
Business B MGC Sm-Grp (1/2014)   Ord. # 
Blue Cross and Blue Shield of South Carolina is an independent licensee of the Blue Cross and 

 Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans. 

 
 
 
 
 
 
 
 
 
 

Business BlueEssentialsSM 
 
 

Master Contract 
 



Business B MGC Sm-Grp (1/2014)  Ord. # 2

MASTER CONTRACT BODY 
 
ARTICLE I – DEFINITIONS 
  
Words and phrases that are capitalized in this Contract or Certificate have specific defined meanings. Any term which has 
a different medical and nonmedical meaning and which is undefined in this Contract or Certificate is intended to have the 
medical meaning.  
  
1. Actively-at-work: To be considered Actively-at-work, the Employee must: 1) have begun work and not be absent 

from work because of leave of absence or temporary lay-off, unless the absence is due to a Health Status-related 
Factor; and 2) be performing the normal duties of his or her occupation at one of the Employer’s places of 
business or at a location to which the Employee must travel to do his or her job. If the Employee does not meet 
this requirement, coverage will begin on the first day of the next Contract Month after the Employee has returned 
to active, full-time work. 

 
2. Contract: The agreement between the Corporation and the Employer, including the Application, Master Contract, 

Certificate, Schedule of Benefits and any attached endorsements, amendments, riders and addenda.  
 
3. Contract Month: A one-month period for which the premium is due and payable beginning with the Contract 

Effective Date and, thereafter, the corresponding day of each Contract Month.  
 
4. Employee: Any person working for an Employer who is eligible for coverage. 
 
5. Employer: A business, trust or other entity listed on the Face Page of this Contract, which has entered into a 

contract with the Corporation and acts on behalf of Employees and Dependents who are enrolled as Members in 
the health plan.  

 
6. Member’s Effective Date: The date (beginning at 12:01 a.m.) on which the Member became covered under the 

terms of this Contract. See Article II for further details. 
 
7. Membership Application: A form agreed upon by the Corporation and the Employer for transmitting the 

necessary enrollment information from its Employee to the Corporation. 
 
8. Small Employer: As defined in Section 3(5) of the Employee Retirement Income Security Act of 1974, an 

employer who employed no more than 50 eligible employees or employed an average of not more than 50 
employees on business days during the preceding calendar year and who employs at least two employees on the 
first day of the Benefit Period:  

 
 a. In determining the number of eligible employees, companies that are affiliated companies, that are eligible 

to file a combined tax return for purposes of state taxation, or that are treated as a single employer under 
subsection (b), (c), (m) or (o) of Section 414 of the Internal Revenue Code of 1986 will be considered one 
employer; and 

 b. In the case of an employer which was not in existence throughout the prior calendar year, the determination 
of whether such employer is a Small Employer, or a large employer, will be based on the average number 
of employees that the employer reasonably expected to employ on business days in the current calendar 
year; and 

 c. Any reference in this Contract to an employer includes a reference to any predecessor of the employer. 
 

  



Business B MGC Sm-Grp (1/2014)  Ord. # 3

ARTICLE II – ELIGIBILITY FOR COVERAGE  
  
1. Eligibility 
 Every Employee is eligible for coverage if permanently employed and working an average of 30 hours a week. The 

Employee will be eligible for coverage for himself and his Dependents if the Employee has completed the Waiting 
Period shown in the Benefit Request Form. Neither an Employee nor his Dependents will be covered until the 
Employee is Actively-at-work. 

 
 In all cases, the required premium will have to be paid.  
 
 An Employee and all Dependents are no longer eligible if any of the following occurs: 
 a. This Contract is no longer in effect; 
 b. The Employee retires; 
 c. The Member ceases to be a Member eligible for coverage under the Contract; 
 d. The period ends for which the last contribution is made; 
 e. The Employee’s active employment with the Employer ends. 
 
2. Election of Coverage  
 a. Any Employee eligible for coverage can elect coverage for himself and his eligible Dependents by completing 

and filing a Membership Application with the Employer. New Employees can enroll within 31 days of the date 
they first become eligible for coverage. Dependents can enroll within 31 days of the date on which they first 
become eligible. Note: Persons can also enroll if eligible under terms of Late or Special Enrollment. Except 
during the time periods set forth in this paragraph, eligible persons cannot enroll without the express written 
authorization of the Corporation. 

 b. The Employer will provide the Corporation a list of eligible Employees and Dependents to be covered, together 
with any other information required by the Corporation for coverage under this Contract.  

 
3. Coverage Effective Date 
 Unless otherwise provided in the Application for this Contract, coverage will begin as follows: 
 a. For an Employee eligible prior to the Effective Date of this Contract, coverage will begin on the Effective Date of 

this Contract if a Membership Application is filed prior to the Effective Date, the required premium is paid and 
the Employee is Actively-at-work. If an Employee is not Actively-at-work at the time this coverage would 
otherwise begin, the coverage for the Employee and eligible Dependents will not begin until the first day of the 
next Contract Month after the Employee has returned to work and the required premium is paid. 

 b. After this Contract is in effect, an Actively-at-work Employee is eligible for coverage as of the first day of full-time 
employment. If the Employee completes a Membership Application during the Waiting Period, he or she will be 
covered on the first day of the Contract Month following the Waiting Period. If an Employee is not Actively-at-
work on that date, coverage for the Employee and eligible Dependents will not begin until the first day of the 
next Contract Month after the Employee has returned to work and the required premium is paid. 

 
4. Late Enrollment 
 Late Enrollees will be excluded from coverage for up to 12 months. 
 
5. Special Enrollment 
 An Employee or Dependent(s) eligible for coverage but not yet enrolled may enroll or change from one Qualified 

Health Plan to another if each person seeking enrollment meets one of the requirements listed below:  
 a. Had coverage at the time enrollment was previously offered, but lost eligibility for coverage or employer 

contributions toward the coverage, and the Employee requests the enrollment no later than 31 days after 
the date coverage ended.  
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 b. The Employee or Dependent gains or loses coverage under a Medicaid plan or under a State Children’s Health 
Insurance Program (S-CHIP) and the Employee requests coverage under the Group Health Plan no more than 
60 days after the date the Employee or Dependent is determined to be eligible or ineligible for such assistance. 

 c. The Employee or Dependent loses Minimum Essential Coverage. This doesn’t include loss due to failure to 
pay premiums on a timely basis (including COBRA premiums) or rescission of coverage. 

 d. The Employee gains a Dependent or become a Dependent through marriage, birth, adoption or placement 
for adoption. 

 e. The Employee’s enrollment or non-enrollment in a Qualified Health Plan was unintentional, inadvertent, or 
erroneous and was the result of the error, misrepresentation, or inaction of an officer, employee, or agent of 
the Marketplace or Health and Human Services (HHS), as evaluated and determined by the Marketplace. In 
such cases, the Marketplace may take such action as may be necessary to correct or eliminate the effects 
of such error, misrepresentation, or inaction. 

 f. The Employee adequately demonstrates to the Marketplace that the Qualified Health Plan the Employee 
was enrolled in substantially violated a material provision of its contract in relationship to the Employee. 

 g. The Employee gains access to a new Qualified Health Plan as a result of a permanent move. 
 h. An Indian, as defined by Section 4 of the Indian Health Care Improvement Act, may enroll in a Qualified 

Health Plan or change from one Qualified Health Plan to another no more often than one time per month. 
 i. The Employee demonstrates that the Employee meets certain exceptional circumstances.  
 
 For items #e. – j. above, a Special Enrollment must be requested within 60 days of the triggering event.  
 
 Marriage 
 If the Employee marries, the Effective Date of coverage is the first day of the next month after the Corporation 

receives notice of the Special Enrollment. If the Employee is eligible under this plan, but isn’t enrolled and the 
Employee marries, then the Employee is also eligible to enroll in the plan. The Employee must request coverage 
within 31 days of the marriage. 

 
 Loss of Minimum Essential Coverage 
 If the Employee or a Dependent loses Minimum Essential Coverage, the Effective Date of coverage is the first 

day of the next month after the Corporation receives notice of the Special Enrollment. If the Employee is eligible 
under this plan, but isn’t enrolled, the Employee is also eligible for this Special Enrollment. In this situation, the 
Employee must request coverage within 31 days of the qualifying event. 

 
 Birth, Adoption, or Placement for Adoption 
 If the Employee or Employee’s spouse gives birth, adopts a child or a child is placed with the Employee or 

Employee’s spouse for the purpose of adoption while this policy is in force, then the child is eligible for coverage. 
If the Employee is eligible under this plan, but isn’t enrolled and the Employee or Employee’s spouse has a child, 
adopts a child or is in the process of adopting a child, the Employee and Employee’s spouse can enroll as long 
as the Employee meets the eligibility requirements of the Contract. In both of these situations, the Employee 
must request coverage within 31 days of the child’s birth, adoption or placement for adoption and pay any 
premium that may be due.  

 
 For an adopted child, coverage will start when the Employee pays the appropriate premium, if any, as follows: 
 a. From the moment of birth for a child the Employee or Employee’s spouse legally adopts within 31 days of 

the child’s birth; 
 b. From the moment of birth for a child for whom the Employee or Employee’s spouse has temporary custody 

and have begun adoption proceedings within 31 days of the child’s birth; or 
 c. When the adopted child isn’t a newborn, upon temporary custody with the Employee or Employee’s spouse. 

Coverage will continue as long as the Employee or Employee’s spouse has custody of the child.
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 The Employee’s Effective Date for Special Enrollment for triggering events, except birth, adoption, placement for 
adoption, marriage or loss of Minimum Essential Coverage is: 

 
Triggering Event Occurs Effective Date 
Between the 1st and 15th of the month 
(Example: the Employee loses coverage on 
February 2nd) 

The 1st of the following month 
(Coverage is effective March 1st) 

Between the 16th and the end of the month  
(Example: the Employee loses coverage on 
February 18th) 

The 1st of the month following next month 
(Coverage is effective April 1st) 

 
6. Group Replacement Standards 
 South Carolina Group Replacement Standards, S.C. Code §38-71-760(m)(5), will apply only if this Contract becomes 

effective within 62 days after termination of prior Health Insurance Coverage. These Replacement Standards do not 
apply to changes in benefit options under this Contract. 

 
 a. If the Employee and/or Dependents had continuous coverage with the Employer’s prior Group Health Plan and 

are now insured by this plan, credit will be given for deductibles and coinsurance to the extent that they were 
fully or partially met under similar provisions of the prior plan. The credit will apply for the same or overlapping 
Benefit Periods and for expenses actually incurred and applied against the deductible and coinsurance 
provisions of the prior plan during the 90 days before the Effective Date of this plan. This applies only if this 
Contract covers these expenses and these expenses are subject to similar deductible and coinsurance 
provisions. 

 b. Each person not eligible for coverage under this Contract because of the Actively-at-work provision (unless due 
to a Health Status-related Factor) is nevertheless covered under this Contract, based on the following rules if 
the person had valid coverage (including Extension of Benefits) under the Employer’s prior Group Health Plan 
on the date it ended. Each person must also be eligible for coverage under this Contract. Any reference in the 
following rules to a person who was or was not totally disabled is a reference to the person’s status immediately 
before the date this Contract became effective. 

 
  Rules 
  1. The level of benefits the Contract provides is the Contract’s regular benefits, with credit given for 

deductibles and coinsurance to the extent stated in paragraph (a) above, reduced by any benefits payable 
by the prior plan.  

  2. Coverage will be provided pursuant to the South Carolina Group Replacement Standards laws until the 
earliest of the following dates: 

 a. The date the person becomes eligible under this Contract, satisfying the Actively-at-work provision. 
 b. The date the Member’s coverage would end based on this Contract’s provisions regarding individual 

termination of coverage. 
 c.  In the case of a person who was totally disabled at the time the prior plan was discontinued and 

replaced by a Group Health Plan with similar benefits, the minimum level of benefits provided by 
the succeeding carrier must be the applicable level of benefits of the succeeding carrier’s plan. 
This Benefit may be reduced by any benefits paid by the prior plan.  

 
 The Schedule of Benefits will indicate if this Contract is a “qualified high deductible health plan,” in which case the 

below will be in lieu of the above a. and b. 
 
  Each person not eligible for coverage under this Contract because of the Actively-at-work provision (unless due to a 

Health Status-related Factor) is nevertheless covered under this Contract, based on the following rules if the person 
had valid coverage (including Extension of Benefits) under the Employer’s prior Group Health Plan on the date it 
ended. Each person must also be eligible for coverage under this Contract. Any reference in the following rules to a 
person who was or was not totally disabled is a reference to the person’s status immediately before the date this 
Contract became effective. 
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 Rules 
 a. The level of benefits the Contract provides is the Contract’s regular benefits, reduced by any benefits payable 

by the prior plan.  
 b. Coverage will be provided pursuant to the South Carolina Group Replacement Standards laws until the earliest 

of the following dates: 
 1. The date the person becomes eligible under this Contract, satisfying the Actively-at-work provision. 
 2. The date the Member’s coverage would end based on this Contract’s provisions regarding individual 

termination of coverage. 
 3.  In the case of a person who was totally disabled at the time the prior plan was discontinued and 

replaced by a Group Health Plan with similar benefits, the minimum level of benefits provided by the 
succeeding carrier must be the applicable level of benefits of the succeeding carrier’s plan. This 
Benefit may be reduced by any benefits paid by the prior plan.  

 
7. Qualified Medical Child Support Order (QMCSO) – The Corporation will comply as required by law when the 

Employer notifies the Corporation that a valid QMCSO has been received. 
 
8. Family and Medical Leave Act – The Corporation will comply with any actions requested by the Employer based on 

an Employee’s use of, or protection by, the Act.  
 
 An Employee may be considered as remaining in the active employment for purposes of coverage under this 

Contract during a disability leave of absence if the Employer is subject to the Family and Medical Leave Act of 1993.  
 
 If an Employee on leave pursuant to the Family and Medical Leave Act fails to pay the Employee portion of the 

premium within a 31-day grace period and his or her coverage ends, the coverage of the Employee will be reinstated 
without new Waiting Periods as long as the Employee returns to work immediately after the leave period, re-enrolls 
and pays his or her portion of the then current premium within 31 days.. 

 
ARTICLE III – PAYMENT OF PREMIUM  
  
1. Unless the Employer or the Corporation has given notice of termination of this Contract as provided in Article VI, 

premiums are due and payable on or before the monthly due date. The Employer must pay all premiums and any 
additional charges assessed pursuant to federal or state law in full for coverage to continue.  

 
2. All premiums are payable by the Employer at the Home Office of Blue Cross and Blue Shield of South Carolina, 

Columbia, South Carolina 29219, or to an authorized agent of the Corporation. The payment of any premium will not 
maintain the coverage under this Contract in force beyond the date immediately preceding the next premium due 
date except as provided in paragraph 3 of this Article and in the Continuation of Coverage section of the Certificate. 

 
3. A 31-day grace period will be granted for the payment of premiums, other than premiums for the initial month, during 

which grace period this Contract will continue in force and the Employer will be liable to the Corporation for all 
premiums due and unpaid for the period this Contract continues in force. If premiums are not received by the end of 
the grace period, this Contract will automatically terminate. Any claims paid after the last paid date of coverage does 
not extend this coverage. 

 
4. The Corporation may change the monthly amount of premium each quarter, as specified on Schedule A of this 

Contract, with a 31-day prior written notice to the Employer.  
 
5. On occasion, the Corporation may, at its option, choose to provide a “premium holiday” to an Employer. A premium 

holiday means that the Corporation has chosen to forgive the required Employer’s premium or a portion of the 
premium for a specific period of time. Such a decision does not mean the Corporation waives or changes the normal 
Employer’s premium amount in the future. 

 
6. The Employer agrees to properly handle any Medical Loss Ratio (MLR) rebates it may receive from the Corporation. 
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ARTICLE IV – EMPLOYER’S PERSONNEL DATA  
  
1. The Employer, as plan administrator, is solely responsible in a timely fashion for furnishing the information that the 

Corporation requires for the purpose of enrolling Employees under this Contract, processing applications and 
terminations and effecting changes in family and membership status.  

 
  The Employer is responsible for the accuracy of the information it transmits to the Corporation and 

understands that the Corporation will rely on this information. The Employer further agrees to indemnify the 
Corporation for all expenses it incurs, if any, as a result of the Employer’s failure to transmit the information, failure to 
transmit it in the time period required by the Corporation and/or failure to transmit the correct information. As used 
here the term “expenses” includes, without limitation, any benefits the Corporation may be required to pay beyond 
those required according to the information the Employer furnished to the Corporation, attorneys fees, court costs, 
penalties and uncollected premiums.  

 
 Nothing contained in this Article will be construed to expand or otherwise alter the benefits provided for Members 

under this Contract.  
 
2. An Employer is liable for any penalty that may be imposed on the Corporation by a federal or state regulatory 

body when the Employer fails to provide required information on a timely basis. 
   
3. Any agent assisting an Employer with enrollment or other transactions, including that of its Employees, is 

representing the Employer, not the Corporation. 
 
4. The Certificate is not a Summary Plan Document. The Corporation provides the Certificate to the Employer for 

distribution to its Employees. The Employer, as plan administrator, is responsible for providing employees with all 
information as mandated by state or federal law. 

 
5. The Employer agrees to keep the Corporation accurately informed regarding the number of employees and to comply 

with requests for information related to the group size. 
 
ARTICLE V – TERMINATION AND RENEWAL OF THIS CONTRACT 
 
1. This Contract may be terminated by the Employer at any time by giving written notice to the Corporation at least 31 

days prior to a monthly due date of the premium. The Contract will be renewed automatically from year-to-year unless 
terminated pursuant to this paragraph or to the following paragraphs of this Article or pursuant to Article III.  

 
2. If any of the following occurs, coverage will end for an Employee and/or his or her Dependent(s) on the last day of the 

month specified by the Employer, except as provided in this Article and the Continuation of Coverage section of the 
Certificate: 

 • A Member ceases to be eligible. 
 • The Employer notifies the Corporation that coverage of a Member is to be terminated. 
 • This Contract is cancelled by the Employer or non-renewed by the Corporation.  
  
 If the Employer notifies the Corporation of the termination of an Employee’s coverage other than on a timely basis, 

there will be no retroactive credit adjustment. The Employee’s rights to carry Creditable Coverage forward must not 
be compromised. 

 
 i. It is the Employer’s responsibility to ensure any retroactive Member termination forwarded to the Corporation is 

in compliance with federal law, specifically, that such termination was due to either: 
 a. A Member’s fraudulent act, practice or omission, or 
 b. A Member’s intentional misrepresentation of material fact, or 
 c. A Member’s failure to timely pay required premiums or contributions towards the cost of coverage. 
 
 The Employer is solely responsible for providing the Member with any notice related to retroactive terminations 

or rescissions that are required by law. 
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 ii. Other than as expressly required by law, if this Contract is terminated for any reason, the Employer is solely 
responsible for notifying all Members of such termination and coverage of Members will not continue beyond 
the termination date.   

 
 iii. The Employer agrees to indemnify and hold the Corporation harmless for all damages, claims, causes of action, 

costs and expenses (including a reasonable attorney’s fee) arising out of or relating to the Employer’s failure to 
notify Members of termination of this Contract, or any other notification required to be given to Members by the 
Employer. 

 
3. The Corporation may terminate coverage under this Contract for any one or more of the following reasons:  
 a. Non-payment of premiums or the Corporation has not received timely premium payments according to the 

terms of the Contract. Benefits under the Contract will automatically terminate without notice on the 31st day 
following the premium due date retroactive to the last paid date; 

 b. The Employer has performed an act or practice that constitutes fraud or made an intentional 
misrepresentation of material fact under the terms of the coverage or, intentional misrepresentation by the 
insured individual or the individual’s representative. If coverage is denied and premiums are affected, 
premiums will be recalculated back to the date the fraud or intentional misrepresentation occurred;  

 c. The Employer has failed to comply with a material plan provision relating to employer contribution or group 
participation rules which requires at least two active Employees on the first day of the new plan year, and as 
specified on the Application page of this Contract; 

 d. The Corporation is ceasing to offer coverage in such market according to applicable state law; or 
 e. There are no longer any enrollees in connection with this plan who live, reside or work in the service area of the 

Corporation or in any area for which the Corporation is authorized to do business; or 
 f. If the membership of an Employer in the association (on the basis of which the coverage is provided) ceases 

but only if such coverage is terminated under this paragraph uniformly without regard to any Health Status-
related Factor relating to any covered individual. 

 
4. The Corporation may discontinue this particular type of coverage in South Carolina according to applicable state 

law only if the Corporation: a) provides notice to each plan sponsor provided coverage of this type (and 
participants and beneficiaries covered under the coverage) of the discontinuation at least 90 days prior to the 
discontinuation of this coverage; b) offers each plan sponsor the option to purchase all other Health Insurance 
Coverage currently being offered by the Corporation in such market; and c) the Corporation will act uniformly 
without regard to the claims experience of those Employers or any Health Status-related Factor of any new or 
currently enrolled Members. 

 
5. If coverage is terminated for any cause, the Corporation will return the unearned portion of any premium paid.  
 
 Prior to December 31, 2014, the Corporation will provide a Certificate of Creditable Coverage to the Employee or 

Dependent at the time coverage ends or at the time the COBRA or state continuation coverage ends. If a duplicate 
certificate is needed at a later time, the Employee or Dependent must request the Certificate of Creditable Coverage 
within 24 months of the coverage ending or the COBRA or state continuation coverage ending, whichever occurs first. 
The Employee or Dependent may also request the Certificate of Creditable Coverage from the Corporation even if 
their coverage is still in force. To request the Certificate of Creditable Coverage, the Employee or Dependent must 
contact the Corporation. 

 
ARTICLE VI – REINSTATEMENT  
 
If coverage under this Contract is terminated for any reason, the Corporation has discretion to reinstate the Contract and 
determine the terms and conditions of the reinstatement.  
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ARTICLE VII – CLAIMS FILING   
  
1. A Member will present an ID card when applying for services covered under this Contract.  
 
2. A Member must give written notice of care on which a claim is based to the Corporation, at its address given in Article 

IX, paragraph 12, within 20 days of the beginning of care, or as soon thereafter as is reasonably possible. If the 
Member needs a claim form, he or she should contact the Corporation. If the Member does not receive this form 
within 15 days, he or she will meet the proof of loss requirements by sending the Corporation copies of bills or 
statements showing the diagnosis, treatment or other procedures, which are the basis of the claim. The Member 
will need to provide this documentation within the time limits stated in the Contract.  

 
5. The Corporation must receive the claim within 90 days after the beginning of care. Failure to file the claim within 

the 90-day period will not prevent payment of benefits if the Member shows that it was not reasonably possible to 
file the claim timely, provided the claim is filed as soon as is reasonably possible. Except in the absence of legal 
capacity, claims must be filed no later than 12 months following the end of the Benefit Period in which the 
services were received. Claims will be processed in the order received by the Corporation and will not be 
reprocessed due to out of sequence dates of services. 

 
6. Submission of a claim will be deemed written proof of loss and will serve as written authorization from the Member to 

the Corporation to obtain any medical or financial records and documents useful to the Corporation. The Corporation, 
however, is not required to obtain any additional records or documents to support payment of a claim and is 
responsible to pay claims only on the basis of the information supplied at the time the claim was processed. Any party 
who submits medical or financial reports and documents to the Corporation in support of a Member’s claim will be 
deemed to be acting as the agent of the Member.  

 
ARTICLE VIII – GENERAL PROVISIONS  
  
1. Authorized Representatives 
 A Provider may be considered an authorized representative without a specific designation by the Member when the 

approval request is for Urgent Care Claims. A Provider may be an authorized representative with regard to non-
Urgent Care Claims only when the Member gives the Corporation or the Provider a specific designation to act as an 
authorized representative. If the Member has designated an authorized representative, all information and 
notifications should be directed to that representative unless the Member gives contrary directions. 

 
2. Clerical Errors 
 Clerical errors in keeping records for this Contract by the Corporation will not cause a denial of insurance that should 

otherwise have been granted, nor will clerical errors extend coverage that should otherwise have ended. Clerical 
errors may require an adjustment of premiums. 

 
3. Confidentiality 
 Information from the Member’s medical records and information about the Member’s doctor-patient and Hospital-

patient relationships will be kept confidential. Such information will not be revealed without the Member’s 
authorization, except: a) use in medical research according to government regulations; b) use in administering this 
Contract; or c) disclosure required or permitted by law. 

 
4. The Contract  
 a. This Master Contract, the Certificate, the Schedule of Benefits, the Application of the Employer and the 

attached endorsements, amendments and riders, if any, constitute the entire Contract between the parties. The 
Contract is the controlling document for determining all contractual rights. In the event of differences or errors, 
the provisions of the Contract control. 
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 b. Except as specifically provided herein, this Contract will not make the Corporation liable or responsible for any 
duty or obligation that is imposed on the Employer by Federal or State law or regulations. To the extent that this 
Contract may be an integral part of a welfare benefit plan as defined in the Employee Retirement Income 
Security Act of 1974 (ERISA), as amended, the Employer will be the plan administrator of such welfare benefit 
plan and will be solely responsible for meeting any obligations imposed by law or regulation on the plan 
administrator of the welfare benefit plan, except those specifically undertaken by the Corporation herein.  

 c. All statements made by the Employer or by any of the Employees will be deemed representations and not 
warranties, and no statement made by an Employee may be used in any contest unless a copy of the 
instrument containing the statement is or has been furnished to the person or, in the event of the death or 
incapacity of the Employee, to the individual’s beneficiary or personal representative.  

 d. No agent of the Corporation has authority to change this Contract or to waive any of its provisions. No change 
in this Contract will be valid unless approved by an executive officer of the Corporation and such approval is 
endorsed thereon.  

 e. If this Contract is an integral part of an employee welfare benefit plan subject to the provision of the Employee 
Retirement Income Security Act of 1974 (ERISA), as amended, the Corporation is a claim fiduciary. As claim 
fiduciary, the Corporation will have the discretionary authority to determine eligibility for benefits and to construe 
the terms of that part of the ERISA plan represented by your Contract. Any judicial review of a decision of the 
Corporation will be conducted under the arbitrary and capricious standard of review with deference given to the 
claim fiduciary’s decision. 

  
5. Disclosure 
 The Employee must provide information regarding all other health coverage to which the Employee or Dependent is 

entitled. 
   
6. Discontinuance Notice 
 If the Corporation discontinues this particular type of coverage in the State of South Carolina, the Corporation will 

provide notice to each plan sponsor (and participants and beneficiaries covered under the coverage) of the 
discontinuation at least 90 days prior to the discontinuation of this coverage. Any notice of discontinuance by the 
Corporation will include a request to the Employer to notify Employees covered under the Contract of the date 
when the group Contract will discontinue and advise that, unless otherwise provided in the Contract, the 
Corporation is not liable for claims for losses incurred after such date. The notice also will advise, when the plan 
involves Employee contributions, that if the Employer continues to collect contributions for the coverage beyond 
the date of discontinuance, the Employer may be held solely liable for the benefits for which the contributions are 
collected. 

 
7. Governing Law 
 This Contract and all Certificates will be construed according to and controlled by the applicable laws and regulations 

of the State of South Carolina and the Federal Government. Any provision that is in conflict with the applicable laws 
and regulations of South Carolina or the Federal Government is hereby amended to conform to the minimum 
requirements. 

 
8. Identification Cards and Certificates  
 The Corporation will issue an ID card and an individual Certificate either to the Employer for delivery to each 

Employee covered or to the Employee.  
  
 ID cards are for identification only. Having an ID card gives no right to services or other benefits. To be entitled to 

Covered Services, the cardholder must be a Member whose premium has been paid. Any person receiving services 
or benefits to which the person is not entitled will be responsible for the charges. Loss or theft of an ID card must be 
reported within five days of the discovery of such an occurrence. 

 
 A Certificate summarizes the benefits to which a Member is entitled. If any amendment to this Contract shall 

materially affect any benefits described in such Certificate, new Certificates or endorsements describing the changes 
will be issued.  
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9. Incontestability 
 After two years from the issue date, the validity of the Contract may not be contested except that fraudulent 

misstatements on the Membership Application may be used to void the Contract or deny any claim.  
 
 Any statements made by the Employer or the Employee are considered representations, not warranties. No 

statements may be contested unless a copy of the instrument containing the statement is provided to the parties. 
 
10. Information and Records  
 The Corporation is entitled to obtain authorization for medical and hospital records it may reasonably require from any 

Provider for the treatment, payment and health care operations for the administration of the benefits hereunder and 
the attending Physician’s certification as to the Medical Necessity for care or treatment. The Corporation will, in every 
case, hold such records confidential except as authorized in writing by a Member or provided by law.  

 
 The Employer shall give the Corporation all information and proof as the Corporation may reasonably require in 

regard to any matters pertaining to this Contract. All documents given to the Employer by Members in connection with 
their coverage, together with this Employer’s payroll and any other records that may have a bearing on the coverage 
provided under this Contract, may be inspected by the Corporation, at any reasonable time. 

 
11. Negligence or Malpractice 
 The Corporation and Employer do not practice medicine. Any medical treatment, service or medical supplies provided 

to or supplied to any Member by a Provider is provided or supplied by such Provider and not by the Corporation or 
the Employer. The Corporation and Employer are not liable for any improper or negligent act, inaction or act of 
malfeasance of any Provider in providing such medical treatment, service, medical supply or medication. 

 
12. Notices 
 Except as otherwise provided in this Contract, any notice under this Contract may be given by United States mail, 

postage paid and addressed: 
 a. To the Corporation: Blue Cross and Blue Shield of South Carolina, Post Office Box 100300, Columbia, South 

Carolina 29202. 
 b. To an Employee: To the last-known name and address listed for the Employee on the Membership Application 

delivered to the Corporation. The Employee is responsible for notifying the Corporation of any name or address 
changes within 31 days of the change. 

 c. To the Employer: To the name and address last given to the Corporation. The Employer is responsible for 
notifying the Corporation of any name or address changes within 31 days of the change. 

 
13. Payment of Claims  
 The Corporation will pay benefits as described in the Covered Services section of the Certificate directly to a Provider 

if the Corporation has a written agreement with the Provider that allows direct payment of benefits. The Corporation 
will pay all benefits directly to the Employee upon receipt of due proof of loss and the right to assign any benefits due 
and payable hereunder is expressly prohibited unless otherwise determined by the Corporation.  

 
14. Physical Exam & Autopsy 
 The Corporation, at our own expense, may examine the person of the individual for whom claim is made as often 

as reasonably necessary while a claim is pending and in cases of death of the insured the Corporation, at its own 
expense, also may have an autopsy performed during the period of contestability unless prohibited by law. The 
autopsy must be performed in this State. 
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15. Proof of Loss  
 The Corporation will furnish to the person making claim, or to the policyholder for delivery to such person, such forms 

as are usually furnished by it for filing proof of loss. If the forms are not furnished before the expiration of fifteen days 
after the Corporation received notice of any claim under the Contract, the person making the claim is considered to 
have complied with the requirements of the Contract as to proof of loss upon submitting within the time fixed in the 
Contract for filing proofs of loss, written proof covering the occurrence, character, and the extent of the loss for which 
claim is made. 

 
17. Legal Action 
 No action at law or in equity may be brought to recover on the policy before the expiration of sixty days after written 

proof of loss has been filed in accordance with the requirements of the policy and that no such action may be brought 
at all unless brought within six years after the time written proof of loss is required to be furnished.  

 
18. Replacement Coverage 
 If this Contract replaced a prior plan of the Employer, all eligible persons who were validly covered under that plan on 

its termination date will be covered on the Effective Date of this Contract, provided such persons are enrolled for 
coverage as stated in Article II. 

 
16. Right of Recovery 
 If the Corporation determines it has paid an Allowed Amount in excess of the maximum amount, it has the right to 

recover the excess payments from among one or more of the following: 1) any person to or for with respect to which 
such payments were made, 2) as an offset against future benefits payable under this Contract, and/or 3) any other 
insurance companies or other organizations. 

 
17. Right to Amend  
 The Corporation may modify the Health Insurance Coverage for a product offered to a Group Health Plan at the time 

of coverage renewal if the modification is consistent with state law and effective on a uniform basis among Group 
Health Plans with that product.  

 
18.  Summary of Benefits and Coverage 
 The Corporation will comply with Federal Law by providing the applicable Summary of Benefits and Coverage (SBCs) 

to the Employer. It is the Employer’s responsibility to distribute the SBCs to their Employees (and Dependents who 
live at a different address when it is known). 

 
19. Waiver of the Corporation’s Rights 
 The Corporation may choose not to enforce all of the terms and conditions of this Contract. Such decision will not 

waive the Corporation’s future rights under this Contract. 
 
20. Workers’ Compensation  
 This Contract is not in lieu of and does not affect any requirements for coverage by Workers’ Compensation 

Insurance or similar laws.  
 
 


