EXHIBIT BB

PART 6

USE OF

OPTIONAL BENEFIT RIDERS
In accordance with N.J.A.C. 11:21-3, submit this form, by March 1 of every year, to the SEH Board at the address specified at N.J.A.C. 11:21-1.3.

A.
INFORMATION ABOUT THE CARRIER AND RESPONDENT

Carrier Name:__________________________________  NAIC #:__________________


If an HMO, is the Carrier federally qualified?


________Yes  ________No

Respondent’s Name:_______________________________________________________

Respondent’s Title:________________________________________________________

Respondent’s Address:_____________________________________________________

________________________________________________________________________

Respondent’s Telephone:___________________________FAX:____________________

Respondent’s Email: _______________________________________________________

B.
OPTIONAL BENEFIT RIDERS

1.
Optional Benefit Riders of Increasing Value (N.J.A.C. 11:21-3.2)

Have you filed any optional benefit riders of increasing value that have been found to be complete and in substantial compliance by the SEH Board? 

_____ Yes  _____ No

If yes, please provide the following information for each optional benefit rider that has been filed with the SEH Board where the filing was determined to be complete and in substantial compliance with the requirements of N.J.A.C. 11:21-3.2.  Attach additional sheets, as may be necessary.  If no, skip to part B2.

Rider

a) Identifying Form Numbers of Policy/Contract Rider and corresponding Certificate/Evidence of Coverage Rider: _____________________________________________________________________

b) Brief Description of the nature of the amendment: __________________________________________________________________________________________________________________________________________

c) Plan(s) with which the rider is available: _____________________________________________________________________

d) If rider is no longer available, explain why: __________________________________________________________________________________________________________________________________________

e) Date the SEH Board found the rider to be complete and in substantial compliance: _____________________________________________________________________

Rider

a) Identifying Form Numbers of Policy/Contract Rider and corresponding Certificate/Evidence of Coverage Rider: _____________________________________________________________________

b) Brief Description of the nature of the amendment: __________________________________________________________________________________________________________________________________________

c) Plan(s) with which the rider is available: _____________________________________________________________________

d) If rider is no longer available, explain why: __________________________________________________________________________________________________________________________________________

e) Date the SEH Board found the rider to be complete and in substantial compliance: _____________________________________________________________________

Rider

a) Identifying Form Numbers of Policy/Contract Rider and corresponding Certificate/Evidence of Coverage Rider: _____________________________________________________________________

b) Brief Description of the nature of the amendment: __________________________________________________________________________________________________________________________________________

c) Plan(s) with which the rider is available: _____________________________________________________________________

d) If rider is no longer available, explain why: __________________________________________________________________________________________________________________________________________

e) Date the SEH Board found the rider to be complete and in substantial compliance: _____________________________________________________________________

2.
Optional Benefit Riders of Decreasing Value

Have you filed any optional benefit riders of decreasing value that have been approved by the Department of Banking and Insurance?

_____ Yes  _____ No

If yes, please provide the following information for each optional benefit rider that has been filed with the Department of Banking and Insurance where the filing was approved.  Attach additional sheets, as may be necessary.  If no, skip to section C.

Rider

a) Identifying Form Numbers of Policy/Contract Rider and corresponding Certificate/Evidence of Coverage Rider: _____________________________________________________________________

b) Brief Description of the nature of the amendment: __________________________________________________________________________________________________________________________________________

c) Plan(s) with which the rider is available: _____________________________________________________________________

d) If rider is no longer available, explain why: __________________________________________________________________________________________________________________________________________

e) Date the Department of Banking and Insurance approved the rider _____________________________________________________________________

Rider

a) Identifying Form Numbers of Policy/Contract Rider and corresponding Certificate/Evidence of Coverage Rider: _____________________________________________________________________

b) Brief Description of the nature of the amendment: __________________________________________________________________________________________________________________________________________

c) Plan(s) with which the rider is available: _____________________________________________________________________

d) If rider is no longer available, explain why: __________________________________________________________________________________________________________________________________________

e) Date the Department of Banking and Insurance approved the rider _____________________________________________________________________

C.
CERTIFICATION
I certify that the optional benefit riders identified above are the only riders to the standard health benefit plans issued by the carrier identified above which are not the standard riders adopted by the SEH Board.

I, the Undersigned, certify that this completed form is true and accurate, and that I am an officer of the carrier duly authorized to submit this certification.

___________________________
__________________________________________


Date





Signature (No stamps)








Printed Name






__________________________________________




Title

