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tion as a public notice in the New Jersey Register and post
it on the web site of each Department.

SUBCHAPTER 3. ELECTRONIC RECEIPT AND
TRANSMISSION OF HEALTH CARE CLAIMS

Anthority

N.JS.A. 17:1-8.1, 17:1-15¢ and P.L. 1999, c.154—The
Health Information Electronic Data Interchange
Technology Act (“HINT”).

Source and Effective Date

R.2001 d.364, effective October 1, 2001.
See: 33 N.JR. 750(a), 33 N.J.R. 3461(a).

A

11:22-3.1 Purpose and scope

(a) Pursuant to NJ.S.A. 17B:30-23 et seq., P.L. 1999,
¢.154 (the Health Information Electronic Data Interchange
Technology Act (“HINT” or “the Act”)), the purpose of
this subchapter is to establish timetables for the introduction
and implementation of systems for the electronic receipt
and transmission of health care claim information, including,
but not limited to, eligibility, premium payments, reports of
injury, claim status, referral requests, authorization for re-
ferral, enrollment, disenrollment, and other heaith care
claims transactions in accordance with the standards devel-
oped by the United States Department of Health and
Human Services (hereinafter referred to as “DHHS”) pur-
suant to the Health Insurance Portability and Accountability
Act of 1996, P.L. 104-191 (“HIPAA”) for the electronic
administration of health care benefits.

(b) In accordance with N.J.S.A. 17B:30-23b, this sub-
chapter also establishes one set of standard health care
enrollment and claim forms in paper and electronic formats
to be used by all health care benefit payers referred to in (d)
below.

(c) Pursuant to N.J.S.A. 45:1-10.1 and 26:2H-12.12, this
subchapter also establishes rules requiring health care pro-
fessionals, institutions and facilities to file claims on behalf
of their patients when seeking payment or reimbursement of
health care claims.

(d) The subchapter applies to all hospital service corpora-

- tions; medical service corporations; health services corpora-
tions; health insurers issuing individual policies of insurance;
health insurers issuing group policies of insurance; health
maintenance organizations; dental service corporations; den-
tal plan organizations; and prepaid prescription service orga-
nizations; as well as any subsidiary or agent of any such
entity, company or organization that may process health
benefit information on behalf of a payer.
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11:22-3.2 Definitions

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

“Agent” means any entity, including a subsidiary of a
carrier, or an organized delivery system as defined by
N.J.S.A. 17:48H-1 with which a carrier has contracted to
perform claims processing or claims payment services.

“Claim” or “insured claim” means a request by a covered
person, a participating health care provider, or a nonpartici-
pating health care provider who has received an assignment
of benefits from the covered person, for payment relating to
health care services or supplies or dental services or supplies

“covered under a health benefits plan or dental plan issued

by a carrier.

“Commissioner” means the Commissioner of the Depart-
ment of Banking and Insurance. '

“Covered person” means a person on whose behalf a .
payer has an obligation to pay benefits for health care
services pursuant to a plan, policy, contract, certificate, or
any other document.

“Covered service or supply” means a health care service
or supply provided to a covered person under a health
benefits or dental plan for which the payer is obligated to
pay benefits or provide services or supplies subject to any
applicable deductible, coinsurance or co-payment.

“Health benefit payer” or “payer” means those entities
identified in N.J.A.C. 11:22-3.1(c) that are subject to the
provisions of this chapter.

“Health care provider” or “provider” means an individual
or entity which, acting within the scope of its licensure or
certification, provides a covered service or supply defined by
the health benefits or dental plan. Health care provider
includes, but is not limited to, a physician, dentist or other
health care professional licensed pursuant to Title 45 of the
Revised Statutes; a hospital and other health care facility
licensed pursuant to Title 26 of the Revised Statutes; and/or
a purveyor of prescription, pharmaceutical products or dura-
ble medical goods or equipment.

“Health care transaction” or “transaction,” for purposes
of this subchapter only, means the exchange of information
between two or more parties to carry out the financial and
administrative activities related to coverage under a health
benefits or dental plan, including, but not limited to, health
claims and equivalent encounter information, health care

" payment and admittance advice, health claims status, enroll-

ment and disenroliment in a health plan, eligibility for a
health plan, health or dental plan premium payments, first
report of injury, deferral certification and authorization and
health care attachments.
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“Small Employer Health Benefits Plan” means, for pur-
poses of this subchapter only, any plan identified as such by
N.JS.A. 17B:27A-17 or a “small health plan” pursuant to
45 CFR § 160.103.

“Standard” means a prescribed set of rules, conditions,
transaction sets or requirements concerning classification of
components, specification of materials, performance or op-
erations, or delineation of procedures, in describing prod-
ucts, systems, services or practices.

“System” or “system for the electronic receipt and trans-
mission of health care claim information” means that elec-
tronic network established in accordance with 42 U.S.C.
§§ 1320d et seq. for the transaction of health care related
information including:

1. Health claims or equivalent encounter information,
including institutional, professional, pharmacy and dental
health claims;

2. Enrollment and disenrollment in a health plan;
Eligibility for a health plan;

Health care payment and remittance advice;
Health care premium payments;

First report of injury;

Health claim status; and

® N o w s

Referral certification and authorization.

11:22-3.3 Standard enrollment and claim forms

‘(a) 45 CF.R. 162.1101, Subpart K, the Health Care
Claims or Equivalent Encounter Information Standard, and
45 CFR 162.1501, Subpart O, the Enrollment and Disenroll-
ment in a Health Plan Standard, are adopted by the Depart-
ment, in consultation with the Department of Health and
Senior Services, as the electronic standard format for enroll-

ment, disenrollment and claim forms, and are incorporated

and made a part herein by reference.

(b) The UB-92, HCFA 1450 (the uniform claim for use
by health care institutions and facilities) and the HCFA
1500 (the uniform claim for health care providers) are
recognized and adopted by the Department, in consultation
with the New Jersey Department of Health and Senior
Services, as the paper standard format for claims by medical
institutions, facilities and providers. These forms are located
at the website maintained by the Federal Health Care
Financing Administration (www.hcfa.gov/forms/) and incor-
porated herein by reference.

(c) The paper standard format for a universal enrollment
form is located at subchapter Appendix Exhibit 1 and is
incorporated herein by reference.
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(d) Subchapter Appendix Exhibit 3, incorporated herein
by reference, is designated as the standard paper claim
format to be used for all dental benefit claims.

(e) Payers may add a company name and logo to these
standard paper forms.

11:22-3.4 Timetable and operational status reports

(a) On or before October 1, 2002, health benefit payers
shall use the standard electronic claim and enrollment forms
adopted at N.JLA.C. 11:22-3.3(a).

(b) On or before March 30, 2002, health benefit payers
shall file with the Department the First Operational Status
Report, in the form set forth in subchapter Appendix Exhib-
it 2 incorporated herein by reference, demonstrating that
they will be capable of implementing the timetable estab-
lished in (a) above or will be requesting an extension of time
pursuant to N.J.A.C. 11:22-3.5.

(c) On or before July 28, 2002, health benefit payers shall
file an Interim Operational Status Report in the form set
forth in Appendix Exhibit 2 in which the payer shall report
that:

1. It expects to comply with the timetable established
by this subchapter; or

2. It encountered unexpected delays and may not
comply with the timetable. In such circumstances, the
payer shall:

i. Explain the cause of the delay;

ii. Provide an estimate of when compliance will be
achieved; and

iii. Explain why the delay was not anticipated when
the First Operational Status Report was filed pursuant
to (b) above.

(d) On or before October 1, 2002, all health benefit
payers shall file the Final Operational Status Report in the
form set forth in Appendix Exhibit 2, which certifies the
then current status of the payer’s system for electronic
receipt and transmission of standard health care claims and
enrollment forms pursuant to (a) above.

(e) If, at the time the Final Operational Status Report is
filed, a payer is not able to certify that it has a functioning
system for the electronic receipt and transmission of health
care claim information in accordance with N.JS.A.
17B:30-23, the payer shall file the required report together
with supporting documents stating:

1. When compliance will be achieved; and

2. The reason(s) for the failure to comply.

(f) When those payers described in (¢) above achieve
compliance, a Final Operational Status Report shall be filed
within seven days of achieving compliance.

Supp. 10-1-01
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(g) All reports described above in this section shall be
filed at:

Department of Banking and Insurance
Attention: HINT/HIPAA Compliance
PO Box 325

20 West State Street

Trenton, NJ 08625-0325

11:22-3.5 Extensions of time and exemptions from

compliance

(a) Health benefit payers may petition the Commissioner
for an extension of the time limits set forth in N.J.A.C.
11:22-3.4 and/or to seek a waiver of the obligation to
comply with the Act at any time after the filing of the First
Operational Status Report filed in accordance with N.J.A.C.
11:22-3.4(b).

(b) Health benefit payers seeking an extension and/or
exemption shall demonstrate that compliance with the time-
table or these requirements will result in an undue hardship
to the health benefit payer, a provider or a covered person.

(c) Small employer health benefit plans shall, upon appli-
cation and approval by the Department, be granted an
additional six months for compliance with the provisions of
NJ.A.C. 11:22-34. To qualify, the group plan shall have
less than 50 participants andfor less than $5 million in
annual gross receipts.

11:22-3.6 Health care providers; claims

(a) On or after October 1, 2002, all payers shall require
that all providers file all claims for payment unless the
patient, at his or her option, files the claim directly.

(b) Where a claim is being filed by the health care
provider on behalf of the patient without an assignment of
benefits, the provider shall file the claim within 60 days of
the last date of service of that course of treatment.

{c) Where the provider is filing a claim under an assign-
ment of benefits from the patient, the provider shall file the
claim within 180 days of the last date of service of the
course of treatment.

(d) In the event a health care provider does not file the
claim within 180 days of the last date of service of a course
of treatment referred to in (c) above, the third party payer
and/or health benefit payer shall in accordance with
N.J.A.C. 11:22-1.6 reserve the right to deny or dispute the
claim and the health care provider shall be prohibited from
seeking payment in whole or in part directly from the
patient.
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(¢) When a health benefit payer takes action in accor-
dance with (d) above, the health benefit payer shall advise
the health care provider that payment of the claim, in whole
or in part, will be made based upon consideration of the
following factors that shall be addressed by the provider:

1. The good faith use of information provided by the
patient to the health care provider with respect to the
identity of the patient’s health benefits payer;

2. Delays encountered in filing a claim related to the
coordination of benefits among third party payers;

3. Whether the health care provider has previously
filed untimely claims or has an established pattern of
untimely claim practices;

4. Any prejudice to the rights of the patient and/or
the health benefits provider in determination of the medi-
cal necessity of the services and care being billed for; and

5. Potential adverse impact to the public.

(f) Providers failing to file a claim within 180 days in
accordance with (d) above whose claim for payment has
been denied in whole or in part may, in the discretion of a
Judge of the Superior Court, be permitted to refile the
claim where there has not been substantial prejudice to the
health benefit payer. Application to the Superior Court for
permission to refile a claim shall be made within 14 days of
the notification of denial of payment and shall be made
upon motion based upon affidavit(s) showing sufficient rea-
son(s) for the failure to file the claim with the third party
payer within the required time.

11:22-3.7 Additional timetables

(a) On or before October 1, 2002, all payers shall file
with the Department a plan for the sequential implementa-
tion of usage of the following standard transactions, code
sets and forms described below:

1. 45 CFR 162.1201, Subpart L—Eligibility for a
Health Plan;

2. 45 CFR 162.1301, Subpart M—Referral Certifica-
tion and Authorization;

3. 45 CFR 162.1401, Subpart N—Health Care Claim
Status; '

4. 45 CFR 162.1601, Subpart P—Health Care Pay-
ment and Remittance Advice;

5. 45 CFR 162.1701, Subpart Q—Health Plan Premi-
um Payments;

6. 45 CFR 162.1801, Subpart R—Coordination of
Benefits; and

7. 277 Transactions, ANSI ASC X12.317, Version
003070, Release 7, Sub-release O, October 1996, Elec-
tronic Health Care Claim Status Notification.
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(b) The plan referred to in (a) shall provide for full
implementation of a system for the use of those electronic
transaction and code sets referred to therein no later than
October 16, 2002.

(c) In accordance with N.J.A.C. 11:22-1.3, payers receiv-
ing an electronically filed claim shall individually acknowl-
edge receipt of each claim by responding with a 277 ac-
knowledgement described in (a)7 above. Nothing in this
section shall prevent payers from also using any other
responses including, but not limited to, the 997 Functional
Acknowledgement of batch transfers in addition to provid-
ing a 277 acknowledgement.

(d) In the event a provider’s system is unable to receive a
277 acknowledgement, the payer shall establish a mutually
agreeable alternative means of acknowledgement with the
provider.

11:22-3.8 Use of clearinghouses in electronic transactions

(a) When computing the number of days for purposes of
acknowledging an electronic claim and/or any other health
care transactions required by this subchapter, the following
shall apply:

1. When the provider chooses to use a clearinghouse
for the transmission of claims to a payer, notice delivered
by the payer to the clearinghouse shall constitute notice to
the provider.

2. When a payer uses a clearinghouse for the receipt
of any electronic transactions required by this subchapter,
notice sent by the payer through the clearinghouse shall
not constitute notice to a provider until it is delivered to

the provider by the clearinghouse, or is available for

pickup from the provider’s mailbox at the clearinghouse.

3. When a payer and provider use the same clearing-
house for the transmission and receipt of health care
transactions, notice that is sent by one party to the
clearinghouse shall also constitute notice to the other

party.

11:22-3.9 Information protection practices

All information and materials coming into the possession
of health benefits payers, health care providers and their

agents and vendors for the administration of the health care

transactions described in this subchapter are subject to and
shall comply with practices and requirements established in
N.JLS.A. 17:23A-1 et seq., the Insurance Information Prac-
tices Act.

22-17

11:22-3.10 Fraud prevention and detection

(a) All payers shall deploy as part of any system for the
electronic receipt and transmission of claims an anti-fraud
program, resident system and/or software that is approved
by the Department’s Division of Anti-Fraud Compliance.

(b) The anti-fraud system described in (a) above shall be
capable, at a minimum, of the following activities:

1. Screening all claims, pre-payment and/or post-pay-
ment, for data patterns associated with fraudulent activity;

2. Responding to audit specific inquiries to facilitate
fraud investigations;

3. Identifying phantom vendors, employees, patients
and providers;

4. Identifying inappropriate or inconsistent charges;
and

5. Scanning provider claims for unnecessary and re-
petitive charges.

(c) The anti-fraud efforts described in this section shall
be made a part of and incorporated into a payer’s fraud
prevention and detection plan when required pursuant to
N.J.A.C. 11:16-6, as applicable.

(d) Those payers not required to have a fraud prevention
and detection plan under N.J.A.C. 11:16-6 shall file a

description of the system required by this section with:

New Jersey Department of Banking and Insurance

Division of Anti-Fraud Compliance

Attn: HINT/HIPAA-Fraud Prevention and Detec-
tion Plans

PO Box 324

20 West State Street

Trenton, NJ 08625-0324

(e) Payers shall comply with the requirements of N.J.S.A.
17:33A-1 et. seq. regarding the obligation to report suspect-
ed fraud to the New Jersey Office of Insurance Fraud
Prosecutor.

11:22-3.11 Penalties

Failure to comply with this subchapter may result in the
imposition of penalties as authorized by law, including sus-
pension or revocation of the payer’s authority to do business
in the State of New Jersey.

Supp. 10-21-02



DEPT. OF INSURANCE

APPENDIX

11:22-3 App.

7z Usquimy wwog s ]
NN

s

1z [1971ds0y © 0] uopsSIUPD 10 35YDY o Jupisia 0 a0vd [smoN 431040)] ynisk pafi

{z0-6) INGN

{1akordma} £q pazrioyme fi 2vp aaud3[f> 24y wouf sAvp g5 10f pav> () Aursodwa; » sp pasn aq dom Adod [sadojdm]]

/ / g

‘uoneotjdde s jo Adod {sshordws]

poanbey - simvals [whordu)

parboy - ammebrg [oodorburs] pue ana st uot

o[ uo

puos oy o) 3a:8e Aqzay | -areqdwios

dde sip uy pardd Jut 0 118 et wosaadar |

Uskordusa] Aq prysrduied og o}, ~ yopERYLIIA (1akojduid) ()]

('prep pus poulps o9 praeys poays nnsndas sy ), sadud jo 100y

‘wiof sty Bupudis aiofaq & [42quenu auoyd] 10 aanDIuasaidas ¢ [s201498 J3quIN]
0 10054003 'y, {tuswiaaiy] styr 43pun papnpaxa 40 £q paprnoud s330495 pup s3yfousq dy1 Juneizvod suoysanb aavy nod fy

unjeubls {sskodw3l [H}

€ We 7 .40 | swopssad) )e wind Lus 03 sasmsne 394, 0} SIENP sl asemy

suangatpous paquasaid waNn P
uamedm
UE sw K110} 2185 qeOY 2P0 10 [MdS0Y § 0F PAUTUPE VS D
iouop usaq
10u sey ) Sunsay so Lrlins 10 10URTIN IAPY 01 PISIAPS USIN q
iaao0qe
Pawns sx uetp 10 ‘Onfus 10 SSI0TT ‘uontpuos Awe £0f sepiaasd
e Py 19430 20 terorsAud 2 AQ POITen IO panwreXa U39 T

inﬂ;euxs_ﬂ_aﬂgunsaiu:gg—ufu&!ﬁg R4

Bpionq (Runsaug o oxeen 3 [
Axdopdty 10 anong ‘sskieng U ] a0

PO MOAIIN 30 LI W ] woum xRy 3 !

spson() Aorendsay so funy | [ ureg 10
Sponq i1 dapey 3 [] Amfuy ppiosg e o pvg P 0
wnmag pooig yy 1 3 pponqpoalg 3
ure sy sy 9 [
uompuo) leaapronguesl ¥ [ senqy Srugrowmioyorry v
‘moaq (s3)uoq asudosddr 32943
L'238, 1 (Jumolio) ath jo Aur Sutaey sv posoudeip uasq Jo pry

Pa12A03 1uapusdap Aue 10 10K aTY ‘Srvous _.-_o_ wed o fuung ¢

SR S1f URKEXD ‘00K ey SYP KUSY 153 LX0pUeden Sue )

J0 20 O LI SOURININ 0 2QUINY A2900 P Swey sad *( vOmeS) 86020407 Brug) 0 R0 A, A, )

[somnos

GN08 JONI0 20 'OV S J0UBTUL 10 Jogunu Aonod § ey SA “{(] UoRes) 86619400 (IEOH MO 04 S0A, }

CIBRIDO B DU OUM, DO,

nocs

¢[00400ur3} ong ver S90p0R WRIGLID €18 SA1 () UCKIES U1 DS WEOUSdED ue 200

Aopdwe

0ppe

8,104 ON [ 534 [] _ipadorhug senods mok 5

uogeusoju| wepuedag 9]

uunsuj segi0 ‘14)

oa

PIND

oa

L)

Qoo

g0l 0jojoyo
sg0loyojajo

jlzolololofo
=|20]l o/ o o] o

"SRR 10 SUPFSE00A0 Sp SUPBENS O VORIULIOHN S SN ARG LTI TR TUBGIND Sumond) g
Of SHTULETE) MEINIOR 10 HIRY 41 U0 VKD SIEIUSQ TN € J0PUN 35019400 DRLND 8 JONNYD MOA
UOHIOD BUNS-0:d 3} UORHUDD R § SUNLSP 0L DOSN 8§ ATNO Aew vorsuuors sy -3A0N]

/
!
I oo
/
/

oo

o
asnods
osioru3)

;iﬂiﬂ olojoja

oquiny at
b sequiny Apnoes erog

o llusweing suompuod Bupsix3-aid ‘3]

AMA 00 WA M
nepuug X8

TIN ‘PWEN 18214 ‘N 9]

.—-g ao-an )

Y] DI FRUOHPPE 19 1 S GV SBEISA0S BOMOUNIBUIDUTU/IUIPRY SI€ 10X WOUM 0§ SHNPY

._no_azuzvoo\;-nou\mociz ueyg awapuy}

e 40|

-

kL] ,l-:.._t.!!_.n_ sty Agaroeg moeg

“[sskotduws] 2ok £q paisyo aq TSnw uchidejes sno) - uondo ueld "9

juy feshoidugl @

(s ()7 awoy O Bunngl

-7 7 Iy Suigieng jo areq

0 1 ‘2Be12400) J0 s3] jo et

sow 9 (O] oW 6z [ vom g1 () rew 71 ) :vonsnutinod jo pfury
swapuadaq (3 Joakojdwgl [ sog 33waao)

“SU0N00 pgepeAr 1y [10A00UI3] PEIICD SIGRLEAR 1 SUOUTD

yeroN - GmIS 'YHEOD “¥) '9BRIeA0D JO UOHENUNUOD 'y

q UON39S W suumIOd DN Pue

o tuaq / wkomQ / Asuug siquny a1 250 a8veydppvl O

ds 10) payjorse 9 1wnes (R4oidws] :ILON

/

/

/

~f ~J~f ~f

«Isnods aaoway [

7 PIND JuIp

Ade g 1o 000 + BYRUIULID) JO SAOWISY ‘T

/

NP Xoderey peomg - oBURND T

7
20w 10 980

7
Lo ]

¢ haquosqngpanon) mon [
jsupIuG

» (o903 samy Joqurny dnesn)

D310 Juttig witof ST !

Liskordui} 4

XION3ddV

Sunapdwos 210f2q y0q uo suopsniysuy 03 13foy

[méorduiz] Aq peerdwo eg of - Auansy jo adAL ¥
[JomeN JemLre))]

1sanbay s3uey)Hpudwforuy

,[0301]
Jrae))

22-18

Supp.  10-21-02



11:22-3 App

INEN
“sanypeund {1412 PUE [FUDL 0} 100fqns 1 ueid fYyausq e ® 103
wiog 1y 10 uonesidde we uo uot yut Suipeapsuu 1o asyey Auw s3p t oym uossad Auy ¢
vopmuesadesy
‘awudosdde su ‘salem
Am woy fed 01 pazuoyine Aqazdy st 1akordwd Ay P usid a ul papiaoid
m-vﬁnsncxua»-Evi ruzud jo Awd Apours uo juafur as nYauaq pue D b

NELTTN
1ures| Aq 2sumidasoe uo aansaga st uerd Ap oWt Kuapuadsp pasy 3y o puw Jjaskw Jo yedmoT ‘€
JIRNUO2 1Y) M ISUEPIOITE Ut [uBN U]
4q paptaosd si a%e13a00 * [Anjod dnoiB o uwd] {awren saue) € wy Suyjtoss »p adpamounye | 7
‘[eurSi0 3D SR PIRA SR ST OOL Ine sy 0 Adk ud ¢ 1oy 3a18e | (p
'3u0 159nbas | 31 uOHEZLOPNE SUY JO Kdos® o oy u e o>ng 1181 mowy | (o
191|783 PIAOAIS JOU J) ‘SYUOWE (§ JIYE PIfEA 3q JOU [[IM UOHIZUOINE S

1 tine a1 uo 1132 U s SEY [ousmN 91eD] Y1y vonoe Auw 1dage
8..:.35:8?2 ..u.a.!ﬂu&uu_ AWM AUT J¥ COREZLIONRNE SIS INOA AT | ) puwssopun | (¢
19kordwia Aue ‘Aoualde Suniodas
Jwnsuod Aue '15189 AUR SHODIINSY 2D 3P 13410 10 i ‘rendsoy Aue ‘reuorssapoad
Teapaw 1o umnsAyd Aue :auw $33mMOS 1Pu0a [eaw Jo (edtsAud Auwe Jof sary
10 JUSUOEIR ‘IDTAPE [vITPAW pue “a8w1aa00 5_-2 me ‘wawkojdwa 8 .._-.rﬁ_ L UOUBTLIOFU!
yong 3319400 1) Bunkidde 31 ‘TUPNYD J0URG AW PUE AW INOQE UOHTULIONN ‘JIEYaq s vO Sune
Kwuafe Suniodal rownsuoy Aue 10 ‘{RURN JLIE)] 01 JMB 01 MOfIQ PINIS SIDMOS My IzUOYNE [ {3 [
“BUIMOI{O} 1 1t 10 03 2213W | *3p1S 3819433 Y UO pas| Hupuadap S pus jjaskur (o Sleyaq O

sjusweniby pue sjuswBpamouydy fjuedjiddy]

vnuﬂoa.i 3q 07 3 10§ 1apso ut uoyestidde oy WP puw udts wmn [1340jdw) o
pue Y I\ MU e J0) Y0NS T 3dwod 1 (akodwg) o
:uoneoyuep ekojdwiz] - 1) uopsss
‘passadosd 2q 9 3108 BvB u) uonyestidde o nwp puw uds wnw {ekordwg) o
pus TOT2 MU {8 30j uonas sy 3pdwo) o
tS [eekotdui3)] - [H] uondeg

Jueys o 10 5 ;3:.&563._5535
J0ju| Juep a - [o] uopses
Sueys o¥e i i MU [[® 30§ UONDIS I No(duo)
11900 - [d] vondes
['sueaus s 03 pus ‘(s33K01dusz] ¢ - 7 jo dnoid & ur 3Be3a05 J0j Butfjosus suosiad Aq Auo parajduos
3q 1snu uonsas s ‘o dnoig sekoidwy (ewg 104 ndasxg mou :- 40] UONIS s Najdwo)

suoppuoc) B d - [a] vonses)
['xoq , uatieg warm)), 33 ¥oyd sseard “yuoned wauns v auw nok §il o
v [TIUOY AP U0 (S)uondIas 1aquinu (7] duJe Nestpup (jqesidde 1) isnudp Jopue (2qeordde 1) uky
190 ‘umorsAqd ares Axewnd atp Joj saquinu (] 210 Py {3131p-9] ays ;ed0] ‘Uosanp sapracad neudoidde oy wosg] o
“2oueInsy] 1O - {4} uondag
a31dwiod pur ($3)xoq ,SaA, Y PO NS uuCuSo {Srup xf 10] eIy PO WY (shuapuadap nok 10 nok § o
[{(snpasa az0m 10 71) srues Juapwms awm-iy Sulwuyuos
100405 Ui WAL 1IU3] ¢ 10 INPANIIS ISINOD JUILND ¥ ROEUT JSAW oA “Juspms 3831105 awn-[ivy ¢ 1 wspuadap v j) »
©'POMY JENPIAIPUL §oRo 10f 10quInN Ajundag
puadap nok jo (s)oweu oy Yum Suore sumu {ry Mok Wy o
‘[enprarput ue
‘Surppe 22e noA JaIUM ANEOIPUT 03 Y, 10 *.D, 'LV, M) - A0mNYINIYDPPY o
P D SEENPIAIPY - g uondes
“{2akoydwa} ...S» £q pasayso uondo ue h_no PIag
1'(o1qeanidde 51} wnoury 2jqt
10/pue fedoy Areurig suo Y3y pue (jqeandds a1aym) aurey; uondg ueg SESTPuL ‘xoq uondQ Ez o ,_8.0_ .
[UORdQ Ud - 9 UoRdes
‘passasod aq 01 Uonesidds noK 10§ 19pa0 W uoLRULIONUL [T u—u_&..eu
jup {ee/ojdui] - g vondes

[e1905 pue ‘awpitg ‘xag sreapuy aqestidde gt

40§ 38 Sy o Bur

- E...o_.oo» a-.csou [swAoidwiz)

vo-quuo:_ 3q 01 ¥t Joj 1opuIo U1 uoneaidde atyp apep pue udis s (13kofdwg] o
pue [10JUD mau [{¢ 305 Uonsas SIY diw0d wnw (s9Kodury] o
oy s.co 100 WBU JIMO| I UF BONEAJHIA [43kwdwg] - (1] wop3ds NAdwo]) o

et mugns 304 b 1 (52)x0Q 304D :KNANIY Jo 3dA] - ¥ onns ,
E!.. 2 30 Jawsod Iy addn uﬁ E wepswaojuy dnoisy jsakopdmey) Hp s1apdwor o

[19korduizg]

HEALTH BENEFIT PLANS

jusunjodug §o suopipued

‘suoponAsyj

Supp. 10-21-02

. 22-19



11:22-3 App. . DEPT. OF INSURANCE

Explanation of Brackets

{Information identified in this format is offered only to explain reasons for textual changes made (usually because some
element of required data for the 834 electronic enrollment form was not present on the written form). This text should be
deleted before publication of this form.}

1.
2.
3

18.
19.

20.
21

22,

Replace bracketed text with carrier’s logo.

Replace bracketed text “carrier name” with carrier’s full name throughout document.

If the carrier refers to the “Employer” using another term such as “Planholder” or “Contractholder” or some similar term,
replace the term “Employer” with such other term throughout document.

If the carrier refers to “Group Number/Class Code” using another term such as “Policy Number,” “Control Number” or some
similar term, replace the term “Group Number/Class Code” with such other term.

If the carrier refers to the “Enrollee/Subscriber” using another term such as “Member” or “Applicant” or some similar term,
replace the term “Enrollee/Subscriber” with such other term throughout document.

Omit “Add/Change Office ID Number” options if the carrier does not offer such options.

The continuation Billing options should be omitted if the carrier does not offer such options.

Renumber Sections B-H accordingly if “Section E. Pre-Existing Conditions” is being omitted.

Insert carrier plan options and deductibles, coinsurance or copayment options.

If the carrier does not want the proof of full-time student status provided with the enrollment form, omit the direction to
attach proof.

Omit “Rx Drug” section and corresponding question in Section F if carrier does not require.

Omit “Primary Office ID Number” section if the plan does not require the selection of a Primary Care Physician.

Omit “Current Patient” section if the carrier does not require.

Omit “Ob/Gyn Office ID Number” section if the plan does not require the selection of an Ob/Gyn Physician.

Omit “Dentist Office ID Number” section if the plan does not require the selection of a Dentist.

The text “and pre-existing conditions statement” should be omitted if the carrier does not elect to include the pre-existing
conditions statement text as part of the standard enroliment form. Renumber succeeding sections.

Carrier’s pre-existing condition period. For plans other than small employer plans, insert the pre-existing conditions periods
that are contained in non-small employer plans. For small employer plans, the periods are six months and six months
(technically 180 days). '

If the carrier refers to the “Agreement” using another term such as “Plan,” “Contract,” “Policy,” or some similar term, replace
the term “Agreement” with such other term throughout document.

If the carrier refers to the “Member Services” using another term such as “Claim Office” or “Customer Service” or some
similar term, replace the term “Member Services” with such other term.

Insert carrier’s phone number.

Carrier should insert the procedure to be followed to allow the applicant to secure coverage before the actual ID card is
issued.

Auvailable for carriers that use an internal number in addition to the identifying form number.

Identify the number in the manner appropriate to the director.

EXHIBIT 2

New Jersey Department of Banking and Insurance
ATTN: HINT Status Reports

20 West State Street 4. What specific obstacles have been identified that may cause
PO Box 325 the filer NOT to comply with the timetable set forth in

Trenton, NJ 08625-0325 NJA.C. 11.227
HINT Operational Status Report

This is the:
(Indicate one):
[ ] First Report due on 5. Is the filer requesting an extension of time to comply with
[ ] Interim Report due on the timetable now or in the future?
[ ] Final Report due on No Yes
The current status of the implementation of HINT elec- If yes, why:
tronic filing reports for health care benefit payment systems ‘
is:

6. Is the filer requesting a waiver from compliance with the

HINT Electronic System request now or in the future?
No Yes ’

If compliance is not yet achieved, indicate when the re- If yes, why:

quirements of N.J.A.C. 11:22--3 will be accomplished:

Supp. 10-21-02 22-20
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7. Will the filer comply with the timetable for implementation

of the additional transaction identified in N.JA.C. hereby certifies that the foregoing statements of

11:22-3.77 . .
fact are true and understand that he/she is subject to
punishment for any intentional misstatements of fact.
8. Other issues: Date Name

Agency

Title of Signatory

22-21 Supp. 10-21-02
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DEPT. OF INSURANCE

APPENDIX
EXHIBIT 3
Dental Claim Form
©American Dental Association, 1999 version 2000
1. DOentist's pr Specialty (see backside) 3. Carrier Name
ClDentist's statement of actual services
2 DOMadicaid Claim Prior Authorization # 4. Carrier Address
QepsoT
5. Cy I 8. State l 7.2
e
8. Patient Name (Last, First. Middie) 9. Addresa 10. City 11, State
E 12. Date of Birth (MWDO/YYYY) 13. Patient D # 14. Sex 15. Phone Number 18. Zip Code
E ! ' oM DF |¢ }
bl KA to S TEmpioy 18. EmpioyenSchool
D 5eit C) Spouse DIChild T Other. - Name. : Address.
S ——t
19. Subs./Emp. ID#/SSN# 20. Employer Name 21. Group # 31. Is Patient coverad by another plan 32, Policy #
- ONo (Skip 32-37)  OYes: Cl0ental or O Madical
[ 22. SubscriberdEmployes Name (Last, First, Middio) W 1733 Other Subscribers Name
™ 23. Address 24. Phone Number é 34. Dato of Birth (MMDONYYYY) 35.Sex 38. PlanProgram Name
- t ) £ / ! amoF
g [25. City 26.Stats | 27. Zip Code © | 37. EmployerSchool
w Name. Address.
g 28. Date of Birth (MMDOVYVYY) 20. Marital Status. 30. Sex 38. Subscriber/Employee Status
8 ! ] O Married Ol Single O Other Om aF DOEmpioyed OPart-time Status QIFulk-time Student () Pant-ime Siudent
a [ 39. thave been ink of the plan and i fees. | sgroe to be responsibie for all 40. Employer/School
@ [ charges for dental services and materials not paid by my dental banefit plan, uniess the reating Name Address,
muammm-mmwmmmmmuuamdm
To the axtent p under law, | relaass of any information relating XN} athon; of the dental benefits
o k. horaby ll.“p'::M otherwise payable to me divectly o the
X
Signed (Patient/Guardian) Date (MWDOrYYYY) Signed (Employea/subscriber) Date (MMWOOIYYYY)
E—— .
42, Name of Bing Dentist of Dental Enity ::I_IP.houNunbu 4. Provider 10 # 45. Dentist Soc, Sec, or T.LN.
}
[ 46. Address 47. Dentist License # 48. First visit date of current 49. Ptacs of treatment
.é setios: £10mce OHosp. DECF C10ther
§ [750. City 51. State 52. Zip Code 53, or modeis a7 54_Ts treatment for orthadontics? L1 Yes LINo
o DYes, How many? ONo W service arsady commenced:
z
3 ’E.lm(mmum).bm ¥ no, reason for replacement: Date of prior placement: Date appiances placed Total mos. of trestment
o ¥ initist placoment? O Yes CINo ——m
58. s Weatment resul of occupational iness or injury? LINo [ Yes 57. is treatment result of. L) auto accident? L other accident? [ neither
Brief and dates, Brint and dates
58. Diagnosis Code Index (optional)
1. —_ 2. 3. 4 5. 8. T 8.
59. Examination and reatment plans — List ieeth in order
Dato (MDONMYYY) | Tooth Surtuce Diegnosis index # |  Procedwrs Code | Oty Description Fou Admin. Use Only
3
s 5 i f B 3
R 2,
60. Ioentify &l missing teath with -X-
. Permanent Primary Total Fee
1. 2 3 4 5 8 7 8 9 10 11 12 13 14 15 16 ABCODE FGHIJ Payment by other pian
32 31 0 2928 27 26 25 2423 22 21 20 19 18 17 TSRQP ONMLK Max. Allowable
81. Remarks for unusual services Oeductible
Caier %
Carier pays
Patient pays
[ ————————— —
62, | haraby Certify that the Wummbyuumnmon(brwmd\nsmavmmﬂphm)u ammmmm
have been completad and that the foes submitiad are the actual foes | have charged and intend (o collect for .
procedures. .
. 64. City 65.5tave | | 66. Zip Code
L ined (Teaivg Do ] ST
©American Dental Association, 1999
Supp. 10-21-02 22-22



HEALTH BENEFIT PLANS ' : 11:22-3 App.

The following is an itemized description of the qucsnons appearing on the new form. Thoroughly complete the Billing Dentist Section to facilitate prompt and

accurate reimbursement and to reduce follow-up inquiries.

i.  Dentist’s pretreatment estimate or statement of actual services and identification of specialty: Complete appropriate box to expedite processing and
decrease chance of error. Indicate dentist's specialty by using the following abbreviations: END (Endodontist); OPY (Oral Pathologist); ORT
(Orthodontist); OSY (Oral Surgeon); PDT (Periodontist); PED (Pedodontist); PHD (Public Health Dentist) and PST (Prosthodontist).

2. Medicaid Claim, EPSDT, prior authorization number: Check for government-funded benefit programs.

3-7. Carrier name, address, city, state, zip code: Carrier information where the claim is to be sent.

8-11,16.  Patient name address, city, state, and zip code: Include the patient’s legal name.

12. Patient date of birth: Necessary to determine eligibility.

13. Patient ID pumber: Used by dental office to identify patient. Not required to process claim.

14. Sex: Necessary for identification purposes and for statistical analysis.

15. Patient phone number: Necessary if questions arise that require immediate attention.

17.  Relationship to subscriber/employee: Relationship between the insured person and the patient may affect the patient’s eligibility, as well as level of
benefits available.

18. Employer/School name and address: Eligibility of the dependent patient may be affected if the patient is over a certain age and is still a full-time student.
This information may be necessary for coordination of benefits (COB).

19. Subscriber/Employcc ID # or Social Security number: This information refers to the insured person and is not necessarily the patient. The Social
Security number (SSN) is commonly used for computer and manual processing of claims.

20. Employer name: Self explanatory.

21. Group number: Refers to the master contract policy number assigned to the employer group.

22-30. Subscriber/Employee information: Refers to the insured person; and is not necessarily the patient.

31. Is patient covered by another dental plan: Necessary to determine multiple coverage and COB.

32. Policy #: Refers to master contract policy number assigned to the employer group.

33-35. Other subscriber’s information: Refers to employee with policy number in box #32.

36. Plan/Program name: Necessary to identify national programs such as TRICARE.

37. Employer/School: Refers to person in box #33. Necessary for eligibility requirements and COB.

38. Subscriber/Employer status: Refers to person in box #22. May be necessary for eligibility and COB.

39. Patient signature block: The patient is defined as an individual who has established a professional relationship with a dentist for the delivery of dental
health care. For matters relating to communication of information and consent, this term includes the patient’s parent, caretaker, guardian, or other
individual as appropriate under state law and the circumstances of the case.

40, Employer/School: Refers to person in box #22. May be necessary for COB. Not required by all carriers.

41. Employee/subscriber block: Necessary when the patient and/or the dentist wish to have benefits paid directly to the provider. Thls is an authorization of
payment and does not constitute an assignment of benefits. It does not create a contractual relationship between the dentist and the payer.

42-43,46,50-52. Information for Billing Dentist, or Dental Entity: The individual dentist’s name or the name of the group practice/corporation responsible for
billing and other pertinent information. This may differ from the actual treating dentist’s name. This is the information that should appear on any
payments or correspondence that will be remitted to the billing dentist.

44. Provider ID #: Necessary when carriers assign unique numbers to pmvnders that differ from the Social Security number or the tax payer 1dcnnﬁcat|on
number (T.I.N).

45. Dentist’s Social Security number or T.I.N.: Refers to dentist or dental cnnty in box #42. The Internal Revenue Service requires that either the Social
Security or T.LN. of the billing dentist or dental entity be supplied only if the provider accepts payment directly from a third-party payer. Report the SS#
if the billing dentist is unincorporated. Report the corporation T.LN. if the billing dentist is incorporated or the entity T.LN. when the billing entity is a
group practice or clinic.

47. Dentist’s license number: Refers to the license number of the billing dentist. This may differ from that of the treating dentist which appears in the

. Dentist's signature block (62).

48.  First visit date current series: Necessary to determine what services are covered when a patient becomes eligible in the middle of an active treatment
plan.

49. Place of treatment: Necessary to determine if medical and/or hospital coverage including dental benefits may be acnvated ECF stands for “extended
care facility.”

53. Radiographs or models enclosed: Complete when diagnostic materials are submitted.

54. Is treatment for orthodontics? Necessary to determine the prorated benefit.

55. If prosthesisis for a crown, bridge or denture, is this initial placement? Determines cligibility and liability.

56. Is treatment result of occupational illness or injury? Refers to possible application of Worker's Compensation, which would alter coverage available and
carrier involved.

57. Is treatment result of auto accident? Necessary to determine reimbursement in no-fault automobile accident cases. Indicates whether another party’s
insurance may be responsible. Important for COB.

58. Diagnosis Code Index: When reporting the diagnoses for treatment, refer to the ADA’s SNODENT diagnostic codes (available in the year 2000). Record
the 5-digit diagnoses code(s) in spaces 1-8, as necessary. The submitter should record the 5-digit diagnosis codes on line 1 through 8. In box 59, the
numbers 1-8 would be entered under the diagnosis index # column.

59. Examination and treatment plan: Use the American Dental Association’s Current Dental Terminology (CDT-3) for appropriate procedure codes. If a
procedure is performed multiple times, record the procedure code once and the frequency in the quantity (Qty) column. When completing the diagnosis
index # column, enter the index # (1-8) for as many diagnoses as necessary for each procedure code. When a patient has more than one diagnoses per
procedure, separate index number with comna.

60. Identify all missing teeth with “x".

61. Remarks for unusual services: Use to indicate any information that you feel may be helpful in determining the benefits for the treatment.

62. Dentist’s signature block: The treating dentist’s signature and license number. Dentists should be aware that thcy may have ethical and legal obligations
to refund fees for services that are paid in advance but not completed.

63-66. Address where treatment was performed: Necessary if the treatment was performed at a different location than indicated in boxes #46,50-52.

For administrative use only: Area where carrier calculates benefits. )

Payment itemization: The spaces under “payment by other plan” will be completed by the carrier and may vary from carrier to carrier.
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SUBCHAPTER 4. ORGANIZED DELIVERY
SYSTEMS

Authority
NJS.A. 17:1-8.1, 17:1-15¢ and 17:48H-1 et seq.

Source and Effective Date

R.2002 d.336, effective October 21, 2002.
See: 34 N.J.R. 20(a), 34 N.J.R. 3607(a).

11:224.1 Purpose and scope

(a) This subchapter sets forth the filing and requirements
for an entity to be licensed as an organized delivery system
pursuant to NJ.S.A. 17:48H-1 et seq.

(b) This subchapter applies to any entity seeking to be-
come licensed as an organized delivery system pursuant to
N.J.S.A. 17:48H-1 et seq.; or an existing organized delivery
system required to obtain a license to operate pursuant to
N.J.S.A. 17:48H-11. A non-exhaustive list of examples of
entities and arrangements that are subject to these rules is
set forth in Exhibit B in the Appendix to this subchapter,
incorporated herein by reference.

11:22-4.2 Definitions

The following words and terms, when used in this sub-
chapter, shall have the following meanings, unless the con-
text clearly indicates otherwise.

“Affiliate” means a person that directly, or indirectly
through one or more intermediaries, controls, or is con-
trolled by, or is under common control with, the organized
delivery system.

“Capitation” means a fixed per member, per month,
payment or percentage of premium payment for which the
provider assumes the risk for the cost of contracted services
without regard to the type, value or frequency of the
services provided.

“Carrier” means an insurer authorized to transact the
business of health insurance as defined at N.J.S.A.
17B:17-4, a hospital service corporation authorized to trans-
act business in accordance with N.J.S.A. 17:48-1 et seq., a
medical service corporation authorized to transact business
in accordance with N.J.S.A. 17:48A-1 et seq., a health
service corporation authorized to transact business in accor-
dance with N.J.S.A. 17:48E-1 et seq. or a health mainte-
nance organization authorized to transact business pursuant
to N.J.S.A. 26:2]-1 et seq.

“Certified organized delivery system” means an organized
delivery system that is compensated on a basis which does
not entail the assumption of more than de minimis financial
risk by the organized delivery system and that is certified by
the DHSS in accordance with N.J.S.A. 17:48H-1 et seq.

“Commissioner” means the Commissioner of the New
Jersey Department of Banking and Insurance.

Supp. 10-21-02

“Comprehensive health care services” means the basic
benefits provided under a health benefits plan, including
medical and surgical services provided by licensed health
care providers who may include, but are not limited to,
family physicians, internists, cardiologists, psychiatrists,
rheumatologists, dermatologists, orthopedists, obstetricians,
gynecologists, neurologists, endocrinologists, radiologists,
nephrologists, emergency services physicians, ophthalmolo-
gists, pediatricians, pathologists, general surgeons, osteo-
pathic physicians, physical therapists and chiropractors. Ba-
sic benefits may also include inpatient or outpatient services
rendered at a licensed hospital, covered services performed
at an ambulatory surgical facility and ambulance services.

“Consumer Price Index” means the medical component
of the Consumer Price Index for all Urban Consumers, as
reported by the United States Department of Labor, shown
as the average index for New York-Northern New Jersey-
Long Island region and the Philadelphia~Wilmington—Tren-
ton-region combined as published by the Commissioner in
the New Jersey Register.

“Department” means the New Jersey Department of

- Banking and Insurance.

“DHSS” means the New Jersey Department of Health
and Senior Services.

“Financial risk” means exposure to financial loss that is
attributable to the liability of an organized delivery system
for the payment of claims or other losses arising from
covered benefits for treatment or health care services other
than those performed directly by the person or organized
delivery system liable for payment, including a loss sharing
arrangement. A payment method wherein a provider accepts
reimbursement in the form of a capitation payment for
which it undertakes to provide health care services on a
prepayment basis shall not per se be considered financial
risk. A financial risk shall exist if, under an agreement
between the organized delivery system and the carrier, the
financial obligations of the organized delivery system for
payment of benefits or for providing treatment or health
care services does or potentially may exceed any payments
that may be received from the carrier. Financial obligation
shall include the attendant administrative costs related to
providing the treatment or services. '

“Health benefits plan” means a benefits plan which pays
or provides hospital and medical expense benefits for cov-
ered services, and is delivered or issued for delivery in this
State by or through a carrier. Health benefits plan includes,
but is not limited to, Medicare supplement coverage and
risk contracts to the extent not otherwise prohibited by
Federal law. For the purposes of this subchapter, health
benefits plan shall not include the following plans, policies
or contracts: accident only, credit, disability, long-term care,
CHAMPUS supplement coverage, coverage arising out of a
workers’ compensation or similar law, automobile medical
payment insurance, personal injury protection insurance is-
sued pursuant to NJ.S.A. 39:6A-1 et seq. or hospital con-
finement indemnity coverage.
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