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*Health coverage is not always insurance – most often 

it is not

*Insurance Requirements including COB, MSP, 

terminations, refunds, etc.

*Assistance from NJDOBI
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*Fully insured v. self funded

*ID Card

*Fully-insured plans are regulated by insurance law and

Federal law

*Know the contract state!

*Self-funded plans are subject to Federal law
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*Coordination of Benefits (COB) N.J.A.C. 11:4-28

*Discourage overinsurance and avoid duplication of benefits
by permitting a reduction of benefits when a person is
covered by more than one plan providing benefits or
services for medical, dental, or other care or treatment;

*Avoid claims payment delays and misunderstandings that
result from the use of inconsistent or incompatible
nonduplication provisions; and

*Establish uniformity in the order in which plans pay their
claims, and provide the authority for the orderly transfer of
information needed to pay claims promptly.
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"Primary plan" means a plan whose benefits for a person's health care
coverage must be determined without taking into consideration the existence
of any other plan. There may be more than one primary plan. A plan shall
be a "primary plan" if either 1 or 2 below exists:

1. The plan has no order of benefit determination rules, or it has rules which
differ from those permitted by this subchapter;

2. All plans which cover the person use the order of benefit determination
rules required by this subchapter, and under those rules the plan determines
its benefits first.

"Secondary plan" means a plan which is not a primary plan. If a person is
covered by more than one secondary plan, the order of benefit
determination rules of this subchapter shall decide the order in which their
benefits are determined in relation to each other. The benefits of each
secondary plan may take into consideration the benefits of the primary plan
or plans and the benefits of any other plan which, under this subchapter, has
its benefits determined before those of that secondary plan.
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The benefits of the plan which covers the person as an employee, member,

subscriber or retiree (that is, other than as a dependent) shall be determined

before those of the plan which covers the person as a dependent.

The rules for the order of benefits for a dependent child when the parents

are not separated or divorced are as follows:

1. The benefits of the plan of the parent whose birthday falls earlier in a

year shall be determined before those of the plan of the parent whose

birthday falls later in that year.

2. If both parents have the same birthday, the benefits of the plan which

covered the parent longer shall be determined before those of the plan

which covered the other parent for a shorter period of time.

More complex situations are detailed in the rule.
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The primary plan shall pay the benefit it would have paid

without regard to the existence of other coverage, and the

secondary plan shall pay any deductible, coinsurance or

copayment for which the covered person is liable up to the

amount the secondary plan would have been required to pay

if primary and provided that the total amount received by the

provider from the primary plan, the secondary plan and the

covered person does not exceed the contractual fee of the

primary plan. In no event shall the covered person be

responsible for any payment in excess of the copayment,

coinsurance or deductible for the secondary plan.
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*Maybe the primary plan covers 120 days of

rehabilitation and the patient has exhausted 120 days

*Maybe the primary plan limits PT/OT/ST to 30 visits

per year
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*What are the benefits of the secondary plan? 

*Does the secondary plan contain any limits?
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*Federal law

*Age

*Disability

*ESRD

*Consumers can face huge financial liability if they 

have not enrolled for Medicare A and B.
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*With the exception of claims that were submitted fraudulently

or submitted by health care providers that have a pattern of

inappropriate billing or claims that were subject to

coordination of benefits, no payer shall seek reimbursement

for overpayment of a claim previously paid pursuant to this

section later than 18 months after the date the first payment

on the claim was made. No payer shall seek more than one

reimbursement for overpayment of a particular claim. At the

time the reimbursement request is submitted to the health

care provider, the payer shall provide written documentation

that identifies the error made by the payer in the processing or

payment of the claim that justifies the reimbursement

request. (from P.L. 2005, c. 352)
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*Rescission as defined in PPACA

*Common allowance for retroactive termination
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*Call center:  609-292-7272

*Submit an Online Complaint:  

http://www.state.nj.us/dobi/consumer.htm#insurance

*Ellen DeRosa

Ellen.derosa@dobi.nj.gov

609-633-1882 ext. 50302

14

http://www.state.nj.us/dobi/consumer.htm#insurance
mailto:Ellen.derosa@dobi.nj.gov

