
CHAPTER 154

AN ACT concerning health information electronic data interchange technology,supplementing
Titles 17, 26 and 54 of the Revised Statutes and Titles 17B and 54A of the New Jersey
Statutes.

BE IT ENACTED  by the Senate and General Assembly of the State of New Jersey:

C.17B:30-23  Timetable for implementation of electronic receipt, transmission of health care
claim information; standard forms.

1. a. (1) The Commissioner of Banking and Insurance, in consultation with the Commissioner
of Health and Senior Services, shall establish, by regulation, a timetable for implementation of
the electronic receipt and transmission of health care claim information by each hospital, medical
or health service corporation, individual and group health insurer, health maintenance
organization, dental service corporation, dental plan organization and prepaid prescription
service organization, respectively, and a subsidiary of such corporation, insurer or organization
that processes health care benefits claims as a third party administrator, authorized to do
business in this State.

The Commissioner of Banking and Insurance shall establish the timetable within 90 days of
the date the federal Department of Health and Human Services adopts rules establishing
standards for health care transactions, including: health claims or equivalent encounter
information, including institutional, professional, pharmacy and dental health claims; 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
referral certification and authorization, respectively, pursuant to section 262 of Pub.L.104-191
(42 U.S.C.s.1320d et seq.).  The commissioner may adopt more than one timetable, if necessary,
to conform the requirements of this section with the dates of adoption of the federal rules.

(2) The timetable for implementation adopted by the commissioner shall provide for
extensions and waivers of the implementation requirement pursuant to paragraph (1) of this
subsection in cases when it has been demonstrated to the commissioner's satisfaction that
compliance with the timetable for implementation will result in an undue hardship to a hospital,
medical or health service corporation, individual or group health insurer, health maintenance
organization, dental service corporation, dental plan organization or prepaid prescription service
organization, respectively, or a subsidiary of such corporation, insurer or organization that
processes health care benefits claims as a third party administrator, authorized to do business in
this State.

(3) The Commissioner of Banking and Insurance shall report to the Governor and the
Legislature within one year of establishing the timetable pursuant to this subsection, on the
number of extensions and waivers of the implementation requirement that he has granted
pursuant to paragraph (2) of this subsection, and the reasons therefor.

b. The Commissioner of Banking and Insurance, in consultation with the Commissioner of
Health and Senior Services, shall adopt, by regulation for each type of contract, as he deems
appropriate, one set of standard health care enrollment and claim forms in paper and electronic
formats to be used by each hospital, medical or health service corporation, individual and group
health insurer, health maintenance organization, dental service corporation, dental plan
organization and prepaid prescription service organization, and a subsidiary of such corporation,
insurer or organization that processes health care benefits claims as a third party administrator,
authorized to do business in this State.

The Commissioner of Banking and Insurance shall establish the standard health care
enrollment and claim forms within 90 days of the date the federal Department of Health and
Human Services adopts rules establishing standards for the forms.

C.17:48-8.4  Hospital service corporation to receive, transmit transactions electronically.
2. a. Within 180 days of the adoption of a timetable for implementation pursuant to section

1 of P.L.1999, c.154 (C.17B:30-23), a hospital service corporation, or a subsidiary that
processes health care benefits claims as a third party administrator, shall demonstrate to the
satisfaction of the Commissioner of Banking and Insurance that it will adopt and implement all
of the standards to receive and transmit health care transactions electronically, according to the
corresponding timetable, and otherwise comply with the provisions of this section,as a condition
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of its continued authorization to do business in this State.
The Commissioner of Banking and Insurance may grant extensions or waivers of the

implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a
hospital service corporation, its subsidiary or its covered persons.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a hospital service corporation or a subsidiary that processes
health care benefits claims as a third party administrator shall use the standard health care
enrollment and claim forms in connection with all group and individual contracts issued,
delivered, executed or renewed in this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23),a hospital service corporation shall require that health care
providers file all claims for payment for health care services.  A covered person who receives
health care services shall not be required to submit a claim for payment, but notwithstanding the
provisions of this subsection to the contrary, a covered person shall be permitted to submit a
claim on his own behalf, at the covered person's option.  All claims shall be filed using the
standard health care claim form applicable to the contract.

d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a hospital service
corporation or its agent, hereinafter the payer, shall remit payment for every insured claim
submitted by a subscriber or that subscriber’s agent or assignee if the contract provides for
assignment of benefits, no later than the 30th calendar day following receipt of the claim by the
payer or no later than the time limit established for the payment of claims in the Medicare
program pursuant to 42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted
by electronic means, and no later than the 40th calendar day following receipt if the claim is
submitted by other than electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the contract;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the contract.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or 
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the contract, the payer shall notify the subscriber, or that
subscriber’s agent or assignee if the contract provides for assignment of benefits, in writing or
by electronic means, as appropriate, within 30 days, of the following:  if all or a portion of the
claim is denied, all the reasons for the denial; if the claim lacks the required substantiating
documentation, including incorrect coding, a statement as to what substantiating documentation
or other information is required to complete adjudication of the claim; if the amount of the claim
is disputed, a statement that it is disputed; and if the claim requires special treatment that
prevents timely payments from being made, a statement of the special treatment to which the
claim is subject. 

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
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(1) of this subsection.
(4) A payer shall acknowledge receipt of a claim submitted by electronic means from

a health care provider or subscriber, no later than two working days following receipt of the
transmission of the claim. 

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by a subscriber for

payment of benefits under an insured hospital service corporation contract for which the financial
obligation for the payment of a claim under the contract rests upon the hospital service
corporation.

C.17:48A-7.12  Medical service corporation to receive, transmit transactions electronically.
3. a. Within 180 days of the adoption of a timetable for implementation pursuant to section

1 of P.L.1999, c.154 (C.17B:30-23), a medical service corporation, or a subsidiary that
processes health care benefits claims as a third party administrator, shall demonstrate to the
satisfaction of the Commissioner of Banking and Insurance that it will adopt and implement all
of the standards to receive and transmit health care transactions electronically, according to the
corresponding timetable, and otherwise comply with the provisions of this section,as a condition
of its continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a
medical service corporation, its subsidiary or its covered persons.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a medical service corporation or a subsidiary that processes
health care benefits claims as a third party administrator shall use the standard health care
enrollment and claim forms in connection with all group and individual contracts issued,
delivered, executed or renewed in this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23),a medical service corporation shall require that health care
providers file all claims for payment for health care services.  A covered person who receives
health care services shall not be required to submit a claim for payment, but notwithstanding the
provisions of this subsection to the contrary, a covered person shall be permitted to submit a
claim on his own behalf, at the covered person's option.  All claims shall be filed using the
standard health care claim form applicable to the contract.
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d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a medical service
corporation or its agent, hereinafter the payer, shall remit payment for every insured claim
submitted by a subscriber or that subscriber’s agent or assignee if the contract provides for
assignment of benefits, no later than the 30th calendar day following receipt of the claim by the
payer or no later than the time limit established for the payment of claims in the Medicare
program pursuant to 42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted
by electronic means, and no later than the 40th calendar day following receipt if the claim is
submitted by other than electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the contract;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the contract.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or 
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the contract, the payer shall notify the subscriber, or that
subscriber’s agent or assignee if the contract provides for assignment of benefits, in writing or
by electronic means, as appropriate, within 30 days, of the following:  if all or a portion of the
claim is denied, all the reasons for the denial; if the claim lacks the required substantiating
documentation, including incorrect coding, a statement as to what substantiating documentation
or other information is required to complete adjudication of the claim; if the amount of the claim
is disputed, a statement that it is disputed; and if the claim requires special treatment that
prevents timely payments from being made, a statement of the special treatment to which the
claim is subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or subscriber, no later than two working days following receipt of the
transmission of the claim. 

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
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limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by a subscriber for

payment of benefits under an insured medical service corporation contract for which the financial
obligation for the payment of a claim under the contract rests upon the medical service
corporation.

C.17:48E-10.1  Health service corporation to receive, transmit transactions electronically.
4. a. Within 180 days of the adoption of a timetable for implementation pursuant to section

1 of P.L.1999, c.154 (C.17B:30-23), a health service corporation, or a subsidiary that processes
health care benefits claims as a third party administrator, shall demonstrate to the satisfaction
of the Commissioner of Banking and Insurance that it will adopt and implement all of the
standards to receive and transmit health care transactions electronically, according to the
corresponding timetable, and otherwise comply with the provisions of this section,as a condition
of its continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a health
service corporation, its subsidiary or its covered persons.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health service corporation or a subsidiary that processes
health care benefits claims as a third party administrator shall use the standard health care
enrollment and claim forms in connection with all group and individual contracts issued,
delivered, executed or renewed in this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health service corporation shall require that health care
providers file all claims for payment for health care services.  A covered person who receives
health care services shall not be required to submit a claim for payment, but notwithstanding the
provisions of this subsection to the contrary, a covered person shall be permitted to submit a
claim on his own behalf, at the covered person's option.  All claims shall be filed using the
standard health care claim form applicable to the contract.

d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a health service
corporation or its agent, hereinafter the payer, shall remit payment for every insured claim
submitted by a subscriber or that subscriber’s agent or assignee if the contract provides for
assignment of benefits, no later than the 30th calendar day following receipt of the claim by the
payer or no later than the time limit established for the payment of claims in the Medicare
program pursuant to 42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted
by electronic means, and no later than the 40th calendar day following receipt if the claim is
submitted by other than electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the contract;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the contract.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
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(b) the claim submission is incomplete because the required substantiating documentation has
not been submitted to the payer;

(c) the diagnosis coding, procedure coding, or any other required information to be
submitted with the claim is incorrect;

(d) the payer disputes the amount claimed; or 
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the contract, the payer shall notify the subscriber, or that
subscriber’s agent or assignee if the contract provides for assignment of benefits, in writing or
by electronic means, as appropriate, within 30 days, of the following:  if all or a portion of the
claim is denied, all the reasons for the denial; if the claim lacks the required substantiating
documentation, including incorrect coding, a statement as to what substantiating documentation
or other information is required to complete adjudication of the claim; if the amount of the claim
is disputed, a statement that it is disputed; and if the claim requires special treatment that
prevents timely payments from being made, a statement of the special treatment to which the
claim is subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or subscriber, no later than two working days following receipt of the
transmission of the claim.

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by a subscriber for

payment of benefits under an insured health service corporation contract for which the financial
obligation for the payment of a claim under the contract rests upon the health service
corporation.

C.17B:26-9.1  Health insurer to receive, transmit transactions relative to individual policies
electronically.

5. a. Within 180 days of the adoption of a timetable for implementation pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health insurer, or a subsidiary that processes health care
benefits claims as a third party administrator, shall demonstrate to the satisfaction of the
Commissioner of Banking and Insurance that it will adopt and implement all of the standards to
receive and transmit health care transactions electronically, according to the corresponding
timetable, and otherwise comply with the provisions of this section,as a condition of its
continued authorization to do business in this State.
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The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a health
insurer, its subsidiary or its covered persons.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health insurer or a subsidiary that processes health care
benefits claims as a third party administrator shall use the standard health care enrollment and
claim forms in connection with all individual policies issued, delivered, executed or renewed in
this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health insurer shall require that health care providers file
all claims for payment for health care services.  A covered person who receives health care
services shall not be required to submit a claim for payment, but notwithstanding the provisions
of this subsection to the contrary, a covered person shall be permitted to submit a claim on his
own behalf, at the covered person's option.  All claims shall be filed using the standard health
care claim form applicable to the policy.

d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a health insurer or its
agent, hereinafter the payer, shall remit payment for every insured claim submitted by an insured
or that insured’s agent or assignee if the policy provides for assignment of benefits, no later than
the 30th calendar day following receipt of the claim by the payer or no later than the time limit
established for the payment of claims in the Medicare program pursuant to
42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted by electronic means,
and no later than the 40th calendar day following receipt if the claim is submitted by other than
electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the policy;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the policy.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the policy,
the payer shall notify the insured, or that insured’s agent or assignee if the policy provides for
assignment of benefits, in writing or by electronic means, as appropriate, within 30 days, of the
following:  if all or a portion of the claim is denied, all the reasons for the denial; if the claim
lacks the required substantiating documentation, including incorrect coding, a statement as to
what substantiating documentation or other information is required to complete adjudication of
the claim; if the amount of the claim is disputed, a statement that it is disputed; and if the claim
requires special treatment that prevents timely payments from being made, a statement of the
special treatment to which the claim is subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.
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(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or insured, no later than two working days following receipt of the
transmission of the claim.

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by an insured for

payment of benefits under an insured policy for which the financial obligation for the payment
of a claim under the policy rests upon the health insurer.

C.17B:27-44.2  Health insurer to receive, transmit transactions relative to group policies
electronically.

6. a. Within 180 days of the adoption of a timetable for implementation pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health insurer, or a subsidiary that processes health care
benefits claims as a third party administrator, shall demonstrate to the satisfaction of the
Commissioner of Banking and Insurance that it will adopt and implement all of the standards to
receive and transmit health care transactions electronically, according to the corresponding
timetable, and otherwise comply with the provisions of this section,as a condition of its
continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a health
insurer, its subsidiary or its covered persons.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health insurer or a subsidiary that processes health care
benefits claims as a third party administrator shall use the standard health care enrollment and
claim forms in connection with all group policies issued, delivered, executed or renewed in this
State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health insurer shall require that health care providers file
all claims for payment for health care services.  A covered person who receives health care
services shall not be required to submit a claim for payment, but notwithstanding the provisions
of this subsection to the contrary, a covered person shall be permitted to submit a claim on his
own behalf, at the covered person's option.  All claims shall be filed using the standard health
care claim form applicable to the policy.

d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a health insurer or its
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agent, hereinafter the payer, shall remit payment for every insured claim submitted by an insured
or that insured’s agent or assignee if the policy provides for assignment of benefits, no later than
the 30th calendar day following receipt of the claim by the payer or no later than the time limit
established for the payment of claims in the Medicare program pursuant to
42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted by electronic means,
and no later than the 40th calendar day following receipt if the claim is submitted by other than
electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the policy;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the policy.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the policy,
the payer shall notify the insured, or that insured’s agent or assignee if the policy provides for
assignment of benefits, in writing or by electronic means, as appropriate, within 30 days, of the
following:  if all or a portion of the claim is denied, all the reasons for the denial; if the claim
lacks the required substantiating documentation, including incorrect coding, a statement as to
what substantiating documentation or other information is required to complete adjudication of
the claim; if the amount of the claim is disputed, a statement that it is disputed; and if the claim
requires special treatment that prevents timely payments from being made, a statement of the
special treatment to which the claim is subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or insured, no later than two working days following receipt of the
transmission of the claim.

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
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electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by an insured for

payment of benefits under an insured policy for which the financial obligation for the payment
of a claim under the policy rests upon the health insurer.

C.26:2J-8.1  Health maintenance organization to receive, transmit transactions electronically.
7. a. Within 180 days of the adoption of a timetable for implementation pursuant to section

1 of P.L.1999, c.154 (C.17B:30-23), a health maintenance organization, or a subsidiary that
processes health care benefits claims as a third party administrator, shall demonstrate to the
satisfaction of the Commissioner of Banking and Insurance that it will adopt and implement all
of the standards to receive and transmit health care transactions electronically, according to the
corresponding timetable, and otherwise comply with the provisions of this section,as a condition
of its continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a health
maintenance organization, its subsidiary or its covered enrollees.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health maintenance organization or a subsidiary that
processes health care benefits claims as a third party administrator shall use the standard health
care enrollment and claim forms in connection with all group and individual health maintenance
organization coverage for health care services issued, delivered, executed or renewed in this
State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health maintenance organization shall require that health
care providers file all claims for payment for health care services.  A covered person who
receives health care services shall not be required to submit a claim for payment, but
notwithstanding the provisions of this subsection to the contrary, a covered person shall be
permitted to submit a claim on his own behalf, at the covered person's option.  All claims shall
be filed using the standard health care claim form applicable to the contract.

d. (1) Effective 180 days after the effective date of P.L.1999 , c.154, a health maintenance
organization or its agent, hereinafter the payer, shall remit payment for every insured claim
submitted by an enrollee or that enrollee’s agent or assignee if the health maintenance
organization coverage for health care services provides for assignment of benefits, no later than
the 30th calendar day following receipt of the claim by the payer or no later than the time limit
established for the payment of claims in the Medicare program pursuant to
42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted by electronic means,
and no later than the 40th calendar day following receipt if the claim is submitted by other than
electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the health maintenance organization coverage for health care
services;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the health maintenance organization coverage for health care
services.
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(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the health maintenance organization coverage for health care
services, the payer shall notify the enrollee, or that enrollee’s agent or assignee if the health
maintenance organization coverage for health care services provides for assignment of benefits,
in writing or by electronic means, as appropriate, within 30 days, of the following:  if all or a
portion of the claim is denied, all the reasons for the denial; if the claim lacks the required
substantiating documentation, including incorrect coding, a statement as to what substantiating
documentation or other information is required to complete adjudication of the claim; if the
amount of the claim is disputed, a statement that it is disputed; and if the claim requires special
treatment that prevents timely payments from being made, a statement of the special treatment
to which the claim is subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or enrollee, no later than two working days following receipt of the
transmission of the claim. 

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by an enrollee for

payment of benefits under an insured health maintenance organization contract for which the
financial obligation for the payment of a claim under the health maintenance organization
coverage for health care services rests upon the health maintenance organization.

C.17:48C-8.1  Dental service corporation to receive, transmit transactions electronically.
8. a. Within 180 days of the adoption of a timetable for implementation pursuant to section

1 of P.L.1999, c.154 (C.17B:30-23), a dental service corporation, or a subsidiary that processes
health care benefits claims as a third party administrator, shall demonstrate to the satisfaction
of the Commissioner of Banking and Insurance that it will adopt and implement all of the
standards to receive and transmit health care transactions electronically, according to the
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corresponding timetable, and otherwise comply with the provisions of this section,as a condition
of its continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a dental
service corporation, its subsidiary or its covered persons.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a dental service corporation or a subsidiary that processes
health care benefits claims as a third party administrator shall use the standard health care
enrollment and claim forms in connection with all group and individual contracts issued,
delivered, executed or renewed in this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a dental service corporation shall require that health care
providers file all claims for payment for dental services.  A covered person who receives dental
services shall not be required to submit a claim for payment, but notwithstanding the provisions
of this subsection to the contrary, a covered person shall be permitted to submit a claim on his
own behalf, at the covered person's option.  All claims shall be filed using the standard health
care claim form applicable to the contract.

d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a dental service
corporation or its agent, hereinafter the payer, shall remit payment for every insured claim
submitted by a subscriber or that subscriber’s agent or assignee if the contract provides for
assignment of benefits, no later than the 30th calendar day following receipt of the claim by the
payer or no later than the time limit established for the payment of claims in the Medicare
program pursuant to 42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted
by electronic means, and no later than the 40th calendar day following receipt if the claim is
submitted by other than electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the contract;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the contract.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the contract, the payer shall notify the subscriber, or that
subscriber’s agent or assignee if the contract provides for assignment of benefits, in writing or
by electronic means, as appropriate, within 30 days, of the following:  if all or a portion of the
claim is denied, all the reasons for the denial; if the claim lacks the required substantiating
documentation, including incorrect coding, a statement as to what substantiating documentation
or other information is required to complete adjudication of the claim; if the amount of the claim
is disputed, a statement that it is disputed; and if the claim requires special treatment that
prevents timely payments from being made, a statement of the special treatment to which the
claim is subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
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subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or subscriber, no later than two working days following receipt of the
transmission of the claim.

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by a subscriber for

payment of benefits under an insured dental service corporation contract for which the financial
obligation for the payment of a claim under the contract rests upon the dental service
corporation.

C.17:48D-9.4  Dental plan organization to receive, transmit transactions electronically.
9. a. Within 180 days of the adoption of a timetable for implementation pursuant to section

1 of P.L.1999, c.154 (C.17B:30-23), a dental plan organization, or a subsidiary that processes
health care benefits claims as a third party administrator, shall demonstrate to the satisfaction
of the Commissioner of Banking and Insurance that it will adopt and implement all of the
standards to receive and transmit health care transactions electronically, according to the
corresponding timetable, and otherwise comply with the provisions of this section,as a condition
of its continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a dental
plan organization, its subsidiary or its covered enrollees.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a dental plan organization or a subsidiary that processes
health care benefits claims as a third party administrator shall use the standard health care
enrollment and claim forms in connection with all group and individual contracts issued,
delivered, executed or renewed in this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a dental plan organization shall require that health care
providers file all claims for payment for dental services.  A covered person who receives dental
services shall not be required to submit a claim for payment, but notwithstanding the provisions
of this subsection to the contrary, a covered person shall be permitted to submit a claim on his
own behalf, at the covered person's option.  All claims shall be filed using the standard health
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care claim form applicable to the contract.
d. (1) Effective 180 days after the effective date of P.L.1999, c.154, a dental plan

organization or its agent, hereinafter the payer, shall remit payment for every insured claim
submitted by an enrollee or that enrollee’s agent or assignee if the contract provides for
assignment of benefits, no later than the 30th calendar day following receipt of the claim by the
payer or no later than the time limit established for the payment of claims in the Medicare
program pursuant to 42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted
by electronic means, and no later than the 40th calendar day following receipt if the claim is
submitted by other than electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the contract;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the contract.
(2) If all or a portion of the claim is denied by the payer because:
(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the contract, the payer shall notify the enrollee, or that enrollee’s
agent or assignee if the contract provides for assignment of benefits, in writing or by electronic
means, as appropriate, within 30 days, of the following:  if all or a portion of the claim is denied,
all the reasons for the denial; if the claim lacks the required substantiating documentation,
including incorrect coding, a statement as to what substantiating documentation or other
information is required to complete adjudication of the claim; if the amount of the claim is
disputed, a statement that it is disputed; and if the claim requires special treatment that prevents
timely payments from being made, a statement of the special treatment to which the claim is
subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or enrollee, no later than two working days following receipt of the
transmission of the claim. 

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
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remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by an enrollee for

payment of benefits under an insured dental plan organization contract for which the financial
obligation for the payment of a claim under the contract rests upon the dental plan organization.

C.17:48F-13.1  Prepaid prescription service organization to receive, transmit transactions
electronically.

10. a. Within 180 days of the adoption of a timetable for implementation pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a prepaid prescription service organization, or a subsidiary
that processes health care benefits claims as a third party administrator, shall demonstrate to the
satisfaction of the Commissioner of Banking and Insurance that it will adopt and implement all
of the standards to receive and transmit health care transactions electronically, according to the
corresponding timetable, and otherwise comply with the provisions of this section,as a condition
of its continued authorization to do business in this State.

The Commissioner of Banking and Insurance may grant extensions or waivers of the
implementation requirement when it has been demonstrated to the commissioner's satisfaction
that compliance with the timetable for implementation will result in an undue hardship to a
prepaid prescription service organization, its subsidiary or its covered enrollees.

b. Within 12 months of the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a prepaid prescription service organization or a subsidiary
that processes health care benefits claims as a third party administrator shall use the standard
health care enrollment and claim forms in connection with all contracts issued, delivered,
executed or renewed in this State.

c. Twelve months after the adoption of regulations establishing standard health care
enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a prepaid prescription service organization shall require
that health care providers file all claims for payment for health care services.  A covered person
who receives health care services shall not be required to submit a claim for payment, but
notwithstanding the provisions of this subsection to the contrary, a covered person shall be
permitted to submit a claim on his own behalf, at the covered person's option.  All claims shall
be filed using the standard health care claim form applicable to the contract.

d. (1) Effective 180 days after the effective date of P.L.1999, c.154), a prepaid prescription
service organization or its agent, hereinafter the payer, shall remit payment for every insured
claim submitted by an enrollee or that enrollee’s agent or assignee if the contract provides for
assignment of benefits, no later than the 30th calendar day following receipt of the claim by the
payer or no later than the time limit established for the payment of claims in the Medicare
program pursuant to 42U.S.C.s.1395u(c)(2)(B), whichever is earlier, if the claim is submitted
by electronic means, and no later than the 40th calendar day following receipt if the claim is
submitted by other than electronic means, if:

(a) the claim is an eligible claim for a health care service provided by an eligible health care
provider to a covered person under the contract;

(b) the claim has no material defect or impropriety, including, but not limited to, any lack of
required substantiating documentation or incorrect coding;

(c) there is no dispute regarding the amount claimed;
(d) the payer has no reason to believe that the claim has been submitted fraudulently;

and
(e) the claim requires no special treatment that prevents timely payments from being made

on the claim under the terms of the contract.
(2) If all or a portion of the claim is denied by the payer because:
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(a) the claim is an ineligible claim;
(b) the claim submission is incomplete because the required substantiating documentation has

not been submitted to the payer;
(c) the diagnosis coding, procedure coding, or any other required information to be

submitted with the claim is incorrect;
(d) the payer disputes the amount claimed; or
(e) the claim requires special treatment that prevents timely payments from being made on

the claim under the terms of the contract, the payer shall notify the enrollee, or that enrollee’s
agent or assignee if the contract provides for assignment of benefits, in writing or by electronic
means, as appropriate, within 30 days, of the following:  if all or a portion of the claim is denied,
all the reasons for the denial; if the claim lacks the required substantiating documentation,
including incorrect coding, a statement as to what substantiating documentation or other
information is required to complete adjudication of the claim; if the amount of the claim is
disputed, a statement that it is disputed; and if the claim requires special treatment that prevents
timely payments from being made, a statement of the special treatment to which the claim is
subject.

(3) Any portion of a claim that meets the criteria established in paragraph (1) of this
subsection shall be paid by the payer in accordance with the time limit established in paragraph
(1) of this subsection.

(4) A payer shall acknowledge receipt of a claim submitted by electronic means from
a health care provider or enrollee, no later than two working days following receipt of the
transmission of the claim.

(5) If a payer subject to the provisions of P.L.1983, c.320 (C.17:33A-1 et seq.) has
reason to believe that a claim has been submitted fraudulently, it shall investigate the claim in
accordance with its fraud prevention plan established pursuant to section 1 of P.L.1993, c.362
(C.17:33A-15), or refer the claim, together with supporting documentation, to the Office of the
Insurance Fraud Prosecutor in the Department of Law and Public Safety established pursuant
to section 32 of P.L.1998, c.21 (C.17:33A-16).

(6) Payment of an eligible claim pursuant to paragraphs (1) and (3) of this subsection
shall be deemed to be overdue if not remitted to the claimant or his agent by the payer on or
before the 30th calendar day or the time limit established by the Medicare program, whichever
is earlier, following receipt by the payer of a claim submitted by electronic means and on or
before the 40th calendar day following receipt of a claim submitted by other than electronic
means.

In the event payment is withheld on all or a portion of a claim by a payer pursuant to
subparagraph (b) of paragraph (2) of this subsection, the claims payment shall be overdue if not
remitted to the claimant or his agent by the payer on or before the 30th calendar day or the time
limit established by the Medicare program, whichever is earlier, for claims submitted by
electronic means and the 40th calendar day for claims submitted by other than electronic means,
following receipt by the payer of the required documentation or modification of an initial
submission.

(7) An overdue payment shall bear simple interest at the rate of 10% per annum.
e. As used in this subsection, "insured claim" or "claim" means a claim by an enrollee for

payment of benefits under an insured prepaid prescription service organization contract for which
the financial obligation for the payment of a claim under the contract rests upon the prepaid
prescription service organization.

C.26:1A-15.1  Advisory board on electronic data interchange technology policy.
11. The Commissioner of Health and Senior Services, in consultation with the Commissioner

of Banking and Insurance, shall establish an advisory board to make recommendations to the
commissioners on health information electronic data interchange technology policy and measures
to protect the confidentiality of medical information. The members of the board shall include,
at a minimum, representation from health insurance carriers, health care professionals and
facilities, higher education, business and organized labor, and health care consumers.  The
members of the board shall serve without compensation but shall be entitled to reimbursement
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for reasonable expenses incurred in the performance of their duties.

C.26:1A-15.2  Annual report to Governor, Legislature.
12. The Commissioner of Health and Senior Services, in conjunction with the Commissioner

of Banking and Insurance, shall present an annual report to the Governor and the Legislature on
the development and use of health information electronic data interchange technology in New
Jersey. The report shall be prepared in consultation with the advisory board established pursuant
to section 14 of P.L.1999, c.154 (C.26:2H-12.12). The report shall include any
recommendations, including proposals for regulatory and legislative changes, to promote the
development and use of health information electronic data interchange technology in this State.

C.45:1-10.1  Responsibility of health care professionals for filing claims.
13. Effective 12 months after the adoption of regulations establishing standard health care

enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
1 of P.L.1999, c.154 (C.17B:30-23), a health care professional licensed pursuant to Title 45 of
the Revised Statutes is responsible for filing all claims for third party payment, including claims
filed on behalf of the licensed professional's patient for any health care service provided by the
licensed professional that is eligible for third party payment, except that at the patient's option,
the patient may file the claim for third party payment.

a. In the case of a claim filed on behalf of the professional's patient, the professional shall
file the claim within 60 days of the last date of service for a course of treatment, on the standard
claim form adopted by the Commissioner of Banking and Insurance pursuant to section 1 of
P.L.1999, c.154 (C.17B:30-23).

b. In the case of a claim in which the patient has assigned his benefits to the professional,
the professional shall file the claim within 180 days of the last date of service for a course of
treatment, on the standard claim form adopted by the Commissioner of Banking and Insurance
pursuant to section 1 of P.L.1999, c.154 (C.17B:30-23).  If the professional does not file the
claim within 180 days of the last date of service for a course of treatment, the third party payer
shall reserve the right to deny payment of the claim, in accordance with regulations established
by the Commissioner of Banking and Insurance, and the professional shall be prohibited from
seeking any payment directly from the patient.

(1) In establishing the standards for denial of payment, the Commissioner of Banking
and Insurance shall consider the good faith use of information provided by the patient to the
professional with respect to the identity of the patient's third party payer, delays in filing a claim
related to coordination of benefits between third party payers and any other factors the
commissioner deems appropriate, and, accordingly, shall define specific instances where the
sanctions permitted pursuant to this subsection shall not apply.

(2) A professional who fails to file a claim within 180 days and whose claim for
payment has been denied by the third party payer in accordance with this subsection may, in the
discretion of a judge of the Superior Court, be permitted to refile the claim if the third party
payer has not been substantially prejudiced thereby.  Application to the court for permission to
refile a claim shall be made within 14 days of notification of denial of payment and shall be made
upon motion based upon affidavits showing sufficient reasons for the failure to file the claim with
the third party payer within 180 days.

c. The provisions of this section shall not apply to any claims filed pursuant to P.L.1972,
c.70 (C.39:6A-1 et seq.).

d. A health care professional who violates the provisions of subsection a. of this section may
be subject to a civil penalty of $250 for each violation plus $50 for each day after the 60th day
that the provider fails to submit a claim.  The penalty shall be sued for and collected by the
Division of Consumer Affairs in the Department of Law and Public Safety pursuant to "the
penalty enforcement law," N.J.S.2A:58-1 et seq.

C.26:2H-12.12  Responsibility of health care facilities for filing claims.
14. Effective 12 months after the adoption of regulations establishing standard health care

enrollment and claim forms by the Commissioner of Banking and Insurance pursuant to section
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1 of P.L.1999, c.154 (C.17B:30-23), a health care facility licensed pursuant to P.L.1971, c.136
(C.26:2H-1 et seq.) is responsible for filing all claims for third party payment, including claims
filed on behalf of the health care facility's patient for any health care service provided by the
health care facility that is eligible for third party payment, except that at the patient's option, the
patient may file the claim for third party payment.

a. In the case of a claim filed on behalf of the health care facility's patient, the health care
facility shall file the claim within 60 days of the last date of service for a course of treatment, on
the standard claim form adopted by the Commissioner of Banking and Insurance pursuant to
section 1 of P.L.1999, c.154 (C.17B:30-23).

b. In the case of a claim in which the patient has assigned his benefits to the health care
facility, the health care facility shall file the claim within 180 days of the last date of service for
a course of treatment, on the standard claim form adopted by the Commissioner of Banking and
Insurance pursuant to section 1 of P.L.1999, c.154 (C.17B:30-23).  If the health care facility
does not file the claim within 180 days of the last date of service for a course of treatment, the
third party payer shall reserve the right to deny payment of the claim, in accordance with
regulations established by the Commissioner of Banking and Insurance, and the health care
facility shall be prohibited from seeking any payment directly from the patient.

(1) In establishing the standards for denial of payment, the Commissioner of Banking
and Insurance shall consider the length of delay in filing the claim, the good faith use of
information provided by the patient to the health care facility with respect to the identity of the
patient's third party payer, delays in filing a claim related to coordination of benefits between
third party payers and any other factors the commissioner deems appropriate, and, accordingly,
shall define specific instances where the sanctions permitted pursuant to this subsection shall not
apply.

(2) A health care facility which fails to file a claim within 180 days and whose claim
for payment has been denied by the third party payer in accordance with this subsection may, in
the discretion of a judge of the Superior Court, be permitted to refile the claim if the third party
payer has not been substantially prejudiced thereby.  Application to the court for permission to
refile a claim shall be made within 14 days of notification of denial of payment and shall be made
upon motion based upon affidavits showing sufficient reasons for the failure to file the claim with
the third party payer within 180 days.

c. The provisions of this section shall not apply to any claims filed pursuant to P.L.1972,
c.70 (C.39:6A-1 et seq.).

d. A health care facility which violates the provisions of subsection a. of this section may
be subject to a civil penalty of $250 for each violation plus $50 for each day after the 60th day
that the health care facility fails to submit a claim.  The penalty shall be sued for and collected
by the Department of Health and Senior Services pursuant to "the penalty enforcement law,"
N.J.S.2A:58-1 et seq.

C.17B:30-24  Regulations.
15. The Commissioner of Banking and Insurance, in consultation with the Commissioner of

Health and Senior Services, shall adopt regulations to effectuate the purposes of sections 1
through 10 of this act, pursuant to the "Administrative Procedure Act," P.L.1968, c.410
(C.52:14B-1 et seq.).  To the extent practicable, the regulations shall include any provisions the
commissioner deems appropriate that seek to reduce the amount of, or to consolidate, the paper
forms sent by hospital, medical, health and dental service corporations, commercial insurers,
health maintenance organizations, dental plan organizations and prepaid prescription service
organizations to health care providers and covered persons.

C.17B:30-25 Thomas A. Edison State College to study, monitor effectiveness of electronic data
interchange technology.

16. Thomas A. Edison State College shall study and monitor the effectiveness of electronic
data interchange technology in reducing administrative costs, identify means by which new
electronic data interchange technology can be implemented to effect health care system cost
savings, and determine the extent of electronic data interchange technology use in the State's
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health care system.
The Departments of Health and Senior Services and Banking and Insurance shall cooperate

with and provide assistance to the college in carrying out its study pursuant to this section.
The college shall report to the Legislature and the Governor from time to time on its findings

and recommendations.

Repealer.
17. Sections 78, 79, and 80 of P.L.1991, c.187 (C.17B:26-12.1, 17B:27-44.1 and 26:2J-5.1)

are repealed.

18. This act shall take effect immediately

Approved July 1, 1999.


