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Welcome!

The purpose of this Administration Manual is to give you valuable information you 
will need to administer a fully-insured, health insurance benefit package. (Note: If 
your group is self-insured, your guidelines may vary from the ones presented in this 
booklet. Check your benefit description for details.) This manual contains important 
information in an easy-to-read format. It should help you find the following:

•	 Information on how to contact us.
•	 An easy-to-follow chart that describes what type of situation is a qualifying event.
•	 An explanation of state and federal laws regarding continuation of coverage.
•	 Sample applications and other useful forms.

Our experience has shown there is typically one person in a group setting others go 
to when they have questions and/or problems related to the insurance program. 

We have found it helpful to send necessary program information to one designated 
person in each group. This is why it is also important that you notify us if there is a  
change in responsibilities. 

In addition to this manual, you will also receive a quarterly publication called 
Healthplan. This publication will keep you informed of changes that may affect your 
insurance program. You will also receive timely mailings of letters and/or brochures 
explaining special situations.

Again, welcome to Blue Cross and Blue Shield of Kansas!
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Important Resources

Resource BlueSM

Resource Blue is your online resource for 
discounts and health & wellness awareness 
programs.  With no enrollment forms to 
complete, members are automatically eligible. 
Resource Blue includes:

• Health & wellness information tools and 
quizzes

• Vision and hearing discounts from nationwide 
partners

• Discount complementary and alternative 
medicine

• Healthy Options care management programs 
for chronic conditions

• Online consumer education tools

BlueAccess® 
BlueAccess is a secure online service for 
easy and convenient viewing of your account 
information. 

With BlueAccess, employers have access to:

• Verify benefits, including eligibility and 
deductible/coinsurance information  

• Employee search for details of member 
coverage

• Electronic payment with eBilling 
• Online enrollment through BluesEnroll

You can find additional details on how to sign 
up for these services on the following page.  

BlueCard® 
Members needing medical care outside of our 
service area can use their I.D. card to open 
the door to the largest network of health care 
providers and hospitals in the United States 
and around the world. The BlueCard network 
provides employees and their families the 
discounts these contracting providers have 
agreed to give their local Blue Plan.

 
 
 

Newsletters
Each quarter you will receive a copy of 
the informative newsletter, Healthplan. The 
publication contains helpful articles, answers 
to frequently asked questions and information 
regarding BCBSKS administrative processes. 
You’ll also receive The Insider on a quarterly 
basis. This one-page flyer discusses legislative 
issues involving health care and the health 
insurance industry.

Payroll Stuffers
If you’re looking for ways to promote the 
benefits of being a member of BCBSKS to your 
employees, we’ve got the solution. By visiting 
our Web site’s “Tools for Employers” section, 
you’ll be able to download and print a variety 
of payroll stuffers featuring informative and 
colorful handouts designed for your employees.

Case Management
Case management is a cooperative program 
that helps members with serious, long-term or 
high-cost medical conditions to help preserve 
their available health care benefits. Participation 
is voluntary and does not alter the benefits 
normally offered by the member’s health 
care plan.
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Online Services for You and Your Employees

Web site address: www.bcbsks.com

BlueAccess (secured services)
For Employees

• Online Summary of Claims Processed (SOCP)
• Coverage information - including deductible, 

coinsurance and co-payment detail
• Claim status information

Employees may go online to request a user ID 
and password.

For Employers
• Verify benefits, including eligibility and 

deductible/coinsurance information  

• Employee search for details of member 
coverage

Contact your marketing representative to obtain 
a password and user ID.

Online Tools for the Employer
• Forms & Manuals
• Employer Newsletters
• BluesEnroll – online enrollment
• eBilling – online billing
• Related links – such as Advance Insurance 

Company of Kansas

Online Services for All
• e-mail access for customer service
• Find a Doctor/Provider Networks
• Resource Blue – discount partners and 	  
   wellness programs
• Frequently asked questions
• Legislative Issues
• Product Choices
• Glossary of Health Care terms
 

eBilling 
Through the online convenience of eBilling, you 
are able to view bills and payment activity 24 
hours a day, seven days a week. You may also:

• Pay bills

• Make adjustments to bills

• Print and export bills

• Create customized reports

• Go paperless by turning off paper bill

To sign up for eBilling contact BCBSKS at 
1-800-432-3990.

BluesEnrollSM 
For a quick and easy way to manage your 
benefit plan, turn to BluesEnroll, an online 
enrollment program. With BluesEnroll, you’ll 
find a set of online tools that allow you to 
manage your employee benefits with the click 
of a mouse.

• Less paperwork

• Central database

• Updates, corrections and reports completed 
online

To sign up for BluesEnroll contact your 
marketing representative.
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Telephone

If calling, use the following telephone 
numbers between 7:00 a.m. and 4:30 p.m.

General Inquiries 
1-800-432-3990  •  785-291-4180

Claims denied for other party 
liability (duplicate coverage, workers’ 
compensation or automobile accidents)

1-800-432-0216, ext. 4013  •  785-291-4013

Claims denied for pre-existing health 
conditions

1-800-432-0216, ext. 4013  •  785-291-4013

Hearing Impaired
1-800-430-1270

Pre-Admission Certification
The patient’s doctor (or the patient, if services 
are received from a non-contracting provider) is 
required to obtain prior approval for all planned 
inpatient admissions. If approval is not obtained, 
payment for any resulting medically unnecessary 
services will be denied.

When calling please use the following telephone 
numbers:

	 Topeka 	 785-291-4180

	 Toll-free	 1-800-782-4437

Note:	Pre-admission certification is not required 
for emergency or obstetrical admissions.

TELEORDER

To order ID cards, claim forms, schedule of 
benefits, etc.

1-800-346-2227 
785-291-8130 Topeka residents

Anti-Fraud Hot Line

Fraud adds unnecessarily to the expense of health 
care for which we all pay. If you or one of your 
employees suspect medical fraud, please contact 
the BCBSKS Anti-Fraud Unit.

1-800-432-0216, ext. 7693 or 8759

(Callers may identify themselves or remain 
anonymous.)

BCBSKS would like to assist you in making 
sure that your group is paying only for those 
individuals who are eligible for coverage under 
your contract. If you suspect your group is paying 
for someone (i.e., ex-spouse, married child, 
grandchild, or other person) who is not entitled, 
let our special investigations unit investigate your 
concern.

Faxing Applications or Change 
Forms Only

The fax number is 1-785-290-0770.

Written Correspondence

If writing, use the following address for our 
headquarters in Topeka:

1133 SW Topeka Boulevard 
Topeka, Kansas 66629-0001

Contacting Blue Cross and Blue Shield  
of Kansas
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Eligibility

It is the responsibility of the Contract 
Holder/Employer group’s Plan 
Administrator to submit to BCBSKS for 
enrollment only those employees and 
dependents who meet the eligibility 
criteria of the Contract Holder and 
BCBSKS, and to ensure and verify the 
continued eligibility status of covered 
employees and dependents. BCBSKS 
has the right to recover from Insured 
and/or providers any benefit payments 
paid on behalf of ineligible persons.

The following are eligible under employee/
dependent coverage subject to underwriting 
approval.

• Lawful Spouses – Lawful spouses may be 
enrolled as dependents.  A member may have 
a lawful spouse by a marriage effected through 
either (1) the issuance of a marriage license 
or  (2) through common law. In order to be a 
valid marriage at common law, Kansas requires 
that specific criteria be met. BCBSKS will not 
provide legal advice to members as to whether 
they meet the criteria, so members unsure 
of their marital status should be directed to 
consult with their personal legal counsel.

• Handicapped dependent – If the child is 
eligible according to the terms of the member’s 
contract, a Handicapped Dependent Child 
Application must be completed. For further 
information, contact the customer service 
center at the Topeka office. See page 3 for the 
address and telephone number.

• Grandchildren and adopted children – 
Children not by birth, adoption or placement 
for adoption may be eligible. Members should 
contact the Topeka customer service center. 
See page 3 for the address and telephone 
number.

• Stepchildren – Stepchildren must be 
unmarried and under age 23.

Payroll Census
Who May and May Not 
Enroll
Eligible For Group Coverage

• Groups with 1-50 eligible employees 
Eligible employees are employees who work 
at least 30 hours per week. The applicant 
must be employed for personal financial gain 
and receive wages which would be forfeited 
if they were to leave the group. Only eligible 
employees are permitted to enroll. 

• Groups with 51 or more eligible employees 
Eligible employees are defined as employees 
who work at least 20 hours per week. The 
applicants must be employed for personal 
financial gain and receive wages which would 
be forfeited if they were to leave the group. 
Only eligible employees are permitted to 
enroll.

Officers / Directors 
	 Individuals who are solely officers or 

directors of an organization are not eligible. 
To be eligible for coverage they must be 
an employee of the employer and meet the 
definition of an eligible employee.

Owner of a Sole Proprietorship or a Partner
of a Partnership  

May be eligible for coverage in his/her 
employer group BCBSKS program based on 
the following:

		  - �Groups 1 – 9 in size: Owner(s) must 
meet full- time eligibility criteria (30 or 
more hours).

	 - �Groups 10+ in size: Are eligible for 
coverage in his/her employer group 
BCBSKS program.

NOTE: A Partner cannot be part of a group’s 
cafeteria plan.

Stockholders  
Are not eligible unless they hold 100% of the 
stock. If so, follow guidelines under Owner 
of a Sole Proprietorship or a Partner of a 
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Partnership. If the stockholder has less than 
100% of stock, they may be eligible if they 
are an Officer or Director (see guidelines for 
Officers / Directors).

Not Eligible for Coverage Through 
Your Group

•Employees working fewer than required 
number of hours

•Temporary employees
•Seasonal employees
•Retired employees (see information box on 

this page)

Participation Requirement
Groups must meet participation requirements. The 
following percentages are based on the group size.

Adjusted eligible employees are determined by subtracting 
non-eligible employees and employees enrolled through 
a separate group enrollment plan. Contact your group 
representative for additional information on participation 
requirements.

Retired Employees – Groups subject 
to State statute 12-5040
Each local government which provides an 
employer-sponsored group health care benefits 
plan for the employees of the local government 
shall make coverage under such group health 
care benefits program available to retired former 
employees and their dependents, upon written 
application filed with the clerk or secretary 
thereof within 30 days following retirement of the 
employee. Coverage under the employee group 
health care benefits plan may cease to be made 
available upon (1) the retired employee attaining 
age 65, (2) the retired employee failing to make 
required premium payments on a timely basis, 
or (3) the retired employee becoming covered or 

becoming eligible to be covered under a plan of 
another employer.

(b) Each such local government shall make such 
coverage available to all persons who were 
employed by the local government for not less than 
10 years and who retired from such employment 
after December 31, 1988, and may make such 
coverage available to other retired employees and 
their dependents. Each such retired employee who 
elects to continue such coverage may be required 
to contribute to the employee group health benefits 
plan, including the administrative cost. 

Employees subject to the above will be cancelled 
when attaining age 65.

BCBSKS is not required to allow retirees who are 
subject to 12-5040 to remain enrolled once they 
retiree. It is the group responsibility to offer such 
coverage. However, BCBSKS has agreed to allow 
employees subject to 12-5040 to remain enrolled, 
provided it is mutually agreed upon by the group 
and BCBSKS.

Retired employees
Groups subject to Small Group Rate 
Reform* — Employees currently enrolled on 
their employer’s retirement or disability plan are 
allowed to keep BCBSKS group coverage, provided 
the group was enrolled continually prior to small 
group rate reform (7/1/92). New employees are 
not eligible for the group’s retirement or disability 
program. Groups with an effective date of 7/1/92 or 
later cannot consider retired or disabled employees 
(working fewer than the required number of hours 
for a full-time employee) as eligible employees.

Groups not subject to Small Group 
Rate Reform* — Retired or disabled employees 
may be offered BCBSKS group coverage by their 
employer, provided it is mutually agreed upon by 
both the group and BCBSKS.

Small Group Rate Reform — State 
legislaion that applies to groups with 50 or fewer 
full-time employees.

Adjusted Eligible 
Employees

Enrollment 
Required

	 1-3 	 100%

	 4-9 	 100% -1

	 10+ 	 75%

Payroll Census (continued)
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Enrollment
When To Enroll Employees

• Initial Opportunity

• Qualifying Event

• Open Enrollment

BluesEnroll – Online Enrollment 
 BluesEnroll is the quickest, easiest and most 
accurate way to manage your benefits plan.  
You’ll get a powerful set of online tools that allow 
you to manage your employee benefits with ease.

With BluesEnroll you’ll have less paperwork. 
Information is entered once and stored in a 
central database that you can access anytime. 
Updates, corrections, and useful reports are 
available at the click of your mouse.

•	 Accurate billing

•	 Timely ID cards

•	 HR and employee access

•	 Customized enrollment reports 

If you are interested in finding out more about 
BluesEnroll, contact your local BCBSKS group 
consultant. 

Initial Opportunity

An “initial opportunity” for enrollment is defined 
as the first opportunity in which the employee 
is eligible to enroll following completion of the 
Company Imposed Waiting Period (CIWP) if 
applicable.

CIWP is a period of time specified by the 
employer, during which the employee and any 
covered dependents are not eligible for benefits 
under the health insurance program. Standard 
waiting periods are 0, 30, 60 or 90 days.

Waiving a company-imposed waiting period may 
be done, provided the group’s request to waive 
the entire waiting period is received in writing 
prior to the 63rd day following the employee’s 
full-time date of hire. If the written request is 
received on or after the 63rd day, the entire 
waiting period will apply.

Notice of Enrollment Rights

Should an employee decline enrollment in your 
group health plan at his or her first opportunity, 
you will need to provide to the employee a 
notice of enrollment rights. This notice advises 
the employee of what to expect should he or 
she wish to enroll at a later date. This notice of 
enrollment rights can be found on the Waiver of 
Enrollment form (see sample located in the forms 
section). This is for the employers’ records.

Determining Effective Dates:

•	 When the company-imposed waiting 
period expires other than first of the 
month — The effective date must be the first 
of the month following the completion of the 
company-imposed waiting period.

•	 When the company-imposed waiting 
period expires on the first day of the 
month — The effective date must be that 
date.

•	 When there is no company-imposed 
waiting period and the employment date 
is other than first day of the month — The 
effective date will be the first of the month 
following date of employment.

•	 When there is no company-imposed 
waiting period and the employment 
date is the first day of the month — The 
effective date will be the employment date.
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Dental

Enrollment in dental at times other than the 
first opportunity, a qualifying event or open 
enrollment will not be allowed. Individuals must 
serve a 240-day waiting period for major 
services such as crowns, dentures, bridges, 
etc. under a ridered dental program (riders 
A and B). This waiting period does not apply to 
services received due to an accidental injury. 

Voluntary Dental (Group size 1-9 only)

• Enrollment must be the same as the health 
enrollment (i.e., single health; single dental). 
If an employee has BCBSKS health coverage 
through a spouse, voluntary dental is not 
applicable as the employee must have 
coverage through his/her group.

• There are no quota requirements.

• The dental program is not portable, except 
when rolling over into Plan 65.

• Groups size 1 - 2 not electing to enroll at 
initial set-up, will not be permitted to enroll 
later. For groups size 3 and up this does 
not apply, and can be added the 1st of 
any month.

• When voluntary dental is offered at new 
group formation, new enrollees may add 
voluntary dental only at their initial 
enrollment opportunity.

Calculating Eligibility Dates

Eligibility dates are calculated using the formula 
below. All dates are converted to Julian dates. 
Julian dates are actual days of the year (May 10th 
is the 130th day of the year). Please use the Julian 
Date Charts on the next two pages to assist you 
in converting to Julian dates.

 130 Employment date — May 10

+ 90 Company-imposed (0, 30, 60 or 90 days) waiting 
period

= 220 Waiting period expires Aug. 8

+ 63 (Signed and received prior to 63rd day)

= 283 Must be received by BCBSKS before Oct. 10.*

  Effective date would be Sept. 1

*� Not eligible for first opportunity if signed or 
received on or after these dates.

Use the Julian charts on following  
pages to calculate eligibility dates.

 
Important: 

The application must be signed and 
received by BCBSKS prior to the 63rd day 
following the date of hire or completion of the 
company-imposed waiting period.
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DAY JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC
1 001 032 061 092 122 153 183 214 245 275 306 336
2 002 033 062 093 123 154 184 215 246 276 307 337
3 003 034 063 094 124 155 185 216 247 277 308 338
4 004 035 064 095 125 156 186 217 248 278 309 339
5 005 036 065 096 126 157 187 218 249 279 310 340
6 006 037 066 097 127 158 188 219 250 280 311 341
7 007 038 067 098 128 159 189 220 251 281 312 342
8 008 039 068 099 129 160 190 221 252 282 313 343
9 009 040 069 100 130 161 191 222 253 283 314 344
10 010 041 070 101 131 162 192 223 254 284 315 345
11 011 042 071 102 132 163 193 224 255 285 316 346
12 012 043 072 103 133 164 194 225 256 286 317 347
13 013 044 073 104 134 165 195 226 257 287 318 348
14 014 045 074 105 135 166 196 227 258 288 319 349
15 015 046 075 106 136 167 197 228 259 289 320 350
16 016 047 076 107 137 168 198 229 260 290 321 351
17 017 048 077 108 138 169 199 230 261 291 322 352
18 018 049 078 109 139 170 200 231 262 292 323 353
19 019 050 079 110 140 171 201 232 263 293 324 354
20 020 051 080 111 141 172 202 233 264 294 325 355
21 021 052 081 112 142 173 203 234 265 295 326 356
22 022 053 082 113 143 174 204 235 266 296 327 357
23 023 054 083 114 144 175 205 236 267 297 328 358
24 024 055 084 115 145 176 206 237 268 298 329 359
25 025 056 085 116 146 177 207 238 269 299 330 360
26 026 057 086 117 147 178 208 239 270 300 331 361
27 027 058 087 118 148 179 209 240 271 301 332 362
28 028 059 088 119 149 180 210 241 272 302 333 363
29 029 060 089 120 150 181 211 242 273 303 334 364
30 030 090 121 151 182 212 243 274 304 335 365
31 031 091 152 213 244 305 366

JDCL 5/02

Julian Date Leap Year Calendar
Example: May 10th is the 131st day of a leap year.
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DAY JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC
1 001 032 060 091 121 152 182 213 244 274 305 335
2 002 033 061 092 122 153 183 214 245 275 306 336
3 003 034 062 093 123 154 184 215 246 276 307 337
4 004 035 063 094 124 155 185 216 247 277 308 338
5 005 036 064 095 125 156 186 217 248 278 309 339
6 006 037 065 096 126 157 187 218 249 279 310 340
7 007 038 066 097 127 158 188 219 250 280 311 341
8 008 039 067 098 128 159 189 220 251 281 312 342
9 009 040 068 099 129 160 190 221 252 282 313 343
10 010 041 069 100 130 161 191 222 253 283 314 344
11 011 042 070 101 131 162 192 223 254 284 315 345
12 012 043 071 102 132 163 193 224 255 285 316 346
13 013 044 072 103 133 164 194 225 256 286 317 347
14 014 045 073 104 134 165 195 226 257 287 318 348
15 015 046 074 105 135 166 196 227 258 288 319 349
16 016 047 075 106 136 167 197 228 259 289 320 350
17 017 048 076 107 137 168 198 229 260 290 321 351
18 018 049 077 108 138 169 199 230 261 291 322 352
19 019 050 078 109 139 170 200 231 262 292 323 353
20 020 051 079 110 140 171 201 232 263 293 324 354
21 021 052 080 111 141 172 202 233 264 294 325 355
22 022 053 081 112 142 173 203 234 265 295 326 356
23 023 054 082 113 143 174 204 235 266 296 327 357
24 024 055 083 114 144 175 205 236 267 297 328 358
25 025 056 084 115 145 176 206 237 268 298 329 359
26 026 057 085 116 146 177 207 238 269 299 330 360
27 027 058 086 117 147 178 208 239 270 300 331 361
28 028 059 087 118 148 179 209 240 271 301 332 362
29 029 088 119 149 180 210 241 272 302 333 363
30 030 089 120 150 181 211 242 273 303 334 364
31 031 090 151 212 243 304 365

JDC 5/02

Julian Date Calendar
Example: May 10th is the 130th day of the year.
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Qualifying Events

* The exception to this would be a status change as a result of birth of a child, adoption, or discharge 
from military. In these instances the effective date is the date of the event.

Qualifying 
event for 

enrollment 

Qualifying 
event for status 

change

oss of 
coverage 

required to 
be a qualified 

event

Divorce/annulment   
employee/spouse

  
if dependent 

under limiting age

 
employee/spouse

Death of a spouse   

Spouse’s loss of employment   

Spouse’s employer no longer offers coverage   

Dependent reaches limiting age of parent’s contract 
or is no longer eligible for student coverage  

Dependent marries  

Affidavit dependent no longer meets qualification to 
be considered an affidavit dependent  

Dependent loses eligibility under TriCare  

Expiration of COBRA or State Continuation   

Employer contribution ceases  

* Discharge from the military (employee/spouse)   
Individual becomes ineligible for Medicaid/
Healthwave

  
if employee

  
if dependent

  
if dependent

Individual becomes ineligible for Medicare   
if employee

  
if dependent

  
if dependent

* Birth of a child  

Marriage  

* Adoption  

Reaching lifetime benefit maximum  

Upon return from FMLA  

Coverage will be effective the first of the month following a qualifying event when request for 
application/change is received by BCBSKS prior to the 63rd day following the qualifying event.

A qualifying event is an event that modifies standard enrollment requirements, allowing an 
employee to enroll in insurance coverage or change the status of his or her enrollment.
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Enrolling Initial Opportunity 
(new employee)    
Enrolling Due to Qualifying 
Event   

Enrolling Open Enrollment   

Adding Newborn

�Employee currently enrolled with 
family policy 

�Employee currently enrolled adding 
dependents other than the newborn 

 
(for new 
enrollees, 
other than 
newborn)



Employee not currently enrolled 
 

(for all except 
newborn)



Child/Dependent 
marries or reaches limiting age    

**


Adding Spouse/Dependent to 
existing coverage (Qualifying Event) 

 
(for new 
enrollees)



Adding Spouse/Dependent to 
existing coverage (Open Enrollment) 

 
(for new 
enrollees)



Divorce/Annulment    
**


Death of Spouse 
(Employee Currently Enrolled) 

Death of Spouse 
(Employee Not Currently Enrolled)   

Employee Reaching Age 
65-retiring   

**
 

(for spouse and 
dependents)

*See forms section for samples of available forms.

** Reference State and Federal Legislation to determine length of eligibility
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Change in Name/Address

Note: It is important for your employees to 
keep us informed of changes. Without current 
information, important communications (i.e.: 
summary of claims processed, claims payments, 
conversion notices, etc.) may not reach them. 
Employees may go online, telephone customer 
service or complete a change form.

Open Enrollment

Open enrollment is defined as the month 
preceding the employer group health plan 
anniversary date. This is for those who did not 
enroll at their first opportunity or a qualifying 
event.

Changes to Existing Coverage

When your employees need to make changes 
to their existing coverage, either for adding or 
removing dependents, you should submit a 
Change Form to BCBSKS. (See sample Change 
Form in the forms section.) Note: If an employee 
participates in a Flexible Benefits/Premium 
Conversion Plan, the employee should make sure 
the change is allowed as an IRS status change.

Removing Insureds

Notification of any change in an employee’s 
status is important, including the removal of an 
employee and/or family member(s) from your 
group coverage. Please submit these changes to 
BCBSKS no later than the month in which the 
changes occurred.

Employers may cancel an employee by 
crossing them off the group bill and adding the 
termination date or completing a change form.

The effective date of the cancellation will be 
the first of the month following the occurrence. 
Any adjustment in premiums will be made by 
BCBSKS. (No retroactive cancellations will be 
allowed.)

In certain situations (i.e. death, divorce, child 
reaching the age limit of the contract, etc.) 
continuation of benefits could apply. For more 
detailed information, refer to the “Continuation of 
Coverage” section.

Military Policy — Please contact BCBSKS 
before  an employee or dependent enters into 
active military service.

Reminder

Please make sure application is fully 
completed, signed and dated. Incomplete 
forms cannot be processed and will be 
returned. (See sample application located in 
the forms section.)
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Billing Statement

You will receive a billing statement, which is a 
listing of all enrolled employees in your group 
and their current premiums plus any unpaid 
premiums (unless you’re on the automatic 
payment option).

When is Your Payment Due? 

Your BCBSKS coverage is a prepaid health plan. 
Therefore, payment is due no later than the 
first of the month. Premiums must be submitted 
before claims will be paid for that period of 
time. Please make sure your remittance check or 
money order reflects your group number.

Delinquent Payments

If the premium payment is not received by the 
end of the 10-day grace period, a delinquent 
letter will be sent. If premium payment is not 
received 10 days after the delinquent letter, your 
group will be cancelled.

Late Payments 

Late payment of premiums will result in claims 
being delayed in processing, and employees 
and providers will be told claims are pended for 
premium payment.

Included with each billing are two Group Billing 
Summary pages and one Group Billing Notice. 
It is important to include one of the original 
summary pages with your payment. Please do not 
send a photocopy or detach the lower portion of 
the page when sending your payment to us.

Verifying the Monthly Billing

Each month, verify the monthly billing with your 
current enrollment records.

When You Pay for More Than One 
Group Plan

Include the Group Billing notice and/or the 
original Group Billing Summary page for each 
group, indicating the amount paid for each group. 
Please indicate all changes on the appropriate 
Group Billing Notice or Billing Worksheet.

When You Receive Billings for 
Multiple Months

If you are not paying all billed months together, 
destroy the bills for the months not paid. A 
new bill will be issued when your payment is 
processed. Example: You are billed for March and 
April. However, you are only paying for March. 
You will need to destroy the April bill.

 
Two Options for  
Electronic Bill Payment 

1. eBilling – Pay, view and adjust your bill 
online through our secure eBilling feature. 
Your payment can be deducted from 
your company’s bank account. Go to 
ebillingks.com to get started. If you 
do not have a login, please contact 
your marketing representative.

2. Automatic payment option – Simply 
provide us with the checking or savings 
account number from a credit union, bank, 
or savings and loan institution and your 
employees’ premium will automatically be 
deducted from that account on your next 
premium payment due date.  
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Please Do: 

• 	Return one original summary page with 
your payment.

• 	Pay the exact amount if there are no 
changes.

• 	Subtract all terminations and cancellations 
from the total amount billed, along with a 
note stating the name of the person to be 
cancelled, the reason for the cancellation 
and the effective date.

• 	Include the employee’s full name, Social 
Security number or identification number 
and amount paid when adding employees 
to your plan.

• 	Indicate the amount paid as the result 
of any changes made to the Group 
Billing Notice.

• 	Use only black or blue ink.

• 	Provide a current address for all	
terminated employees so we can 
notify them of their continuation options.

When You Have 
Questions 
If you have questions 
regarding your billing 
statement contact your 
group auditor at the 
telephone number shown 
on the statement.

When You Make Changes
Indicate all changes on the Group Billing Notice. Add or subtract any additions, changes, terminations 
or cancellations from the total amount of your bill and return the adjusted amount to us along with the 
Group Billing Notice. Please include one original Group Billing Summary page.

Please Don’t:

• 	Tear off the lower portion of the Group 
Billing Summary page.

• 	Send a photocopy of the Group Billing 
Summary page.

• 	Use red ink, highlighters or pencil when 
completing forms.

• 	Send personal checks from your 
employee(s).

• 	Cross through the identification number 
on the billing.

• 	Send partial payments.
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Legislation on Enrollment
Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Pre-existing conditions 
Fully-Insured Groups
This act, guarantees, among other things, that 
workers covered under virtually any prior health 
insurance plan can carry forward and receive 
credit for time served under the previous carrier 
to the new company’s plan. The credit of such 
time will be used toward the satisfaction of 
any pre-existing conditions waiting period, 
which would otherwise be required under the 
new insurance program as long as the gap in 
coverage is not longer than 62 days. Gaps in 
coverage are not considered creditable coverage. 
(A company-imposed waiting period is not 
considered a gap in coverage.)

•	 Note: A pre-existing conditions waiting 
period cannot be applied to pregnancies.

•	 Pre-existing condition waiting periods cannot 
be applied to newborns, adopted children or 
children placed for the purpose of adoption 
if added to the membership within 63 days of 
birth or adoption.

•	 If the employee enrolls at his or her first 
opportunity, the pre-existing conditions 
waiting period begins on the employee’s 
date of hire, not at date of eligibility. 

Certificate of Creditable Coverage

BCBSKS and Premier Blue issues certificates 
reflecting time served in a health product as 
required. This fulfills your (as the employer) and 
our (as the insurer) obligations with respect to the 
issuance of the certifications.

If an employee terminates employment prior to 
completing a company-imposed waiting period, 
the employer will be required to issue a 
Certificate of Creditable Coverage reflecting 
the time the employee (and dependants) served, 
and the number of days between the end of 

the company-imposed waiting period and the 
effective date of coverage (also known as the 
“constructive waiting period”).

If the employee provides a Certificate of 
Creditable Coverage from his or her previous 
coverage indicating no more than a 62-day gap in 
coverage:

• The pre-existing conditions waiting period 
must be reduced to the extent of time served 
under creditable coverage.

If no Certificate of Creditable Coverage is 
provided, the pre-existing conditions waiting 
period will be imposed.

• Pre-existing conditions waiting period for 
fully insured groups will not be more than 
90 days for health conditions identified in the 
90 days prior to the hire date.

• Employees will be notified if they have a pre-
exisitng conditions waiting period.

– This notification will be on the 
Identification Card Supplement.

– It will indicate the length of the pre-
existing conditions waiting period to 
be served, the information from which 
the length was based and an appeals 
procedure should the employees disagree 
with the waiting period assigned.
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Model General Notice of 
Pre-existing Condition Exclusion

Beginning July 1, 2005, any group health plan 
imposing a pre-existing waiting period must 
provide a written general notice of pre-existing 
condition exclusion to participants under the 
plan. This general notice of pre-existing condition 
exclusion must be provided as part of any 
written application materials distributed to those 
employees applying for group coverage. The 
Model General Notice of Pre-existing Condition 
Exclusion (found in the forms section) can be 
customized to include the group’s specific waiting 
period information.

 
The law requires that the employer 
group health plans and the insurer 
be accountable for the issuance of 
certifications of creditable coverage must 
be reduced upon coverage cancellation 
so the new carrier will know how much 
credit to give toward a pre-existing 
conditions waiting period.

How Pre-Existing Conditions 
Are Determined

As claims are received for patients who are 
subject to a pre-existing conditions waiting period 
they are reviewed for verification.

The verification begins with mailing of 
questionnaires to both the covered employee 
and the provider(s) of health care, requesting 
they supply us with a record of any condition for 
which the patient asked for or received medical 
treatment in the 90-day period immediately 
preceding the employment date.

•After the questionnaires are mailed, we will 
“pend” the file and wait for the responses 
for 14 days. If both responses are not 
received within this 14 days, processing 
of the claim(s) will be suspended until 
the responses are received. Upon receipt 
of the needed information, we will 
reopen our review and make proper 
determination of claims denial or 
payment.

For additional information regarding claims for 
pre-existing health conditions call 
1-800-432-0216 ext. 4013.
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HIPAA Privacy was designed to provide additional 
rights and protections to participants in health 
plans. BCBSKS has spent significant time 
examining how the HIPAA Privacy regulations 
affect our business relationship with our fully 
insured and self-insured health plans. We have 
implemented policies and procedures that will 
ensure our compliance. Please refer to the 
HIPAA Privacy Booklet for more information 
on your relationship with BCBSKS.

Helpful Definitions

•Health Information – Health information 
relates to an individual’s past, present, or 
future physical or mental health condition.

•Protected Health Information (PHI) – 
Health information becomes PHI when it is 
matched with another piece of information 
that identifies the individual or from which 
the individual could reasonably be identified. 
For example name, Social Security number, 
address, date of birth, certificate number, etc.

•Summary Health Information – Summary 
health information is stripped of all data that 
could identify an individual, and summarizes 
the claims history, claims expenses or type of 
claims experience by individuals for whom 
an employer provides health benefits under a 
group health plan.

•Health Plan – An “individual or group plan 
that provides, or pays the cost of medical 
care.” A health plan includes group health 
plans.•Group Health Plan – The component 
of the employer that includes individuals 
who require access to other employees’ PHI 
to perform their day-to-day job functions 
of administering health benefits for those 
employees. These individuals usually work 
within the human resources/employee 
benefits area of the employer. The employee 

in charge of administering the Group Health 
Plan is known as the Plan Administrator. 
If any PHI is to be received by the Group 
Health Plan these individuals must be 
clearly identified by name or position by the 
employer and they must carefully protect the 
confidentiality of individuals in the health 
plan.

•Plan Sponsor – A legal entity that offers the 
Group Health Plan (GHP) to its employees 
or members. A Plan Sponsor may be a 
director, senior executive, and all other 
employees who do not require access to 
enrollees’ PHI to perform their day-to-day 
job functions. These individuals should have 
no access to the employees’ PHI other than 
their own personal information.

•Plan Administrator – The employee of 
the Plan Sponsor who is in charge of 
administering the Group Health Plan alone or 
through other employees. (This is the only 
person in the group who can have access 
to PHI.)

•	 Group Leader – A term not defined in HIPAA 
Privacy rules, but means the person who the 
Plan Sponsor designates to handle enrollment 
and dis-enrollment of members. (This person 
should have no access to the employees’ PHI.)

•	 Privacy Officer – The person responsible for 
the development of implementation of policies 
and procedures necessary for compliance.

• 	Use the HIPAA Designation Form (MC280 
or MC280a) to submit any title changes  
within your plan. Sample forms can be 
found in the forms section of this manual.

HIPAA Privacy
What is HIPAA Privacy?

Go to our website for government links on HIPAA guidelines.
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State and Federal Legislation Regarding Continuation of Coverage

Federal Law — Groups over 
20 in Size
Group health plans for employers with 20 or 
more employees on more than 50 percent of its 
typical business days in the previous calendar 
year are subject to COBRA. Both full and part-time 
employees are counted to determine whether a 
plan is subject to COBRA. Each part-time employee 
counts as a fraction of an employee, with the 
fraction equal to the number of hours that the part-
time employee worked divided by the hours an 
employee must work to be considered full time. 

We review your status at the anniversary of 
your group each year; however, your COBRA 
determination should be calculated on a calendar 
year basis - January through December - each year. 
Please evaluate your group’s COBRA responsibility 
each calendar year and notify your group 
representative if your status changes.

COBRA is not directly addressed to insurance 
companies, but rather is an obligation of the 
employer. You therefore need to make certain 
that you notify employees, spouses, and de
pendents of the rights they are entitled to 
under COBRA. Employers must give notice of 

the right to continue coverage to each employee, 
spouse, and dependent child(ren) at the time they 
become covered under your plan. When a spouse 
is added after initial enrollment of the employee 
in the group health plan, they are to be notified 
independently of their COBRA right. The “Model 
General Notice of COBRA Continuation Coverage 
Rights” (found in the forms section) can be used for 
both. However, you should always verify with your 
legal advisors that the information is current.

COBRA Penalties
The COBRA law is enforced by a number of 
different entities. For failing to comply with COBRA, 
the Internal Revenue Service can levy excise taxes, 
the Department of Labor can file a lawsuit against 
an employer, qualified beneficiaries can sue the 
employer, and a judge in a lawsuit can levy ERISA 
fines, make the employer pay claims and impose 
damage awards against the employer.

The employer is primarily designated for liability 
(or in the case of the multi-employer plan, the 
multi-employer plan is liable). Other persons can 
be liable for the tax if they are responsible for 
administering or providing benefits under the plan 
pursuant to a legally enforceable agreement and 

Important information regarding: The American Recovery 
and Reinvestment Act of 2009 

The “Recovery Act” of 2009 extends and expands COBRA and state continuation rights for employees 
who have lost coverage under employer-sponsored health insurance due to involuntary termination of 
employment between Sept. 1, 2008, and Dec. 31, 2009. 

The premium subsidy is available for continuation coverage provided to a qualified individual and 
to the spouse and dependent children for up to nine months. This expansion includes a premium 
subsidy for coverage of 65 percent. The remaining 35 percent of the premium is the responsibility 
of the eligible individual.

• For More Complete Information – The Departments of Health and Human Services, Labor, and the 
Treasury (IRS) have created the following Web pages to post information including guidance documents 
and model notices regarding the continuation coverage requirements.

CMS Web site: www.cms.hhs.gov/COBRAContinuationofCov/

EBSA Web site: www.dol.gov/ebsa/COBRA.html 

IRS Web site: www.irs.gov/newsroom

Department of Labor toll-free hotline: 1.866.444.3272
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failed to perform one or more of the responsibilities 
under the agreement.

BCBSKS does not perform COBRA 
notifications. It is the employer’s or benefit plan’s 
responsibility.

Right to Continue COBRA
Once employees have elected continuation of 
coverage, and we receive the COBRA declaration 
form, we will bill them for the group coverage. If 
your group changes carriers during any COBRA 
continuation period, the COBRA continuation 
employees remain the responsibility of your 
group, whether the new carrier covers them or 
not, and BCBSKS will not provide coverage if 
our contract is terminated.

COBRA entitles a group health plan to bill a person 
exercising their continuation rights up to 102 percent 
of the “applicable premium” for active employees 
in the group. “Applicable premium” is generally the 
same premium, which applies to other similarly 
situated employees and dependents. In the case of 
self-insured groups, there is an alternative method 
for calculation of “applicable premium.” However, 
as the administrator, BCBSKS will ordinarily bill at 
102 percent of the same premium that has been 
projected for current employees and dependents. 
In the case of one who has a right to an extension 
of continuation by reason of being disabled within 
60 days of the qualifying event, the group health 
plan is entitled to charge up to 150 percent of the 
applicable premium for continuation of coverage 
months, after the 18th month.

Right to Continue Coverage — 
USERRA (applies to all group sizes)

The Uniformed Service Employment and 
Reemployment Rights Act of 1994 (USERRA) 
provides certain rights to employees who are 
absent from work for service in the “uniformed 
services.” Under this act, the employee has the right 
to continue the coverage he/she has under your 

company medical plan if certain conditions are met. 
(See sample USERRA form in the forms section of 
the manual.)

Groups Not Subject to COBRA
COBRA does not apply to the Federal government, 
the District of Columbia or churches and religious 
affiliates.

State Continuation of Coverage 
Law (for groups under 20 in size)

Employers who offer a group health plan for their 
employees and have fewer than 20 full-time 
equivalent employees on the payroll are affected 
by the provisions of the Health Care Reform Act 
of 2008. This law governs group health insurance 
benefits for hospital, medical and/or surgical 
services. Also see the “Removing Insureds” in the 
enrollment section. 

Employees and their dependents who meet certain 
criteria must be offered continued group benefits for 
a total of 18 months from their state continuation 
effective date. This continuation of coverage must 
be offered at the same premium available through 
the group. Although the 2008 provisions state 
that employers will bill employees, BCBSKS will 
continue to undertake this administrative process 
as a value-added service for groups. This includes 
notification of eligibility to the employee and direct 
billing to the employee. The 2008 law affects all 
groups except those on self-insurance. 

If the group health insurance is replaced by similar 
group coverage within 31 days, the employee is not 
eligible for continued group benefits under State 
continuation and conversion laws. 

If the employee and/or dependents have not been 
covered by your group health insurance coverage 
for three months prior to termination, we will 
automatically offer them our Non-Group Conversion 
program in lieu of the continuation rights.

 
See back of COBRA form 29-298 in the forms section for additional information.
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Medicare Eligible

Working Aged

In 1983, the Tax Equity and Fiscal Responsi
bility Act (TEFRA) was enacted and changed the 
way health care coverage is offered to active 
employees age 65 and older.

In 1986, it was amended by the Consolidated 
Omnibus Budget Reconciliation Act (COBRA).

What About Medicare Coverage?

There are three primary parts to Medicare:

•	 Hospital Insurance (Part A) — to help pay 
for the cost of hospitalization and related 
services. Nearly everyone age 65 and older is 
eligible to receive these benefits.

•	 Medical Insurance (Part B) — for medical-
surgical and outpatient services. If your 
employees and/or their spouses elect 
Medicare as primary payer of their medical 
expenses, they will need to enroll in both 
Parts A and B of Medicare. Be sure to have 
these employees check with their local Social 
Security office within the 60-day period prior 
to their 65th birthday for Medicare enrollment 
details.

•	 Prescription Drug Insurance (Part D) 
— for outpatient prescription drugs. More 
information on Part D can be found on the 
CMS Web site. Creditable and Non-creditable 
coverage forms continue to change. Please 
reference the CMS website for the most 
current examples. Go to our website for 
government links on Medicare D.

 
 
 
 
 
 
 
 

What Do The Regulations Say 
About Those Age 65 and Older? 
(Groups with 20 or more active employees)

The rules give your active employees and/or their 
spouses the right to elect your group health care 
plan as primary payer of their medical expenses 
when they turn age 65.

Your employees have two options:

1.	 Choose your BCBSKS group health care 
program as primary payer of their medical 
expenses and stay on your group billing; or

2.	 Choose Medicare as primary payer for their 
medical expenses. If they choose this option, 
your company will be prohibited from 
providing any group heath care benefits, 
which would supplement Medicare. In this 
case you may want to recommend to them 
that they enroll in an individual Medicare 
supplemental program outside your group. 
We will automatically offer these employees/
spouses our Plan 65 program.

If the employee opts out of the group coverage:

• Any dependents currently active on the 
policy will no longer be eligible for coverage 
under this group.

• The employer cannot contribute in any way 
towards their premiums, or offer any other 
incentive to cause the person to choose not 
to take the group coverage.

If your employees and/or their spouses elect 
your group health plan as primary payer of their 
medical expenses, they are not required to sign 
up and purchase Part B of Medicare unless they 
want Medicare to pay secondary benefits for their 
medical care.

If they have chosen not to enroll in Part 
B because of their group coverage, at the 
time the employee retires or the spouse or 
employee chooses to drop the group health 
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plan, the individual should take a letter from 
their employer or insurer showing the dates of 
coverage under the group health plan to the 
local Social Security office and enroll in Part B 
of Medicare. This proof of group coverage is 
necessary to show that the individual has been 
covered by a group health plan continuously 
since the person became eligible for Medicare. 
If this proof is provided, a Special Enrollment 
Period (SEP) applies and late penalties should not 
be applied to their Part B premium.

Reaching Age 65 MSP (Medicare 
Secondary Payer) — COBRA 
Selection Form

An “MSP-COBRA Selection Form” (see sample in 
forms sections) should be completed by the active 
employee and/or spouse. This form should be 
sent to the Topeka office the month prior to the 
employee’s 65th birthday. BCBSKS will notify you 
90 days prior to the 65th birthday of your covered 
employees. It is important that you respond to 
each notification because we will continue to bill 
for and pay full group benefits until you notify us 
of one of the following through the MSP-COBRA 
Selection Form:

• 	Your employee/employee’s spouse has chosen 
Medicare.

• 	Your employee has retired.

• 	Your group now has fewer than 20 active 
full- or part-time employees on the payroll 20 
weeks out of the year and no longer qualifies 
for MSP-COBRA.

Groups With 20 or More Active 
Employees

What Groups Are Affected?

The regulations apply to any employer who has 
20 or more full- or part-time employees who 
work 20 or more calendar weeks during this 
year or prior year and offers a group health care 
plan. If your group is affected, it applies to active 
employees and their spouses age 65 and older — 
not retirees.

If your group has 100 or more employees, 
a similar law, OBRA, will also affect your 
active disabled employees, their spouses and 
dependents under age 65.

Groups With Fewer Than 20 Active 
Employees

Employee/Spouse Reaches Age 65

BCBSKS will  notify you 90 days prior to the 
65th birthday of your covered employees. Your 
employee/spouse will be placed on your group’s 
Medicare Exclusion Rider coverage because 
your group has fewer than 20 active employees 
and does not qualify for MSP-COBRA. If your 
employee retires, he/she will be offered Plan 65 
at their home address.

Medicare Exclusion Rider

This program guarantees those employees, 
spouses and/or dependents age 65 and older 
in your group who are on Medicare the same 
coverage, less Medicare benefits, as all other 
employees in your group.

 
We review your group’s continuation coverage status at the anniversary of your group each year, however, your 
MSP COBRA determination should be calculated on a calendar year basis - January through December - each year. 
Please evaluate your group’s MSP COBRA responsibility each calendar year and notify your group representative 
if your status changes. If status changes from prior year, the employer is required to offer primary coverage for the 
remainder of that year and throughout the following year, even if the number of employees drops below 20 after 
the employer has met the requirement.




