co-Payment for each prescription 
or refill is: 

• for Generic Drugs 
• for Brand Name Drugs 

$ 5.00 
$10.00 

After the Co-Payment is paid, [Carrier] will pay the 
Covered Charge in excess of the Co-Payment for each 
Prescription Drug dispensed by a Participating Pharmacy 
while the Covered Person is insured. What [Carrier] pays is 
subject to all the terms of the Policy. 

COVERED DRUGS 

The Policy only pays benefits for Prescription Drugs 
which are: 

a. prescribed by a Practitioner ( except for insulin); 
b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury or Mental and 

Nervous Conditions and Substance Abuse. 

Such charges will not include charges made for more 
than: 

a. the greater of a 30 day supply or 100 unit doses; and 
b. the amount usually prescribed by the Covered Per-

son's Practitioner. 

A charge will be considered to be incurred at the time the 
Prescription Drug is received. 

POLICYHOLDER LIABILITY 

The Policyholder will be liable to [Carrier] for any Pre-
scription Drug benefit paid to a person after his insurance 
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ends, except as stated in the Extended Health Benefit 
section of the Policy. 

EXCLUSIONS 

[Carrier] will not pay for any of the following: 

a. Charges to administer a Prescription Drug. 
b. Charges for: 

• immunization agents 
• biological sera 
• blood or blood plasma. 

c. Charges for a Prescription Drug which is: 
• labeled "Caution-limited by Federal Law to 

investigational use"; or 
• experimental. 

d. Charges for refills in excess of that specified by the 
prescribing Practitioner. 

e. Charges for refills dispensed after one year from the 
original date of the prescription. 

f. Charges for drugs, except insulin, which can be ob-
tained legally without a Practitioner's prescription. 

g. Charges for a Prescription Drug which is to be taken 
by or given to the Covered Person, in whole or in 
part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• an Extended Care Facility 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution. 
h. Charges for: 

• therapeutic devices or appliances 
• hypodermic needles 
• syringes 
• support garments 

and other non-medical substances, regardless of their 
intended use. 

1. Charges for vitamins, except Legend Drug vitamins. 
j. Charges for drugs containing nicotine or other smok-

ing deterrent medication. 
k. Charges for topical dental Fluorides. 
l. Charges for any drug used in connection with bald-

ness. 
m. Charges for drugs needed due to conditions caused, 

directly or indirectly, by a Covered Person taking 
part in a riot or other civil disorder; or the Covered 
Person taking part in the commission of a felony. 

DEPT. OF INSURANCE 

n. Charges for drugs needed due to conditions caused, 
directly or indirectly, by declared or undeclared war 
or an act of war. 

o. Charges for drugs dispensed to a Covered Person 
while on active duty in any armed force. 

p. Charges for drugs for which there is no charge. This 
usually means drugs furnished by the Covered Per-
son's employer, labor union, or similar group in its 
medical department or clinic; a Hospital or clinic 
owned or run by any government body; or any public 
program, except Medicaid, paid for or sponsored by 
any government body. But, if a charge is made, and 
[Carrier] is legally required to pay it, [Carrier] will. 

q. Charges for drugs needed due to an on-the-job or 
job-related Injury or Illness; or conditions for which 
benefits are payable by Workers' Compensation, or 
similar laws. 

This rider is part of the [certificate]. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Policy or the [certificate]. 

[Carrier should insert Standard Rider Closure.] 
New Rule, 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). 

EXHIBIT Z 

PART 3 

RIDER FOR PRESCRIPTION DRUG 
INSURANCE 
(Policyholder: 
Group Policy No. 
Effective Date:] 

(MAIL) 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness or Injury which 
require a Practitioner's prescription which are obtained 
while confined as an Inpatient in a Facility. But [Carrier] 
only covers drugs which are: 

a. approved for treatment of the Covered Person's. Ill-
ness or Injury by the Food and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; 
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3. The United States Pharmacopeia Drug Informa-
tion: or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse under the Rider for Pre-
scription Drug Insurance. 

This Prescription Drug insurance will pay benefits for 
covered drugs, prescribed by a Practitioner. What [Carrier] 
pays and the terms of payment are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Adminis-
tration and listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the phar-
maceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by the 
Food and Drug Administration and as listed in the 
Formulary of the State in which they are dispensed; 

b. drugs which are used unless the Practitioner pre-
scribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs in 
strength or concentration, dosage form and route of 
administration. 

Mail Order Program means a program under which a 
Covered Person can obtain Prescription Drugs from a Par-
ticipating Mail Order Pharmacy by ordering the drugs 
through the mail. 

Maintenance Drug means only a Prescription Drug used 
for the treatment of chronic medical conditions. 

Participating Mail Order Pharmacy means a licensed and 
registered pharmacy operated by [ABC] or with whom 
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[ABC] has signed a pharmacy service agreement, that is 
equipped to provide Prescription Drugs through the mail. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingredi-

ent is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Practitioner. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scriptk ... " 

CO-PAYMENT 

A Covered Person must pay the appropriate Co-Payment 
shown below for each Prescription Drug each time it is 
dispensed by a Participating Mail Order Pharmacy. The 
Co-Payment must be paid before the Policy pays any benefit 
for the Prescription Drug. The Co-Payment for each pre-
scription or refill is: 

• for Generic Drugs 
• for Brand Name Drugs 

None 
$5.00 

After the Co-Payment is paid, [Carrier] will pay the 
Covered Charge in excess of the Co-Payment for each 
Prescription Drug dispensed by a Participating Mail Order 
Pharmacy while the Covered Person is insured. What 
[Carrier] pays is subject to all the terms of the Policy. 

COVERED DRUGS 

The Policy only pays benefits for Prescription Drugs 
which are: 

a. prescribed by a Practitioner ( except for insulin); 
b. dispensed by a Participating Mail Order Pharmacy for 

take-home use; and 
c. needed to treat an Illness or Injury or Mental and 

Nervous Conditions and Substance Abuse. 

Such charges will not include charges made for more 
than: 

a. a 90 day supply of a Maintenance Drug, or a 30 day 
supply of any other Prescription Drug; and 

b. the amount usually prescribed by the Covered Per-
son's Practitioner. 

A charge will be considered to be incurred at the time the 
Prescription Drug is received. 

POLICYHOLDER LIABILITY 

The Policyholder will be liable to [Carrier] for any Pre-
scription Drug benefit paid to a person after his insurance 

21-317 Supp. 10-16-95 



11:21 App. 

ends, except as stated in the Extended Health Benefit 
section of the Policy. 

EXCLUSIONS 

[Carrier] will not pay for any of the following: 

a. Charges to administer a Prescription Drug. 
b. Charges for: 

• immunization agents 
• biological sera 
• blood or blood plasma. 

c. <;barges for a Prescription Drug which is: 
• labeled "Caution-limited by Federal Law to 

investigational use"; or 
. • experimental. 

d. Charges for refills in excess of that specified by the 
prescribing Practitioner. 

e. Charges for refills dispensed after one year from the 
original date of the prescription. 

f. Charges for drugs, except insulin, which can be ob-
tained legally without a Practitioner's prescription. 

g. Charges for a Prescription Drug which is to be taken 
by or given to the Covered Person, in whole or in 
part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• an Extended Care Facility 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution. 
h. Charges for: 

• therapeutic devices or appliances 
• hypodermic needles 
• syringes 
• support garments 

and other non,medical substances, regardless of their 
intended use. 

1. Charges for vitamins, except Legend Drug vitamins. 
j. Charges for drugs containing nicotine or other smok-

ing deterrent medication. 
k. Charges for topical dental Fluorides. 
l. Charges for any drug used in connection with bald-

ness. 
m. Charges for drugs needed due to conditions caused, 

directly or indirectly, by a Covered Person taking 
part in a riot or other civil disorder; or the Covered 
Person taking part in the commission of a felony. 

DEPT. OF INSURANCE 

n. Charges for drugs needed due to conditions caused, 
directly or indirectly, by declared or undeclared war 
or an act of war. 

o. Charges for drugs dispensed to a Covered Person 
while on active duty in any armed force. 

p. Charges for drugs for which there is no charge. This 
usually means drugs furnished by the Covered Per-
son's employer, labor union, or similar group in its 
medical department or clinic; a Hospital or clinic 
owned or run by any government body; or any public 
program, except Medicaid, paid for or sponsored by 
any government body. But, if a charge is made, and 
[Carrier] is legally required to pay it, [Carrier] will. 

q. Charges for drugs needed due to an on-the-job or 
job-related Injury or Illness; or conditions for which 
benefits are payable by Workers' Compensation, or 
similar laws. 

This rider is part of the [certificate]. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Policy or the [certificate]. 

[Carrier should insert Standard Rider Closure.] 
New Rule, 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). 

EXHIBIT Z 
PART 4 

RIDER FOR MENTAL AND NERVOUS CONDITIONS 
AND SUBSTANCE ABUSE BENEFITS 

[Policyholder: 

Group Policy No. 

Effective Date:] 

The Prescription Drug section of the COVERED 
CHARGES provision of the HEALTH BENEFITS INSUR-
ANCE section is replaced with the following: 

[Carrier] covers drugs to treat an Illness, Injury, or Men-
tal and Nervous Conditions and Substance Abuse which 
require a Practitioner's prescription. But [Carrier] only 
covers drugs which are: 

a. approved for treatment of the Covered Person's Ill-
ness, Injury or Mental and Nervous Conditions and 
Substance Abuse by the Food and Drug Administra-
tion; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Covered Person's and recognized as 
appropriate medical treatment for the Covered Per-
son's diagnosis or condition in one or more of the 
following established reference compendia: 
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L The American Medical Association Drug Evalua- NON-EMERGENCY SITUATIONS 
tions; 

2. The American Hospital Formulary Service Drug 
Information; 

3. The United States Pharmacopeia Drug Informa-
tion; or 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

Coverage for the above drugs also includes medically 
necessary services associated with the administration of the 
drugs. 

In no event will [Carrier] pay for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And [Carrier] excludes drugs that can be bought without a 
prescription, even if a Practitioner orders them. 

[Carrier] does cover drugs to treat Mental and Nervous 
Conditions and Substance Abuse as part of the Prescription 
Drugs Covered Charge. Drugs for such treatment are not 
covered under the Rider for Mental and Nervous Condi-
tions and Substance Abuse Benefits. 

The Mental and Nervous Conditions and Substance 
Abuse section of the COVERED CHARGES WITH SPE-
CIAL LIMITATIONS provision of the HEALTH BENEFITS 
INSURANCE section of the Policy is replaced with the 
following: 

The Co-Payment, Cash Deductible, Co-Insurance and 
Co-Insurance cap provisions of this Rider are independent 
of similar provisions of the Health Benefits section of the 
Policy. Charges incurred for the treatment of Mental and 
Nervous Conditions and Substance Abuse must be consid-
ered under the terms of this Rider and cannot be consid-
ered under the Health Benefits section of the Policy. 

PRE-CERTIFICATION REQUIREMENTS 

The Covered Person must notify [XYZ] whenever he or 
she requires Inpatient or Outpatient care or treatment of 
Mental and Nervous Conditions or Substance Abuse. 
[XYZ], a health care review organization, reviews and pre-
certifies all mental health and Substance Abuse treatment 
on [Carrier's] behalf. The times and manner in which 
[XYZ] must be notified are described below. If the Cov-
ered Person does not comply with these requirements, 
[Carrier] will not pay for the care and treatment of Mental 
and Nervous conditions and Substance Abuse. See the 
Penalty for Non-Compliance with Pre-Certification Re-
quirements section of this Rider. 

All non-emergency care or treatment must be reviewed by 
[XYZ] before it occurs. The Covered Person or his or her 
Practitioner must notify [XYZ] and request a review. They 
may do this by calling the [XYZ] 24 hour toll-free number 
that is listed [in the Covered Person's materials]. 

EMERGENCY SITUATIONS 

In an emergency situation, [XYZ] must be notified within 
[24 hours] of care or treatment. But, if the Covered Person 
or his or her Practitioner is unable to call [XYZ] in the 
allotted amount of time, the Covered Person or his or her 
Practitioner must call [XYZ] as soon as reasonably possible. 

Emergency means an Illness or Injury that requires a 
Covered Person to seek immediate Medically Necessary and 
Appropriate care or treatment under circumstances or at 
locations which reasonably preclude the Covered Person 
from obtaining care from an [XYZ] referred Provider. 

In both emergency and non-emergency situations, when 
[XYZ] receives the notice and request for utilization review, 
they evaluate: 

a. the Medical Necessity and Appropriateness; 
b. the type of service involved; 
c. the appropriate level of care required; and 
d. the length of treatment. 

Upon evaluation, [XYZ] will develop a treatment plan 
and refer the Covered Person to a specific mental health 
provider. [XYZ] may substitute alternate forms of care in 
lieu of inpatient care. 

BENEFITS FOR MENTAL AND NERVOUS CONDITIONS 
AND SUBSTANCE ABUSE 

[Carrier] will pay benefits for the Covered Charges a 
Covered Person incurs for the treatment of Mental and 
Nervous Conditions and Substance Abuse, as described 
below. 

Co-Insurance 

The Co-Insurance listed below is the percentage of a 
Covered Charge that the Covered Person must pay to a 
Provider. 

For Inpatient services certified as medically or 
clinically necessary by [XYZ] None 

For Inpatient services not certified by [XYZ] 100% 
For Outpatient services certified as medically or 

clinically necessary by [XYZ) None 
For Outpatient services not certified by [XYZ] 100% 

Co-Payments 

Each Covered Person must pay a Co-Payment of [$150] 
for each day of Inpatient care up to a maximum of [$750] 
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per confinement, subject to a maximum of [$1,500] Co-
Payment per Calendar Year. 

Each Covered Person must pay a Co-Payment of [$15.00] 
to the [XYZ] referred Provider for each Outpatient visit. 
[Carrier] pays benefits for Outpatient Covered Charges in 
excess of the Co-Payment, less any applicable Co-Insur-
ance. 

Benefit Limits 

Under this rider, [Carrier] only covers: 

a. 30 days of Inpatient care per Calendar Year; and 
b. 20 Outpatient visits per Calendar Year. 

Each one day of Inpatient care may be exchanged for 2 
Outpatient visits. 

PENALTY FOR NON-COMPLIANCE WITH PRE-CERTI-
FICATION REQUIREMENTS 

As a penalty for non-compliance with pre-certification 
requirements, [Carrier] will not pay for the care and treat-
ment of Mental and Nervous Conditions and Substance 
Abuse. Such penalty will be applied if: 

a. the Covered Person does not request a review in the 
times and manner described above; 

b. the Covered Person's treatment does not comply with 
the treatment plan; 

c. the Covered Person goes to a Provider whose services 
were not referred by [XYZ]; or 

d. [XYZ] does not confirm the need for such care or 
treatment. 

APPEALS PROCEDURE 

[If the Covered Person or his or her attending Practition-
er does not agree with the outcome of the [XYZ] review, 
the case will be immediately referred to a [XYZ] Practition-
er who will discuss the case directly with the attending 
Practitioner. If an agreement is not reached, the case will 
be internally reviewed by a staff psychiatrist who may re-
quest that a local case manager see the Covered Person, or 
may discuss the case again with the attending Practitioner. 
This may involve a visit to the Facility in question and a 
clinical interview with the Covered Person and/or the family. 
If there is not agreement at that time, the Covered Person 
may appeal directly to [Carrier].] 

This rider is part of the [certificate]. Except as stated 
above, nothing in this rider changes or affects any other 
terms of the Policy or the [certificate]. 

[Carrier should insert Standard Rider Closure.] 
New Rule, 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). 

DEPT. OF INSURANCE 

EXHIBIT AA 

PART 1 

EVIDENCE OF COVERAGE RIDER FOR 
PRESCRIPTION DRUG COVERAGE (CARD/MAIL) 
Contract Holder: 
Group Contract No. 
Effective Date: 

The Prescription Drug section of the COVERED SER-
VICES AND SUPPLIES section of the HMO EVIDENCE 
OF COVERAGE is replaced with the following: 

We cover drugs which require a Participating Provider's 
prescription which are obtained while confined as an Inpa-
tient. But We only cover drugs which are: 

a. approved for treatment of the Member's Illness or 
Injury or Mental or Nervous Condition by the Food 
and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Member's and recognized as appropri-
ate medical treatment for the Member's diagnosis or 
condition in one or more of the following established 
reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. The United States Pharmacopeia Drug Informa-
tion. 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

In no event will We provide [or arrange] for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And We do not cover drugs that can be obtained without 
a prescription, even if a Participating Provider orders them. 

This Prescription Drug Coverage will provide benefits for 
covered drugs, prescribed by a Participating Provider. 
What We arrange [or provide] and the terms of the cover-
age are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Adminis-
tration and as listed in the Formulary of the State in 
which they are dispensed; and 
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b. protected by the trademark registration of the phar-
maceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by the 
Food and Drug Administration and as listed in the 
Formulary of the State in which they are dispensed; 

b. drugs which are used unless the Participating Provider 
prescribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs in 
strength or concentration, dosage form and route of 
administration. 

Mail Order Program means a program under which a 
Member can obtain Prescription Drugs from a Participating 
Mail Order Pharmacy by ordering the drugs through the 
mail. 

Maintenance Drug means only a Prescription Drug used 
for the treatment of chronic medical conditions. 

Participating Mail Order Pharmacy means a licensed and 
registered pharmacy operated by [ABC] or with whom 
[ABC] has signed a pharmacy service agreement, that is 
equipped to provide Prescription Drugs through the mail. 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ABC] or with whom [ABC) has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingredi-

ent is a Legend Drug; 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Participating Provider. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Member must pay the appropriate Co-Payment shown 
below for each Prescription Drug each time it is dispensed 
by a Participating Pharmacy. The Co-Payment must be 
paid before the Group Health Plan provides any benefit for 
the Prescription Drug. The Co-Payment for each prescrip-
tion or refill which is not obtained through the Mail Order 
Program is: 

• for Generic Drugs 
• for Brand Name Drugs 

$ 5.00 
$10.00 

The Co-Payment for each prescription or refill which is 
obtained through the Mail-Order Program is: 

• for Generic Drugs 
• for Brand Name Drugs 
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None 
$5.00 

After the Co-Payment is paid, We will provide the Pre-
scription Drug. The Prescription Drugs which are covered 
are subject to all the terms of the Group Health Plan. 

COVERED DRUGS 

The Group Health Plan only provides benefits for Pre-
scription Drugs which are: 

a. prescribed by a Participating Provider ( except for 
insulin); 

b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury or Mental or 

Nervous Condition. 

Such prescription or refill will not include a prescription 
or refill that is more than: 

a. the greater of a 30 day supply or 100 unit doses for 
each prescription or refill which is not obtained 
through the Mail Order Program; 

b. a 90 day supply of a Maintenance Drug or a 30 day 
supply of any other Prescription Drug obtained 
through the Mail Order Program; and 

c. the amount usually prescribed by the Member's Par-
ticipating Provider. 

A supply will be considered to be furnished at the time 
the Prescription Drug is received. 

NON-COVERED SERVICES AND SUPPLIES 

We will not provide for any of the following Services or 
Supplies: 

a. Administration of a Prescription Drug. 
b. Immunization agents. 
c. Biological sera. 
d. Blood or Blood Plasma. 
e. Prescription Drugs labeled "Caution-limited by Fed-

eral Law to investigational use"; or experimental. 
f. Refills in excess of the amount specified by the pre-

scribing Participating Provider. 
g. Refills dispensed after one year from the original date 

of the prescription. 
h. Drugs, except insulin, which can be obtained legally 

without a Participating Provider's prescription. 
1. Prescription Drugs which are taken by or given to a 

Member, in whole or in part, while confined in: 
• a Hospital 
• a rest home 
• a sanitarium 
• a Skilled Nursing Center 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
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• a convalescent home 
• a nursing home 

or similar institution. 
j. Therapeutic devices or appliances, hypodermic nee-

dles, syringes, support garments and other non-medi-
cal substances, regardless of their intended use except 
for insulin use. 

k. Vitamins, except for Legend Drug vitamins. 
I. Drugs containing nicotine or other smoking deterrent 

medication. 
m. Topical dental Fluorides. 
n. Drugs used in connection with baldness. 
o. Drugs needed due to conditions caused, directly or 

indirectly, by a Member taking part in a riot or other 
civil disorder; or the Member taking part in the 
commission of a felony. 

p. Drugs needed due to conditions caused directly or 
indirectly, by declared or undeclared war or an act of 
war. 

q. Drugs dispensed to a Member while on active duty in 
any armed force. 

r. Drugs furnished by the Member's employer, labor 
union, or similar group in its medical department or 
clinic; a Hospital or clinic owned or run by any 
government body; or any public program, except 
Medicaid, paid for or sponsored by any government 
body. But if a charge is made, and We are legally 
required to pay it, We will. 

s. Drugs needed due to an on-the-job or job-related 
Injury or Illness or Mental or Nervous Condition; or 
conditions for which benefits are payable by Workers' 
Compensation, or similar laws. 

This rider is part of the Evidence of Coverage. Except as 
stated above, nothing in this rider changes or affects any 
other terms of the Group Health Plan. 

[Carrier should insert Standard Rider Closure.] 
New Rule, 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). 

EXHIBIT AA 

PART 2 

EVIDENCE OF COVERAGE RIDER FOR 
PRESCRIPTION DRUG COVERAGE (CARD) 
Contract Holder: 
Group Contract No. 
Effective Date: 

The Prescription Drug section of the COVERED SER-
VICES AND SUPPLIES section of the HMO EVIDENCE 
OF COVERAGE is replaced with the following: 

DEPT. OF INSURANCE 

We cover drugs which require a Participating Provider's 
prescription which are obtained while confined as an Inpa-
tient. But We only cover drugs which are: 

a. approved for treatment of the Member's Illness or 
Injury or Mental or Nervous Condition by the Food 
and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Member's and recognized as appropri-
ate medical treatment for the Member's diagnosis or 
condition in one or more of the following established 
reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. The United States Pharmacopeia Drug Informa-
tion. 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

In no event will We provide for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And We do not cover drugs that can be obtained without 
a prescription, even if a Participating Provider orders them. 

This Prescription Drug Coverage will provide benefits for 
covered drugs, prescribed by a Participating Provider. 
What We arrange [or provide] and the terms of the cover-
age are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

a. drugs as determined by the Food and Drug Adminis-
tration and as listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the phar-
maceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by the 
Food and Drug Administration and as listed in the 
Formulary of the State in which they are dispensed; 

b. drugs which are used unless the Participating Provider 
prescribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs in 
strength or concentration, dosage form and route of 
administration. 

Supp. 10-16-95 21-322 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

Participating Pharmacy means a licensed and registered 
pharmacy operated by [ABC] or with whom [ABC] has 
signed a pharmacy service agreement. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingredi-

ent is a Legend Drug; 
c. insulin, insulin needles and insulin syringes; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Participating Provider. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Member must pay the appropriate Co-Payment shown 
below for each Prescription Drug each time it is dispensed 
by a Participating Pharmacy. The Co-Payment must be 
paid before the Group Health Plan provides any benefit for 
the Prescription Drug. The Co-Payment for each prescrip-
tion or refill is: 

• for Generic Drugs 
• for Brand Name Drugs 

$ 5.00 
$10.00 

After the Co-Payment is paid, We will provide the Pre-
scription Drug. The Prescription Drugs which are covered 
are subject to all the terms of the Group Health Plan. 

COVERED DRUGS 

The Group Health Plan only provides benefits for Pre-
scription Drugs which are: 

a. prescribed by a Participating Provider ( except for 
insulin); 

b. dispensed by a Participating Pharmacy; and 
c. needed to treat an Illness or Injury. 

Such prescription or refill will not include a prescription 
or refill that is more than the amount usually prescribed by 
the Member's Participating Provider. 

A supply will be considered to be furnished at the time 
the Prescription Drug is received. 

NON-COVERED SERVICES AND SUPPLIES 

We will not provide for any of the following Services or 
Supplies: 

a. Administration of a Prescription Drug. 
b. Immunization agents. 
c. Biological sera. 
d. Blood or Blood Plasma. 
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e. Prescription Drugs labeled "Caution-limited by Fed-
eral Law to investigational use"; or experimental. 

f. Refills in excess of the amount specified by the pre-
scribing Participating Provider. 

g. Refills dispensed after one year from the original date 
of the prescription. 

h. Drugs, except insulin, which can be obtained legally 
without a Participating Provider's prescription. 

i. Prescription Drugs which are taken by or given to a 
Member, in whole or in part, while confined in: 

• a Hospital 
• a rest home 
• a sanitarium 
• a Skilled Nursing Center 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution. 
j. Therapeutic devices or appliances, hypodermic nee-

dles, syringes, support garments and other non-medi-
cal substances, regardless of their intended use except 
for insulin use. 

k. Vitamins, except for Legend Drug vitamins. 
l. Drugs containing nicotine or other smoking deterrent 

medication. 
m. Topical dental Fluorides. 
n. Drugs used in connection with baldness. 
o. Drugs needed due to conditions caused, directly or 

indirectly, by a Member taking part in a riot or other 
civil disorder; or the Member taking part in the 
commission of a felony. 

p. Drugs needed due to conditions caused directly or 
indirectly, by declared or undeclared war or an act of 
war. 

q. Drugs dispensed to a Member while on active duty in 
any armed force. 

r. Drugs furnished by the Member's employer, labor 
union, or similar group in its medical department or 
clinic; a Hospital or clinic owned or run by any 
government body; or any public program, except 
Medicaid, paid for or sponsored by any government 
body. But if a charge is made, and We are legally 
required to pay it, We will. 

s. Drugs needed due to an on-the-job or job-related 
Injury or Illness; or conditions for which benefits are 
payable by Workers' Compensation, or similar laws. 

This rider is part of the Evidence of Coverage. Except as 
stated above, nothing in this rider changes or affects any 
other terms of the Group Health Plan. 

[ Carrier should insert Standard Rider Closure.] 
New Rule, R.1994 d.47, effective December 22, 1993. 
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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). 

EXHIBIT AA 

PART 3 

EVIDENCE OF COVERAGE RIDER FOR 
PRESCRIPTION DRUG COVERAGE (MAIL) 
Contract Holder: 
Group Contract No. 
Effective Date: 

The Prescription Drug section of the COVERED SER-
VICES AND SUPPLIES section of the HMO EVIDENCE 
OF COVERAGE is replaced with the following: 

We cover drugs which require a Participating Provider's 
prescription which are obtained while confined as an Inpa-
tient. But We only cover drugs which are: 

a. approved for treatment of the Member's Illness or 
Injury or Mental or Nervous Condition by the Food 
and Drug Administration; 

b. approved by the Food and Drug Administration for 
the treatment of a particular diagnosis or condition 
other than the Member's and recognized as appropri-
ate medical treatment for the Member's diagnosis or 
condition in one or more of the following established 
reference compendia: 

1. The American Medical Association Drug Evalua-
tions; 

2. The American Hospital Formulary Service Drug 
Information; or 

3. The United States Pharmacopeia Drug Informa-
tion. 

c. recommended by a clinical study and recommended 
by a review article in a major peer-reviewed profes-
sional journal. 

In no event will We provide [or arrange] for: 

a. drugs labeled: "Caution-Limited by Federal Law to 
Investigational Use"; or 

b. any drug which the Food and Drug Administration 
has determined to be contraindicated for the specific 
treatment for which the drug has been prescribed. 

And We do not cover drugs that can be obtained without 
a prescription, even if a Participating Provider orders them. 

This Prescription Drug Coverage will provide benefits for 
covered drugs, prescribed by a Participating Provider. 
What We arrange [or provide] and the terms of the cover-
age are explained below. 

DEFINITIONS 

Brand Name Drugs mean: 

DEPT. OF INSURANCE 

a. drugs as determined by the Food and Drug Adminis-
tration and as listed in the Formulary of the State in 
which they are dispensed; and 

b. protected by the trademark registration of the phar-
maceutical company which produces them. 

Generic Drugs mean: 

a. therapeutically equivalent drugs, as determined by the 
Food and Drug Administration and as listed in the 
Formulary of the State in which they ~e dispensed; 

b. drugs which are used unless the Participating Provider 
prescribes a Brand Name Drug; and 

c. drugs which are identical to the Brand Name Drugs in 
strength or concentration, dosage form and route of 
administration. 

Mail Order Program means a program under which a 
Member can obtain Prescription Drugs from a Participating 
Mail Order Pharmacy by ordering the drugs through the 
mail. 

Maintenance Drug means only a Prescription Drug used 
for the treatment of chronic medical conditions. 

Participating Mail Order Pharmacy means a licensed and 
registered pharmacy operated by [ ABC] or with whom 
[ABC] has signed a pharmacy service agreement, that is 
equipped to provide Prescription Drugs through the mail. 

Prescription Drug means: 

a. Legend Drugs; 
b. compound medications of which at least one ingredi-

ent is a Legend Drug;. 
c. insulin; and 
d. any other drug which by law may only be dispensed 

with a prescription from a Participating Provider. 

Legend Drugs means any drug which must be labeled: 
"Caution-Federal Law prohibits dispensing without a pre-
scription." 

CO-PAYMENT 

A Member must pay the appropriate Co-Payment shown 
below for each Prescription Drug each time it is dispensed 
by a Participating Mail Order Pharmacy. The Co-Payment 
must be paid before the Group Health Plan provides any 
benefit for the Prescription Drug. The Co-Payment for 
each prescription or refill which is: 

• for Generic Drugs 
• for Brand Name Drugs 

None 
$5.00 

After the Co-Payment is paid, We will provide the Pre-
scription Drug. The Prescription Drugs which are covered 
are subject to all the terms of the Group Health Plan. 

COVERED DRUGS 
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The Group Health Plan only provides benefits for Pre-
scription Drugs which are: 

a. prescribed by a Participating Provider ( except for 
insulin); 

b. dispensed by a Participating Mail Order Pharmacy; 
and 

c. needed to treat an Illness or Injury or Mental or 
Nervous Condition. 

Such prescription or refill will not include a prescription 
or refill that is more than: 

a. a 90 day supply of a Maintenance Drug, or a 30 day 
supply of any other Prescription Drug; and 

b. the amount usually prescribed by the Member's Par-
ticipating Provider. 

A supply will be considered to be furnished at the time 
the Prescription Drug is received. 

NON-COVERED SERVICES AND SUPPLIES 

We will not provide for any of the following Services or 
Supplies: 

a. Administration of a Prescription Drug. 
b. Immunization agents. 
c. Biological sera. 
d. Blood or Blood Plasma. 
e. Prescription Drugs labeled "Caution-limited by Fed-

eral Law to investigational use"; or experimental. 
f. Refills in excess of the amount specified by the pre-

scribing Participating Provider. 
g. Refills dispensed after one year from the original date 

of the prescription. 
h. Drugs, except insulin, which can be obtained legally 

without a Participating Provider's prescription. 
1. Prescription Drugs which are taken by or given to a 

Member, in whole or in part, while confined in: 
• a Hospital 
• a rest home 
• a sanitarium 
• a Skilled Nursing Center 
• a Substance Abuse Center 
• an alcohol abuse or mental health center 
• a convalescent home 
• a nursing home 

or similar institution. 
J. Therapeutic devices or appliances, hypodermic nee-

dles, syringes, support garments and other non-medi-
cal substances, regardless of their intended use except 
for insulin use. 

k. Vitamins, except for Legend Drug vitamins. 
/. Drugs containing nicotine or other smoking deterrent 

medication. 
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m. Topical dental Fluorides. 
n. Drugs used in connection with baldness. 
o. Drugs needed due to conditions caused, directly or 

indirectly, by a Member taking part in a riot or other 
civil disorder; or the Member taking part in the 
commission of a felony. 

p. Drugs needed due to conditions caused directly or 
indirectly, by declared or undeclared war or an act of 
war. 

q. Drugs dispensed to a Member while on active duty in 
any armed force. 

r. Drugs furnished by the Member's employer, labor 
union, or similar group in its medical department or 
clinic; a Hospital or clinic owned or run by any 
government body; or any public program, except 
Medicaid, paid for or sponsored by any government 
body. But if a charge is made, and We are legally 
required to pay it, We will. 

s. Drugs needed due to an on-the-job or job-related 
Injury or Illness or Mental or Nervous Condition; or 
conditions for which benefits are payable by Workers' 
Compensation, or similar laws. 

This rider is part of the Evidence of Coverage. Except as 
stated above, nothing in this rider changes or affects any 
other terms of the Group Health Plan. 

[Carrier should insert Standard Rider Closure.] 
New Rule, 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). 

EXHIBIT BB 
PART 1 

CERTIFICATION OF COMPLIANCE WITH SMALL 
EMPLOYER HEALTH BENEFITS PLANS 

In accordance with NJ.AC. 11:21-4.2, submit this form 
in triplicate to the SEH Board at the address specified at 
NJ.AC. 11:21-1.3 and to the New Jersey Department of 
Insurance as follows: Attn: SEH Form Certification of 
Compliance, Division of Life and Health Actuarial Services, 
N.J. Department of Insurance, 20 West State Street, 
CN-325, Trenton, NJ 08625-0325. 

1. INFORMATION ABOUT THE CARRIER AND RE-
SPONDENT 
Carrier Name: _____ NAIC #: 

If an HMO, is the Carrier federally-qualified? 
__ Yes __ No 

Respondent's Name: 
Respondent's Title: 
Respondent's Address: 

Respondent's Telephone: ___ FAX: 
2. COMPLIANCE 

Check the appropriate response(s). 
__ (a) Plans A, B, C, D and E comply fully with the 

SEH Board's small employer health benefits plans 
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forms and Explanation of Brackets set forth at 
Exhibits A through F and Exhibit K, respectively, 
of the Appendix to NJ.AC. 11:21. 

__ (b) Plans A, B, C, D and E comply with the SEH 
Board's small employer health benefits plans 
forms and Explanation of Brackets set forth at 
Exhibits A through F and Exhibit K, respectively, 
of the Appendix to NJ.AC. 11:21, BUT an alter-
native method of utilization review, as permitted 
at NJ.AC. 11:21-4, is being submitted for review 
and approval. 

__ (c) HMO Plan complies fully with the SEH Board's 
small employer health benefits plans form and 
Explanation of Brackets set forth at Exhibit G 
and K, respectively, of the Appendix to NJ.AC. 
11:21. 

__ ( d) All riders applicable to Plans A through E comply 
fully with the SEH Board's small employer health 
benefits plan rider forms and Explanation of 
Brackets as set forth at Exhibits H, and I and 
Exhibit K, respectively, of the Appendix to 
N.J.A.C. 11:21. 

__ ( e) All riders applicable to HMO Plan comply fully 
with the SEH Board's small employer health ben-
efits plan rider forms and Explanation of Brackets 
as set forth at Exhibit J and K, respectively, of the 
Appendix to N.J.A.C. 11:21. 

__ (f) All applications, certifications, enrollment forms, 
waiver forms, certificates or evidences of coverage 
comply with the SEH Board's forms set forth in 
Exhibits N, 0, Q, R, S, T, V, W, Y, Z, and AA, 
and the Explanation of Brackets set forth at 
Exhibit X in the Appendix to N.J.AC. 11:21. 

3. PLAN OPTIONS AND VARIABLES 
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 a traditional contract, 
if any. 

(2) List all plans to be offered in conjunction with a 
selective contracting arrangement (defined at 
NJ.AC. 11:4-37), if any. 

(3) For all plans to be offered in conjunction with a 
selective contracting arrangement, specify the coin-
surance differentials and whether the plan requires 
election of a primary care physician. 

( 4) Do contracts provide for direct payment to health 
care practitioners without assignment? (Note: this 
option is available only on health service corpora-
tion contracts and other plans offered in conjunc-
tion with selective contracting arrangements.) 
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__ Yes __ No 
(5) List the riders being offered, if any, and specify 

which plans with which they will be offered. 

(6) If offering the Mental/Nervous and Substance 
Abuse rider, indicate the applicable copayments. 

(7) Do the participation requirements comply with ap-
plicable statute and rules? 
(Note: 75% participation.) 

__ Yes __ No 
If No, has the Board approved the carrier's use of 
an alternate participation requirements? 

__ Yes __ No 
(8) Do the plans include any of the following as set 

forth by the SEH Board? 
i. Utilization Review Features 

__ Yes __ No 
ii. Required Hospital Stay Review 

__ Yes __ No 
iii. Required Pre-surgical Review 

__ Yes __ No 
iv. Alternate Treatment Features 

__ Yes __ No 
v. Centers of Excellence Features 

__ Yes __ No 
If No to the Utilization Review Feature, is an 
alternate method of utilization review included in 
the Plans? 
__ Yes __ No 
If Yes, is it included with this submission? 
__ Yes __ No 

(b) HMO Plan 
(1) List the copayment options being offered. 

(2) How is the in-plan prescription drug coverage be-
ing offered? 

(3) List the riders being offered, if any, and specify the 
plan with which they will be offered. 

(4) Do the participation requirements comply with ap-
plicable statutes and rules? 
(Note: 75% participation) 
__ Yes __ No 
If No, has the Board approved the carrier's use of 
an alternate participation requirement? 
__ Yes __ No 

(c) Additional Forms 
( 1) Is the Health Statement form, Exhibit S, being 

used? 
__ Yes __ No 

( d) Additional Options 
( l) Is payment by automatic bank withdrawal re-

quired? 
__ Yes __ No 

(2) Is payment by automatic bank withdrawal offered? 
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(Note: If offered, must be offered on all plans to 
all small employers.) 
__ Yes __ No 

4. CERTIFICATION 
L 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. 

I certify that, in accordance with N.J.A.C. 11:21-7.4, no 
stop loss or excess risk insurance shall be issued or renewed 
for any small employer for which the company provides 
administrative services, and further, that all small employ-
ers or groups of small employers for which this company 
may act as administrator utilize self-funded plans meeting 
the definition of 26 U.S.C. 1002(1 ), the specifications of 26 
U .S.C. 1002( 4 )(B) if a group of small employers, and are 
not multiple employer welfare arrangements, in whole or in 
part, as defined at 26 U .S.C. 1002( 40). 

Date Signature 

Title 

Amended by R. 1994 d.580, effective November 21, 19LJ4. 
See: 26 N.J.R. 3118(a), 26 NJ.R. 4620(a). 

EXHIBIT BB 

PART 2 
CERTIFICATION OF PROMOTIONAL 

AND MARKETING MATERIAL 

Submit this form pursuant to N.J.A.C. 11:21-17.3 and annu-
ally thereafter to the SEH Board at the address specified at 
N.J.A.C. 11:21-1.3 and to the Division of Life and Health 
Actuarial Services, New Jersey Department of Insurance, 20 
W. State Street, CN 325, Trenton, NJ 08625-0325, Attn: 
SEH Promotional and Marketing Certification. 

Carrier's Name: NAIC #: 
Respondent's Name: 
Respondent's Title: 
Respondent's Address: 

Respondent's Phone: FAX: 

I, the undersigned, hereby certify that the promotional 
and marketing material to be disseminated regarding the 
small employer health benefits plans (Plans A, B, C. D, E 
and HMO), including all terms, definitions and text, are 
consistent with N.J.S.A. 17B:27 A-17 et seq., and N.J .AC. 
11:21. 

I 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 

New Rule, R.1 LJLJ4 d. l 53, effective February 28. 1994. 
See: 26 N.J.R. 741 (a), 26 N..1.R. 1352(a). 

EXHIBIT BB 
PART 3 
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CERTIFICATION OF PRIOR FILING AND 
COMPLIANCE WITH P.L. 1994, C.11 

In accordance with N.J.A.C. ll:21-ll.8(a), submit this 
form to the SEH Board at the address specified at N..J.A.C. 
11:21-1.3 and in triplicate to the New Jersey Department of 
Insurance as follows: Attn: Nonstandard Plan Compliance 
(SEH), Division of Life and Health Actuarial Services, N.J. 
Department of Insurance, 20 West State Street, CN-325, 
Trenton, NJ 08625-0325. 

1. INFORMATION ABOUT THE CARRIER AND RE-
SPONDENT 
Carrier's Name: 
NAIC #: 
Respondent's Name: 
Respondent's Title: 
Respondent's Address: 

Respondent's Phone: _____ FAX: 
2. NONSTANDARD HEALTH BENEFITS PLAN INFOR-

MATION (Submit the requested information with respect 
to one nonstandard health benefits plan form only. Use 
"NA'" to indicate when a question or request is not applica-
ble.) 
a. Form identification number: 
b. Form's market name: 
c. Date filed ( approved) by the Commissioner: 
d. Specify which of the following have been approved with 

respect to this form, providing the most recent date 
that an approval was received for each: 

Form amendment: 
Rider form: 
Endorsement form: 

e. Has this nonstandard health benefits plan been market-
ed and sold by or through an association, multiple 
employer arrangement and/or out-of-state trust? 

__ Yes __ No 
If yes, please specify the name(s) of the association, 
multiple employer arrangement and out-of-state trust 
and the number of policyholders or certificateholders 
constituting groups of 49 or fewer lives (including 
single lives) in each association, multiple employer 
arrangement or out-of-state trust: 

__ Check here if additional pages are attached. 
f. If marketed and sold through an association, multiple 

employer arrangement and/or out-of-state trust, will 
this nonstandard health benefits plan continue to he 
marketed and sold to new small employer members of 
the association, multiple employer arrangement and/or 
out-of-state trust? 

__ Yes __ No __ NA 
g. If marketed and sold through an association. multiple 

employer arrangement and/or out-of-state trust is this 
the only manner by which this nonstandard health 
benefits plan is sold or marketed? 

__ Yes __ No __ NA 
If no, does the carrier market and sell the nonstandard 
health benefits plan through: 

Agent force: __ Yes __ No 
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Direct sale: __ Yes __ No 
h. Specify the number of policies, contracts or certificates 

in force under this form by anniversary date (by 
month): 
January: ______ July: ______ _ 
February: _____ August: _____ _ 
March: ______ September: ____ _ 
April: _______ October: _____ _ 
May: _______ November: 
June: _______ December: ____ _ 

3. Attach the amendments made to the nonstandard health 
benefits plan that are necessary to comply with the provi-
sions of N.J.S.A. 17B:27A-17 et seq. as required by P.L. 
1994, c. 11, and rules and promulgated thereunder, specifi-
cally NJ.AC. 11:21-3A. 

4. CERTIFICATION 
I, the undersigned, certify that this completed form, 

including additional pages attached hereto and incorporat-
ed herein, is true and accurate, and that I am an officer of 
the carrier duly authorized to submit this certification. 

I certify that, in accordance with P.L.1994, c. 11, policies, 
contracts or certificates issued or renewed under this non-
standard health benefits plan have been and shall be 
brought into compliance with N.J.S.A. 17B:27A-17 et seq. 
as required by P.L.1994, c. 11, on their respective first 
anniversary dates occurring after September 11, 1994, and 
further, that in no instance shall any policies, contracts or 
certificates issued or renewed under this nonstandard 
health benefits plan fail to be in compliance as specified at 
P.L.1994, c. 11 any later than September 11, 1995. 

I certify that, in accordance with N.J.A.C. 11:21-3A, no 
policy, contract or certificate shall be issued or renewed 
under this nonstandard health benefits plan through or by 
any association, multiple employer arrangement or out-of-
state trust after February 28, 1996. 

I certify that, in accordance with NJ.AC. ll:21-3A, no 
policy, contract or certificate reinstated, continued or re-
newed under this nonstandard health benefit plan by (Car-
rier's name) shall be renewed after February 28, 1996. 

Date Signature 

Title 

New Rule, R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 311 S(a), 26 N.J.R. 4620(a). 

EXHIBIT BB 
PART 4 

CERTIFICATION OF INFORMATIONAL FILING 
AND COMPLIANCE WITH P.L. 1994, C.11 

In accordance with N.J.A.C. 11:21-11.S(b), submit this 
form to the SEH Board at the address specified at N.J.A.C. 
11:21-1.3 and in triplicate to the New Jersey Department of 
Insurance as follows: Attn: Nonstandard Plan Compliance 
(SEH), Division of Life and Health Actuarial Services, N.J. 
Department of Insurance, 20 West State Street, CN-325, 
Trenton, NJ 08625-0325. 

1. INFORMATION ABOUT THE CARRIER AND RE-
SPONDENT 
Carrier's Name: 
NAIC #: 

DEPT. OF INSURANCE 

Respondent's Name: 
Respondent's Title: 

Respondent's Address: ========================= \____) 
Respondent's Phone: _____ FAX: _____ _ 

2. NONSTANDARD HEALTH BENEFITS PLAN INFOR-
MATION , 
(Submit the requested information with respect to one 
nonstandard health benefits plan form only. Use "NA" to 
indicate when a question or request is not applicable.) 
a. Form identification number: ________ _ 
b. Form's market name: 
c. Specify the reason(s) why this nonstandard health ben-

efits plan was not submitted to the Department for 
filing prior to April 4, 1994: 

__ Check here if additional pages are attached. 
d. Has this nonstandard health benefits plan been market-

ed and sold by or through an association, multiple 
employer arrangement and/or out-of-state trust? 

__ Yes __ No 
If yes, please specify the name( s) of the association, 
multiple employer arrangement and out-of-state trust 
and the number of policyholders or certificateholders 
constituting groups of 49 or fewer lives (including 
single lives) in each association, multiple employer 
arrangement or out-of-state trust: 

__ Check here if additional pages are attached. 0 
e. If marketed and sold through an association, multiple 

employer arrangement and/or out-of-state trust, will 
this nonstandard health benefits plan continue to be 
marketed and sold to new small employer members of 
the association, multiple employer arrangement and/or 
out-of-state trust? 

__ Yes __ No __ NA 
If yes, specify the final date that policies, contracts or 
certificates will be issued under this nonstandard health 
benefits plan: __ 

f. If marketed and sold through an association, multiple 
employer arrangement and/or out-of-state trust, is this 
the only manner by which this nonstandard health 
benefits plan is sold and marketed? 

__ Yes __ No __ NA 
If no, does the carrier market and sell the nonstandard 
health benefits plan through: 

Agent force: __ Yes __ No 
Direct sale: __ Yes __ No 

g. Specify the number of policies, contracts or certificates 
in force under this form by anniversary date (by 
month): 
January: ______ July: ______ _ 
February: _____ August: _____ _ 
March: ______ September: ____ _ 
April: _______ October: 
May: _______ November: 
June: _______ December: 

3. Attach the amendments made to the nonstandard health 
benefits plan that are necessary to comply with the provi-
sions of N.J.S.A. 17B:27A-17 et seq. as required by P.L. ~ 1 

1994, c. 11, and rules promulgated thereunder. 
4. CERTIFICATION 
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I, the undersigned, certify that this completed form, 
including additional pages attached hereto and incorporat-
ed herein, is true and accurate, and that I am an officer of 
the carrier duly authorized to submit this certification. 

I certify that, in accordance with P.L.1994, c. 11, policies, 
contracts or certificates issued or renewed under this non-
standard health benefits plan have been and shall be 
brought into compliance with N.J.S.A 17B:27A-17 et seq. 
as required by P.L.1994, c. 11, on their respective first 
anniversary dates occurring after September 11, 1994, and 
further, that in no instance shall any policies, contracts or 
certificates issued or renewed under this nonstandard 
health benefits plan fail to be in compliance as specified at 
P.L.1994, c. 11 any later than September 11, 1995. 

I certify that, in accordance with N.J.AC. 11:21-3A, no 
policy, contract or certificate shall be issued or renewed 
under this nonstandard health benefits plan through or by 
any association, multiple employer arrangement or out-of-
state trust after February 28, 1996. 

I certifv that, in accordance with NJ.AC. 11:21-3A, no 
policy, c~ntract or certificate reinstated, continued or re-
newed under this nonstandard health benefits plan by 
(Carrier's name) shall be renewed after February 28, 1996. 

Date Signature 

Title 

New Rule, R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3 I l 8(a), 26 N.J.R. 4620(a). 

EXHIBIT CC 
NEW JERSEY SMALL EMPLOYER HEALTH 

BENEFITS PROGRAM 
CARRIER SMALL EMPLOYER MARKET 

SHARE REPORT 
This report must be completed in accordance with the 

provisions of N.J.AC. 11:21-10, and certified by the Chief 
Financial Officer or other duly authorized officer of the 
Carrier. Reports must be completed and returned on or 
before April 15, 1994 and by March 1 of each year thereaf-
ter. Completed Reports must be returned to the SEH 
Program Administrator as set forth at NJ.AC. 11:21-1.3. 

Part A Carrier Information 
1. Carrier's Name: 
2. Carrier's NAIC Number: 
3. Is the above named Carrier an affiliated Carrier? 

__ Yes __ No 
a. If Yes, please list all Carriers with whom the 

above named Carrier is affiliated. List only those 
affiliates that had group health benefits plans in 
force for small employers in the preceding calen-
dar year. 
Name 

Part B. Personal Respondent Information 
I. Name: 
2. Title: 
3. Mailing Address: 

NAIC # 

11:21 App. 

4. Telephone No. _____ Facsimile No. __ _ 
Part C. Calendar Year Information for 199_ 

Net earned premium for all small 
employer group health benefits 
plans: $ ____ _ 

Part D. Certification 
I certify that the information provided in this Report 

is accurate and complete, and has been prepared in 
accordance with the provisions of NJ.AC. 
11:21-X. 

Signature Title Date 

New Rule, R.1994 d.228, effective April 11, 1994. 
Sec: 26 N.J.R. 1588(a), 26 N.J.R. 1873(a). 

Exhibit DD 

[Carrier] 

AMENDMENT 

[Policyholder] 

Group [Policy] No. 

Effective Date: 

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 shall insert its standard amendment closure and 
signature blocks.] 

EXHIBIT EE 

(RESERVED) 

EXHIBIT FF 

SEH PROGRAM PREMIUM COMPARISON SURVEY 

Submit this completed survey in duplicate no later than 
September 1 of each year to: SEH Program Premium 
Comparison Survey, Division of Public Affairs, New Jersey 
Department of Insurance, 20 West State Street, CN 325, 
Trenton, New Jersey 08625. 

Part 1 

COMPANY AND RESPONDENT INFORMATION 
Company Name: ___ NAIC: __ _ 

Respondent's Name: 

Respondent's Title: 
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Respondent's Address: 

Respondent's Telephone: 

Respondent's Facsimile: 

Part 2 
TOLL-FREE INFORMATION 

Company's Toll-Free Telephone number where an appli-
cant may obtain a premium quote: __ _ 

Please indicate if a switchboard or message recording is 
reached by the toll-free number and the respective period of 
service: 

Switchboard Service Times: 

Message Recording Service Times: 

Part 3 
DIRECTIONS FOR COMPLETING 

THE PREMIUM SURVEY 

A Specify the monthly premium, rounded to the nearest 
whole dollar, that will be charged for a standard policy 
issued on the next January 1 to an employer as set forth in 
paragraph C below, for each policy form and rider in the 
categories listed in the survey for each plan in accordance 
with paragraph D below. In showing the rider premium, list 
only the additional premium for a rider, not the total 
premium for a plan including the rider. The following 
abbreviations apply: 

SCA = Selective Contracting Arrangement (that is, an ar-
rangement for the payment of predetermined fees 
or reimbursement levels for covered services by the 
carrier to preferred providers or preferred provider 
organizations (see N.J.A.C. 11:4-37.2)). 

NR The plan is offered or purchased without any stan-
dard riders. 

PC The prescription card rider (Exhibit H or J, Part 2 
of the Appendix to NJ.AC. 11:21). 

PM The prescription mail order rider (Exhibit H or J, 
Part 3 of the Appendix to NJ.AC. 11:21). 

PMC The prescription card and mail order rider (Exhibit 
Hor J, Part 1 of the Appendix to N.J.A.C. 11:21). 

MH The mental/nervous and substance abuse rider (Ex-
hibit I of the Appendix to NJ.AC. 11:21). 

B. Use "NA" to indicate when any rider or plan varia-
tion is not being offered. 

C. For purposes of completing the survey, assume the 
following policyholder: 

Three small employers, one of each employer being 
located in the following counties: Camden, Middlesex, 
and Bergen, and each with six employees as follows: 

l. Single Female-age 27 

DEPT. OF INSURANCE 

2. Single Male-age 37 
3. Female Parent-age 47, with two children 
4. Male Employee and Spouse-both age 57 

5. Male Employee-age 27 
Spouse-age 24 
Two children-both under age 18 

6. Female Employee-age 47 
Spouse-age 50 
Two children-both under age 18 

D. For purposes of completing the survey, show the 
premium for only one delivery system option as described 
on the form, and indicate by checking the appropriate space 
if other delivery systems for the plan are available. 

Part 4 

PREMIUM SURVEY 

PLAN A 

Carrier: 

SEH PROGRAM PREMIUM COMPARISON SURVEY_ 

PLAN A PREMIUM 1/1/19_ 

Camden 
NR 

$250 $ __ 

Middlesex 
$250 $ __ 

Bergen 
$250 $ __ 

Premium Rate Guarantee Period (if any): 

Above Premiums 

Based on (check one): 

Traditional __ 

SCA-No Gatekeeper __ 

SCA-Gatekeeper __ 

Other Delivery Systems Available: Yes_ No_ 

Note: Coinsurance percentages for Plan A are established 
by rule _; no variations are permitted. See Exhibit A of 
Appendix to N.J.A.C. 11:21. 

PLAN B 

Carrier: 
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SEH PROGRAM PREMIUM COMPARISON SURVEY-

PLAN B PREMIUM 1/1/19_ 

Camden 
NR PC PM PMC 

$250 $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ 
$1,000 $ __ $ __ $ __ $ __ 

Middlesex 
NR PC PM PMC 

$250 $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ 
$1,000 $ __ $ __ $ __ $ __ 

Bergen 
NR PC PM PMC 

$250 $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ 
$1,000 $ __ $ __ $ __ $ __ 

Premium Rate Guarantee Period (if any): 

Above Premiums 

Based on (check one): 

Traditional __ 

SCA-No Gatekeeper __ 

Coinsurance Percentage: 
In-Network __ Copay (if any) $ __ 

Out-of-Network __ 
SCA-Gatekeeper __ 

Coinsurance Percentage: 
In-Network __ Copay (if any) $ __ 

Out-of-Network __ 

MH 
$ __ 
$ __ 
$ __ 

MH 
$ __ 
$ __ 
$ __ 

MH 
$ __ 
$ __ 
$_·_ 

Other Delivery Systems Available: Yes __ No--· 

PLAN C 

Carrier: 

SEH PROGRAM PREMIUM COMPARISON SURVEY-
PLAN C PREMIUM 1/1/19_ 

Camden 

$250 
$500 
$1,000 

Middlesex 

$250 
$500 
$1,000 

NR $ __ 
$ __ 
$ __ 

NR 
$ __ 
$ __ 
$ __ 

PC PM PMC MH 
$ __ $ __ $ __ $ __ 
$ __ $ __ $ __ $ __ 
$ __ $ __ $ __ $ __ 

PC PM PMC MH 
$__ $__ '$__ $ __ 
$__ $__ $__ $ __ 
$__ $__ $__ $ __ 

11:21 App. 

Bergen 
NR PC PM PMC MH 

$250 $ __ $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ $ __ 
$1,000 $ __ $ __ $ __ $ __ $ __ 

Premium Rate Guarantee Period (if any): 

Above Premiums 

Based on (check one): 

Traditional __ 

SCA-No Gatekeeper __ _ 

Coinsurance Percentage: 
In-Network __ Copay (if any)$. __ _ 

Out-of-Network __ 

SCA-Gatekeeper __ _ 

Coinsurance Percentage: 
In-Network __ Copay (if any) $. __ _ 

Out-of-Network __ 

Other Delivery Systems Available: Yes ___ No __ _ 

PLAN D 

Carrier: 

SEH PROGRAM PREMIUM COMPARISON SURVEY-

PLAN D PREMIUM 1/1/19_ 

Camden 
NR PC PM PMC MH 

$250 $ __ $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ $ __ 
$1,000 $ __ $ __ $ __ $ __ $ __ 

Middlesex 
NR PC PM PMC MH 

$250 $ __ $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ s __ 
$1,000 $ __ $ __ $ __ $ __ $ __ 

Bergen 
NR PC PM PMC MH 

$250 $ __ $ __ $ __ $ __ $ __ 
$500 $ __ $ __ $ __ $ __ $ __ 
$1,000 $ __ $ __ $ __ $ __ $ ___ 

Premium Rate Guarantee Period (if any): 

Above Premiums 

Based on (check one): 

Traditional __ 

SCA-No Gatekeeper __ _ 
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Coinsurance Percentage: 

In-Network __ Copay (if any) $ 

Out-of-Network __ 

SCA-Gatekeeper 

Coinsurance Percentage: 

In-Network __ Copay (if any) $ 

Out-of-Network __ 

Other Delivery Systems Available: Yes No 

PLANE 

Carrier: 

SEH PROGRAM PREMIUM COMPARISON SURVEY-

PLAN E PREMIUM 1/1/19_ 

Camden 
NR PC PM PMC MH 

$150 $ __ $ __ $ __ $ __ $ __ 

Middlesex 
NR PC PM PMC MH 

$150 $ __ $ __ $ __ $ __ $ __ 

Bergen 
NR PC PM PMC MH 

$150 $ __ $ ___ $ __ $ __ $ __ 

Premium Rate Guarantee Period (if any): 

Above Premiums 

Based on (check one): 

Traditional __ _ 

SCA-No Gatekeeper __ _ 

Coinsurance Percentage: 

In-Network __ Copay (if any) $ __ _ 

Out-of-Network __ 

SCA-Gatekeeper __ _ 

Coinsurance Percentage: 

In-Network __ Copay (if any) $. __ _ 

Out-of-Network __ 

Other Delivery Systems Available: Yes ___ No __ _ 

HMO PLAN 

Carrier: 

DEPT. OF INSURANCE 

SEH PROGRAM PREMIUM COMPARISON SURVEY-
HMO PLAN PREMIUM 1/1/19_ 

Camden 
NR PC PM PMC 

$5 $ __ $ __ $ __ $ __ $ __ 
$10 $ __ $ __ $ __ $ __ $ __ 
$15 $ __ $ __ $ __ $ __ $ __ 
$20 $ __ $ __ $ __ $ __ $ __ 

Middlesex 
NR PC PM PMC 

$5 $ __ $ __ $ __ $ __ $ __ 
$10 $ __ $ __ $ __ $ __ $ __ 
$15 $ __ $ __ $ __ $ __ $ __ 
$20 $ __ $ __ $ __ $ __ $ __ 

Bergen 
NR PC PM PMC 

$5 $ __ $ __ $ __ $ __ $ __ 
$10 $ __ $ __ $ __ $ __ $ __ 
$15 $ __ $ __ $ __ $ __ $ __ 
$20 $ __ $ __ $ __ $ __ $ __ 

Premium Rate Guarantee Period (if any): 

APPENDIX 

GENERAL INFORMATION 
LIST OF MUNICIPALITIES REQUIRING PAYMENT 

OF LIENS BY COMPANIES WRITING FIRE 
INSURANCE 

The following is a list of municipalities that have passed 
an ordinance requiring companies writing fire insurance on 
risks located in that municipality to pay unpaid liens out of 
any claimed payments in excess of $2,500. 

Aberdeen. Township of 07747 (Monmouth County) 
Absecon, City of 08201 (Atlantic County) 
Alloway, Townshp of 08079 (Salem County) 
Asbury Park, City of 07712 (Monmouth County) 
Atlantic City, City of 08401 (Atlantic County) 
Barrington, Borough of 08007 (Camden County) 
Bayonne, City of 07002 (Hudson County) 
Bclnm, Borough of 07719 (Monmouth County) 
Berkeley, Township of 08721 (Ocean County) 
Berlin. Borough of 08009 (Camden County) 
Berlin, Township of 08091 (Camden County) 
Bloomfield, Town of 07003 (Essex County) 
Bordentown, Township of 08505 (Burlington County) 
Branchburg, Township of 08876 (Somerset Count)') 
Brick, Township of 08723 (Ocean County) 
Bridgeton, City of 08302 (Cumberland County) 
Brigantine, City of 08::!03 (Atlantic County) 
Buena, Borough of 08341 (Atlantic County) 
Burlington, City of 08016 (Burlington County) 
Butler, Borough of 07405 (Morris County) 
Byram, Township of 07860 (Sussex County) 
Camden, City of 08101 (Camden County) 
Cape May, City of 08204 (Cape May County) 
Carneys Point, Township of 08069 (Salem County) 
Carteret, Borough of 070118 (Middlesex County) 
Cedar Grove. Township of 07009 (Essex County) 
Chatham, Township of 07928 (Morris County) 
Chesterfield, Township of 08620 (Burlington County) 
Cinnaminson, Township of 08077 (Burlington County) 
C!intun. Tovmship of 08801 (Hunterdon County) 
Delaware. Township of 08557 (Hunterdon County) 
Dc!ran, Township of 08075 (Burlington County) 
Dover, Town of 07801 (Morris County) 
Dover, Township of 08753 (Ocean County) 
East Orange, City of 07019 (Essex County) 
East Windsor, Township of 08520 (Mercer County) 
Eatontown, Borough of 07724 (Monmouth County) 
Edgewater Park, Township uf 08010 (Burlington County) 
Egg Harbur, Township of 08221 (Atlantic County) 
Egg Harbor, City of 08215 (Atlantic County) 
Elizabeth, City of 07201 (Union County) 

IJate Filed with the 
Department of Insurance 

September 8, 1980 
July 5, 1983 
December 20. I 984 
May 25, 1979 
March 19, 1979 
September 17, 1982 
March 12, 1979 
March 5, I 982 
May 22. 1979 
October I 8, 1979 
March 20, I 980 
March 26, I 979 
October 24. I 994 
December 15, I 992 
May 2, 1980 
April 30, 1979 
October 14, 1982 
Novemhcr l, I 982 
December 9, 1980 
November 14, I 980 
October 9, I 980 
May 4. 1979 
May 22, 1979 
July 2, I 979 
June 20, 1995 
August JO, I 979 
June 4, 1986 
September 16, 1994 
August 30, I 979 
December Ill, 1981 
Octohcr 1.'i. 1992 
August 30. l 979 
April 16, 1980 
September 26, I 979 
rchruary 20, 1979 
December 23, 1991 
March 1J, l 979 
July 24, I 079 
September 24, I 979 
May 21, 1981 
April 30, 1979 
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Elmer. B()rnugh of 08318 (Salem County) 
Ewing" Towrn,hip of tl8h 18 { Mercer County) 
Fairfield. Township uf ()700h {[~sex Cuunty) 
Fair Vic\v, Bnrnugh Llf ()7()22 (Bergen Coumy) 
Fam,:ood. Borough uf 07023 (l'.nion County) 
Farmingd<.lil.'. Burough Llf 07T27 {Union County) 
Florham Park. I3L)rough of 07932 (Morris Counry) 
Fort Lee. l3uruugh of 07024 (Bergen County) 
Franklin. Tnv,.'nc;hip of 078.26 (SL)mcrsct County) 
Fredon. Tuv.nship of 07860 (Sussex County) 
Freehold. Borough of 07728 (Monmouth County) 
Freehold. Township uf 07728 (Monmouth County) 
Glen Rock, Borough of 07452 (Bergen County) 
Gloucester, City of 08030 (Camden County) 
Green, Township of 07821 (Sussex County) 
Hackensack, City of 07602 (Bergen County) 
Haddon Heights. Borough of 08035 (Camden Countv) 
Hamilton, Township of 08330 (Atlantic County) 
Hamilton. Township of 08650 (Mercer County) 
Hammonton, Town of 08037 (Atlantic County) 
Hanover, Township of 0798! (Morris County) 
Hightstown, Borougi1 of 08520 (Mercer County) 
Hillside, Township of 07205 (Union County) 
Hohokcn, City llf 07030 (Hudson County) 
Hollancl, Township of 08848 (Hunterdon County) 
Holmdel. Township of 07733 (Munmouth County) 
Hopewell. Township of OK302 (Cumberland County) 
l-lopewcll, Township of 08)60 (Mercer County) 
HowclL Township L)f 07731 \Monmouth County) 
Irvington. Town L)f 07 l l l (Essex County) 
Irvington. Township of 07111 (Essex County) 
Jackson, Township of 08257 (Ocean Countv) 
Jamcshurg, Borough of 08831 (Middlcsc, County) 
Jefferson, Township of 07981 (Morris County) 
Jersey City, City of 07302 (Hudson County) 
Keansburg, Township of 07734 (Monmouth County) 
Kearny, Town of 07032 (Hudson County) 
Keyport, Borough of 07735 (Monmouth County) 
Kinnelon, Borough of 07405 (Morris County) 
Lacey. Township of 08731 (Ocean Countv) 
Lavallette, Borough of 087.15 (Ocean' 0.1~nty) 
Lawrence, Township of 08648 (Mercer County) 
Lindenwold, Borough L)f OS02I (Camden County) 
Little Silver, Borough uf ()7739 (Monrnouth Coumy) 
Logan. Township of 11811% (Gloucester County) 
Long Branch. City of 07740 (\fonmouth County) 
Lopatcong. Township of 0Kr\65 (Warren County) 
Lower. Township of 08024 (Cape May County) 
Manalapan, Township of ll7726 (Monmouth County) 
ManchcsteL Townshlp of 08733 (Ocean County) 
:vtannington, Township of 08079 (Salem Clll1nty) 
Maple Shade, Township of 08052 (Burlington County) 
Maplewood. Township of 07040 (Essex County) 
Margate City, City of (Atlantic County) 
Matawan, Borough of 07747 (Monmouth County) 
Maurice River, Township of 08332 (Cumberland County) 
Medford Lakes. Borough of 0805,\ (Burlington County) 
Mendham, Township of 07949 (Morns County) 
Millburn, Township of 07041 (Essex County) 
Millville, City of 08332 (Cumberland Coun1y) 
Millstone. Township of 07726 (Monmouth Coun1y) 
Montch.1lr, Tuwn of 07042 (Es:-.cx County) 
Mount Holly. Township of 08060 (Burlington County) 
Mount LaurcL Township of 08054 (Burlington County) 
Neptune. Township of 077:).3 (Monmouth County) 
Neptune Cily. Borough uf 077 l 2 (Monmouth Coumy) 
Newark, City of 1171112 County) 
New Brunswick, Ciry 0.SlJ03 (Middlesex County) 
North Plalnficld. 13ort)ugh (lf 07060 (Somerset County} 
North Wilchvund, of ()8~60 (Cape May County) 
Ocean, Tuwnship of (Mnnmou1h County) 
Ocean. Township of 08758 (Ocean County) 
Orange. City of 07050 (Essex County) 
Oxford. Township of 08809 (Warren County) 
Passaic. Citv of 07055 (P;issaic Cnuntv) 
Paterson, City of 07050 (Pass,1ic Cou1\ry) 
Paulsboro, Borough of 08066 (Ciluuccster County) 
Pcmhcrton, Township of 08057 (Burlington Cl)UJlty) 
Penns Grove. Bnrnugh (.)f 08069 (Scilem County) 
Phillipsburg, Town of 08865 (Warren County) 
Pinc Hill. Horough L)f 08011 (Camden County) 
Piscataway, Township of 08854 (Middlesex County) 
Pittsgrove, Township of 08318 (Salem County) 
Plainfield. City of 07061 (Union County) 
Pleasantville, City of 08232 (Atlantic County) 
Plumsted, Township of 08533 (Ocean County) 
Pohatcong. Township of 08865 (Warren County) 
Princeton, Bnrough of 08540 (Mercer Counly) 
Princeton, Township of 08540 (Mercer Counry) 
Rahway. City of 07065 (Union County) 
Randolph. Township of 07801 (Morris County) 
Readington. Township of 08889 (Hunterdon County) 
Red B;_ink. Borough of 07701 (Ml_)nmouth County) 

Date Filed with the 
Department of lnsuranc~ 

November 19, 199] 
November l ll, l ()81 
August 2!. JlJ8() 
scPtcmbcr ). 1979 
June 29, llJ7l) 

18. 1981 
25. 1979 

27, j l)79 
June 20, 19.SO 
October 28. 1980 
July 21, 1994 
October 8. I 992 
June 8, 1995 
January 24, I 989 
July 20. 1982 
April 22, I 980 
August 8. 1994 
November 18, 1982 
August 2, 1994 
August 3. 1979 
Janu<.1!)1 7, \()86 
September ). 1 ()80 
June 4. llJ7lJ 
Ocwbcr L'i. I 97tJ 
June l. 1992 
October 2(L 1987 
September 2Ci. 107\J 
Oc1obcr 14, llJlJ-1 
March 23. 1970 
March ?O. I lJ79 
July I, 1985 
March 7, I 979 
March 2, 1983 
April 19, I 983 
February 23, 1979 
April 5, 1984 
August 26, 1980 
August I 5, I 979 
June 4. I 986 
August 18, 198 I 
December 11. I 970 
/\pri ! 24, 1979 
July (1, JlJtJ4 
April 5. I 984 

2. ]l)l)() 

4. 1'187 
August 30. l 979 
Jun~c 5, l 979 
July 2h, 1995 
September 21. 1982 
May 17. 1979 
July 18, 1980 
April 4, I 979 
September I. 1995 
June 19, 1981 
Septemher 26, I 980 
February 3. 1992 
January I 6, I 985 
May 19. 1981 
April 10. 1979 
January 14. 1988 
April 5, 1'!79 

29, I 9HO 
,via\ 19811 
Jan.u;11y' 4, 1982 
December 2, 1982 
March 16, 197'! 
January 30, ! 98(1 
July I, 1%5 
August 24. l lJ7(J 
~\1\·c111bcr 27. J tJ';tJ 
~lay 29, 1985 
July 2, 1979 
',,1;iy 1, 1995 
September •L ) lJSO 
Fcbruarv l h. l lJ7lJ 
May 7. ,1'!81 

()_ ]9().1 

9, llJ7Y 
J.). j l)7l) 

:\-1arch 2, 19,'C 
March 20. I 98 I 
January 8, I 993 
April 5, 1979 
December 27, 1979 
Novemher 16. 1992 
July 20. I 979 
July 16, 1980 
September 25, I 'J80 
December l 8, I lJ7lJ 
May 10. 1979 
June 23. 19811 
September lJ, li..J~() 

Riverside. Township Df 08075 (Burlmgton Cnu11ty) 
Roosevelt, Borough uf OX)::;) (~vlonrnm1rh CL1u11ty) 
Roselle, Borough of 072()1 ( Cnitm 
Roselle Park. Borouc.h of DT!O-i (l'.nion 
Runn~mede. Bornugl1 of 0.S(m; (Camden Cuu1.ty) 
Salem, City of 081179 (Salem 
Sayreville. 8l)fough of 08872 Cuunly) 
Scotch Plains, Township of 07()76 ( L'nion Cnun1:,) 
Sea Bright, Borough uf ()77(10 (\1on111nuth County) 
Sea Girt, Bnrough ()f 07762 (:V1onmouth Cnunty) 
Seaside Heights, Borough of OH75 I (Ocean Cnunt:) 
Secaucus, Tuv ... n of 07094 (Hudson Cl)unty) 
Somerdale. Borough of 08083 (Camden County) 
Somers Point, City of 08244 (Atlantic County) 
Somerville, Ilnrough of 08876 (Somerset County) 
South i\mhoy. City of 08879 (Middlesex County) 
South Hai rison, Tm,:nship of 08039 (Glouccsti:r Cl:unty) 
South Orange Village, Township of 07079 (Essex County) 
South Plainfield, Borough of 07080 (~liddlese, County) 
South River, Borough of 08882 ('.v1idcllcse, C1)unty) 
Spotswood, Borough uf 08S8-t (Micldlc:-.c\ Count)) 
Stafford, Township ur 08050 (Ocean Cuu11ty) 
Sussex, Borough of lJ7j(1! (Su.c,:-.cx County) 
Tenafly, Borough of 07h7() Cuurny) 
Tewksbury. Township uf OS8~3 luntcrdon Cnu11t1) 
Tinton Falls, Township ut ()7724 (Mo11mot1th C'lltlnt)) 
Trenton, City of 08608 (\1crccr Ctn1nty) 
Tuckerton, Borough of 0801)7 (Occ,m CL)Untv) 
Union City, City ~f 07087 (I lud'>Oll Cuunty) · 
Upper Deerfield. Townshp of 08302 (Cumhcrl:iml Co1mty) 
L;pper Pinsgrove. Township of 08318 (Salem CoHnty) 
Ventnor City, City of 08401 tArlantic County) 
Verona, Borough of. Township of 07044 (Essex County) 
Victory Gan.Jens, Borough of 07801 (Morris Cou 11ty) 
Vineland, City of U8360 (Cumhcrland County) 
Washington, Borrnigh of 07882 (Warren County) 
Washingwn. Township of 08214 (Burlington County) 
Washington, Tnwnship of 07853 (Morris County) 
WatcrfonJ, Township of 08004 (Camden County) 
Wayne, Townsl1ip or 07470 (P:1:,,:,,aic J 

Weehawken. Tov.nsh1p uf OIOX7 (Hudson 
Wenonah. Borough ul ()8090 (Gloucester Cm1nty) 
West Deptford, TO\'ill'ihip nl 08086 (Gl()uce:-.rcr County) 
Westfield, Town of ll7(J1JO (Uni1)n Co11111\') 
\Vcsthampron, Township of ()8()(,() (Bur li.ngtu11 Count~) 
West New York, Town of 07UlJJ (l Iudson Cuunty) 
Westville, Borough of 081193 County) 
West Orange, Town uf (Ec;sc:-.. County) 
Westwood. Borough of 07()/5 (Bergen County) 
Wild\\ood, City of 1182(,0 (Cape May County) 
Willingboro. Township of 08046 (Burlington Counry) 
Winslow, Township of 08037 (Camden County) 
Woodbury, City of 1)8086 (Gloucester County) 
Woodlynne, Borough of 08107 {Camden County) 
WoodriJgc, Bllrough of 07075 (Bergen County} 
Woodstown, Borough of 08079 (Salem Cuunty) 
Wuo!wich. Township of 08085 (Gloucester Count~) 

R.1980 d.115, filed May 1, 1980. 
See: 12 N.J.R. !%(a). 
As amended, R.l 980 d, 190, filed May 1, 1980. 
See: 12 N.J.R. 342(,t). 
As amended, R.1981l d.219, filed May 15. 1980. 
See: 12 NJ.R. 342(b). 
As amended, R.1980 d.268, filed June 19, 1980. 
See: 12 NJ.R. 422(h). 
As amended, R.1980 d.336, filed July 29, 1980. 
Sec: 12 NJ.R. 538(c). 
As amended, R.1981 d.'.'21, filed June 8, 1981. 
See: 13 N.J.R. 44l(h). 
As amended, R.1 'J82 d.33, filed January 21. I 982. 
See: 14 NJ.R. 213(b). 
As amended, R. I 982 d. 133, filed April 7. 1982. 
See: 14 NJ.R. 432(c). 
As amended, R.1984 d.273, filed June(,. 1984. 
See: 16 NJ.R. 1803(a). 
Amended, R.1985 d.82, filed January 25, 1985. 
Sec: 17 NJ.R. 616(b). 
Public Notice: Added 141 through 149 to General 
Sec: 18 N.J.R. I 109(b). 
Public Notice: Added 150 through 156 to General 
Sec: 19 NJ.R. 146(c). 
Public Notice: Published General Information list. 
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l>ak Filed•;,:'.\) ::h(' 
Department rii >!Jn,111"~ 

\fa~ 1(1 
\bro· 1 
A;:~u< :-. 1 ( 

\tm::1 -"• 
~Li:, r•, I t;0~ 
Jun\.' 
~..:pi~, '.[we 
Augu\! ::'.:::'.. 
-\pril J(! 
.\.fore!' I.:!. i~J'Jl 
Ju11c 21, 19tJ 1 

M::rc!- 5. lli~!l 
!cl\ ~S. H1-C 
Ju;1c i. J•J.:1 
:-....t!r,:I: 23. : l; Ci 
Juiy 12. llJ0,: 
lkn:::nbcr : 1; Jll;'Jt, 
A(•~U'-,l 19. Jl·,i\:! 
S:.:ptc111bi:r 2t, 1 .,i;-;n 
March 
June ]{),s; 
\1ay 2 : :j/")_, 

0CL()h(,__r 
fo11e ; ~'. 
Atig11.-.: 2 
J\!l!l' ::l l, 

June l .""'. 
t·ehn;,:, \ 
1\pril .; ' 
\Ly l·i, :t,1X•1 
Oct.nh:·· : ..: · •/' ·., 
.\1Mc!l ~(l. I ':,i '. 

I'chr..ic1:~ .:J, 1,;,!, 1 

(1, I l}~ ~: 

fo,~C .. i, !9X!, 
\Lt1 ch ! ~. l t) ,"·1 

\Lt\' 3{), JC/:,., 
Jui\ l), j()};t 
Oc.toh .. " (,. 
/\l:~ll',; 

J1!1y 
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Jul~· J:;. 
Jtilll'. -·· 
!\farci1 1 ;. 

\laffh 
Fct~rUc.!1·, 
\l,\C;11b,J 

DcCl:111l11.r 5, )•it' 1 

April Jr, llJ."{'.1 
;\'U\t;:11\, .. -r 11. ]' 

~·- i './~:) 

June J(it.;2 
July :.;, l 
Scp1cmt1cr 1"1 '': ·.:; 

~tneh 2H. l •i'•, 

lnfurniatio11. 

Information. 



11 App. 

See: 19 N.J.R. l658(d). 
Public Notice: Published General Information list. 
See: 20 N.J.R. 2402(a). 
Public Notice: Added City of Gloucester, South Harrison Twp. and 

Tuckerton Boro. 
See: 21 N.J.R. 936(c). 
Public Notice: List of municipalities requiring payment of liens by 

companies writing fire insurance; added East Windsor, Elmer, Hol-
land Township, Logan Township, Medford Lakes, Roosevelt, Sea 
Girt, Seaside Heights, Upper Deerfield Township, West Deptford 
Township, Westfield and Westwood. 

See: 24 N.J.R. 3181(b). 
Public Notice: Publication of revised list, January 3, 1994. 
See: 26 N.J.R. 262(b). 

DEPT. OF INSURANCE 

Public Notice: Publication of revised list, July 18, 1994. 
See: 26 N.J.R. 3087(b). 
Public Notice: Publication of revised list, November 7, 1994. 
See: 26 N.J.R. 4453(a). 
Public Notice: Publication of revised list, April 3, 1995. 
See: 27 N.J.R. 1485(b). 
Public Notice: Publication of revised list, July 3, 1995. 
See: 27 N.J.R. 2631(a). 
Amended by R.1995 d.289, effective June 5, 1995. 
See: 27 N.J.R. 1127(b), 27 N.J.R. 2233(a). 
Amended by R.1995 d.312, effective June 19. 1995. 
See: 27 N.J.R. 439(a), 27 N.J.R. 2407(b). 
Public Notice: Publication of revised list, October 2, 1995. 
See: 27 N.J.R. 3846(c). 
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