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COORDINATION OF BENEFITS

Coordination of Benefits, also referred to as COB, is necessary each year to verify whether you
and your dependents have other medical coverage.

For example, your spouse may have coverage through work, or your dependents may have
coverage under both of their parent’s plans. In these situations, one plan will be considered the
primary plan and will pay claims first; the other insurance is considered secondary and will pay
claims second, paying towards and remaining cost, depending on the plan.

Having COB information up front helps us process claim quickly and accurately. COB updates
should be obtained once a year, even if your dependents have no other coverage. if you
experience any changes during the year, please notify Sage TPA.

Easy ways to update your COB:
« During open enrollment
« At anytime complete the “Coordination of Benefits form™ indicating other coverage
« Fill out and Email form (pg.2) to OUHealth@SageTPA.com
« Fill out and Fax Form (pg.2) to (207) 209-6001
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COORDINATION OF BENEFITS FORM

If you and your dependents are enrolled in another medical, vision and\or dental plans, please
indicate below any other coverage. This would include coverage though an employer, a spouse’s
plan, a parent’s plan, Medicaid, Medicare, etc.

Please complete and send in the form below:

Employee Name: Employer:
SSN: Phone: Email:
Address: City: State: Zip:

Do you or your dependents currently have any other health insurance coverage?

Yes O No O

If yes, provide the information requested below:

Name of covered person:

Other insurance carrier: Eligibility dates:

Name of covered person:

Other insurance carrier: Eligibility dates:

Name of covered person:

Other insurance carrier: Eligibility dates:

Name of covered person:
Other insurance carrier: Eligibility dates:

Name of covered person:
Other insurance carrier: Eligibility dates:
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