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§ 890.104 Initial decision and reconsid-
eration on enrollment. 

(a) Who may file. Except as provided 
under § 890.1112, an individual may re-
quest an agency or retirement system 
to reconsider an initial decision of its 
employing office denying coverage or 
change of enrollment. 

(b) Initial employing office decision. An 
employing office’s decision is consid-
ered an initial decision as used in para-
graph (a) of this section when rendered 
by the employing office in writing and 
stating the right to an independent 
level of review (reconsideration) by the 
agency or retirement system. However, 
an initial decision rendered at the 
highest level of review available within 
OPM is not subject to reconsideration. 

(c) Reconsideration. (1) A request for 
reconsideration must be made in writ-
ing, must include the claimant’s name, 
address, date of birth, Social Security 
number, name of carrier, reason(s) for 
the request, and, if applicable, retire-
ment claim number. 

(2) The reconsideration review must 
be an independent review designated at 
or above the level at which the initial 
decision was rendered. 

(d) Time limit. A request for reconsid-
eration of an initial decision must be 
filed within 30 calendar days from the 
date of the written decision stating the 
right to a reconsideration. The time 
limit on filing may be extended when 
the individual shows that he or she was 
not notified of the time limit and was 
not otherwise aware of it, or that he or 
she was prevented by circumstances be-
yond his or her control from making 
the request within the time limit. An 
agency or retirement system decision 
in response to a request for reconsider-
ation of an employing office’s decision 
is a final decision as described in para-
graph (e) of this section. 

(e) Final decision. After reconsider-
ation, the agency or retirement system 
must issue a final decision, which must 
be in writing and must fully set forth 
the findings and conclusions. 

[59 FR 66437, Dec. 27, 1994] 

§ 890.105 Filing claims for payment or 
service. 

(a) General. (1) Each health benefits 
carrier resolves claims filed under the 

plan. All health benefits claims must 
be submitted initially to the carrier of 
the covered individual’s health benefits 
plan. If the carrier denies a claim (or a 
portion of a claim), the covered indi-
vidual may ask the carrier to recon-
sider its denial. If the carrier affirms 
its denial or fails to respond as re-
quired by paragraph (c) of this section, 
the covered individual may ask OPM to 
review the claim. A covered individual 
must exhaust both the carrier and 
OPM review processes specified in this 
section before seeking judicial review 
of the denied claim. 

(2) This section applies to covered in-
dividuals and to other individuals or 
entities who are acting on the behalf of 
a covered individual and who have the 
covered individual’s specific written 
consent to pursue payment of the dis-
puted claim. 

(b) Time limits for reconsidering a 
claim. (1) The covered individual has 6 
months from the date of the notice to 
the covered individual that a claim (or 
a portion of a claim) was denied by the 
carrier in which to submit a written re-
quest for reconsideration to the car-
rier. The time limit for requesting re-
consideration may be extended when 
the covered individual shows that he or 
she was prevented by circumstances be-
yond his or her control from making 
the request within the time limit. 

(2) The carrier has 30 days after the 
date of receipt of a timely-filed request 
for reconsideration to: 

(i) Affirm the denial in writing to the 
covered individual; 

(ii) Pay the bill or provide the serv-
ice; or 

(iii) Request from the covered indi-
vidual or provider additional informa-
tion needed to make a decision on the 
claim. The carrier must simulta-
neously notify the covered individual 
of the information requested if it re-
quests additional information from a 
provider. The carrier has 30 days after 
the date the information is received to 
affirm the denial in writing to the cov-
ered individual or pay the bill or pro-
vide the service. The carrier must 
make its decision based on the evi-
dence it has if the covered individual or 
provider does not respond within 60 
days after the date of the carrier’s no-
tice requesting additional information. 
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