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(A) A plan of health coverage determines its order of benefits using the first of the following that
applies:
(1) A plan that does not coordinate with other plans is always the primary plan.
(2) The benefits of the plan that covers a person as an employee, member, insured, or subscriber,
other than a dependent, is the primary plan. The plan that covers the person as a dependent is the
secondary plan.
(3) When more than one plan covers the same child as a dependent of different parents who are not
divorced or separated, the primary plan is the plan of the parent whose birthday falls earlier in the
year. The secondary plan is the plan of the parent whose birthday falls later in the year. If both
parents have the same birthday, the benefits of the plan that covered the parent the longer is the
primary plan. The plan that covered the parent the shorter time is the secondary plan. If the other
plan's provision for coordination of benefits does not include the rule contained in this division
because it is not subject to regulation under this division, but instead has a rule based on the gender
of the parent, and if, as a result, the plans do not agree on the order of benefits, the rule of the other
plan will determine the order of benefits.
(4)(a) Except as provided in division (A)(4)(b) of this section, if more than one plan covers a person
as a dependent child of divorced or separated parents, benefits for the child are determined in the
following order:
(i) The plan of the parent who is the residential parent and legal custodian of the child;
(ii) The plan of the spouse of the parent who is the residential parent and legal custodian of the child;
(iii) The plan of the parent who is not the residential parent and legal custodian of the child.
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(b) If the specific terms of a court decree state that one parent is responsible for the health care
expenses of the child, the plan of that parent is the primary plan. A parent responsible for the health
care pursuant to a court decree must notify the insurer or health insuring corporation of the terms of
the decree.
(5) The primary plan is the plan that covers a person as an employee who is neither laid off or
retired, or that employee's dependent. The secondary plan is the plan that covers that person as a
laid-off or retired employee, or that employee's dependent.
(6) If none of the rules in divisions (A)(1), (2), (3), (4), and (5) of this section determines the order of
benefits, the primary plan is the plan that covered an employee, member, insured, or subscriber
longer. The secondary plan is the plan that covered that person the shorter time.
(B) When a plan of health coverage is determined to be a secondary plan it acts to provide benefits in
excess of those provided by the primary plan.
(C) The secondary plan shall not be required to make payment in an amount which exceeds the
amount it would have paid if it were the primary plan, but in no event, when combined with the
amount paid by the primary plan, shall payments by the secondary plan exceed one hundred per cent
of expenses allowable under the provisions of the applicable policies and contracts.
(D) A third-party payer may require a beneficiary to file a claim with the primary plan before it
determines the amount of its payment obligation, if any, with regard to that claim.
(E) Nothing in this section shall be construed to require a plan to make a payment until it determines
whether it is the primary plan or the secondary plan and what benefits are payable under the primary
plan.
(F) A plan may obtain any facts and information necessary to apply the provisions of this section, or
supply this information to any other third-party payer or provider, or any agent of such third-party
payer or provider, without the consent of the beneficiary. Each person claiming benefits under the
plan shall provide any information necessary to apply the provisions of this section.
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(G) If the amount of payments made by any plan is more than should have been paid, the plan may
recover the excess from whichever party received the excess payment.
(H) No third-party payer shall administer a plan of health coverage delivered, issued for delivery, or
renewed on or after June 29, 1988, unless such plan complies with this section.
(I)(1) A third-party payer that is subject to this section and has reason to believe payment has been
made by another third-party payer for the same service may request from that third-party payer, and
shall be provided by the third-party payer, such data as necessary to determine whether duplicate
payment has been made.
(2) A third-party payer that meets the criteria of a secondary payer in accordance with this section
may seek repayment of any duplicate payment that may have been made from the person to whom it
made payment. If the person who received the duplicate payment is a provider, absent a finding of a
court of competent jurisdiction that the provider has engaged in civil or criminal fraudulent activities,
the request for the return of any duplicate payment shall be made within three years after the close of
the provider's fiscal year in which the duplicate payment has been made.
(J) Nothing in this section shall be construed to affect the prohibition of section 3923.37 of the
Revised Code.
(K)(1) No third-party payer shall knowingly fail to comply with the order of benefits as set forth in
division (A) of this section.
(2) No primary plan shall direct or encourage an insured to use the benefits of a secondary plan that
results in a reduction of payment by such primary plan.
(L) Whoever violates division (K) of this section is deemed to have engaged in an unfair and
deceptive insurance act or practice under sections 3901.19 to 3901.26 of the Revised Code, and is
subject to proceedings pursuant to those sections.
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