
Fiduciary Responsibilities for ERISA Covered Group Health Plans FAQs 
The Employee Retirement Income Security Act of 1974 (ERISA) includes standards of conduct for the Fiduciary’s who 
manage an employee benefit plan and its assets.  To read about those standards see the Fiduciary Basics FAQ. Below is a 
list of fiduciary responsibilities where those standards should be applied. 

How do the Fiduciary Duty Rules Affect Plan Operations? 

Employee Contributions 
If a plan provides for salary reductions from employees’ paychecks for contribution to the plan or participants make 
payments directly, such as the payment of COBRA premiums, the employer must deposit the contributions in a plan trust 
in a timely manner. 

ERISA requires that participant contributions be deposited in the plan as soon as it is reasonably possible to segregate 
them from the company’s assets, but no later than 90 days from the date on which the participant contributions are 
withheld or received by the employer. If employers can reasonably make the deposits sooner, they need to do so. For 
plans with fewer than 100 participants, salary reduction contributions deposited with the plan no later than the seventh 
business day following withholding by the employer will be considered contributed in compliance with the law. 

Medical Loss Ratio Rebates 
Under the Affordable Care Act, insurance companies must rebate a portion of premiums to policyholders when the 
insurance company’s spending for clinical services and health care quality improving activities, in relation to premiums 
charged is less than the established medical loss ratio standard.  

If any part of the rebate is the plan’s asset, the decision on how to apply the funds is a fiduciary function.  In deciding how 
to allocate the rebate, such as distributing to participants, enhancing plan benefits, or reducing future premiums, a fiduciary 
must consider each option’s costs and benefits.  

Hiring Service Providers 
Hiring a service provider in and of itself is a fiduciary function. When considering prospective service providers, an 
employer should provide each of them with complete and identical information about the plan and the desired services so 
that the employer can make a meaningful comparison. 

Some actions fiduciaries need to consider when selecting a service provider include: 

• Requesting information from more than one provider 
• Comparing providers based on the same information (for example, services offered, experience and costs) 
• Obtaining information about the provider itself, including financial condition and experience with group health 

plans of similar size and complexity 
• Evaluating information about the quality of the firm’s services, including the following (as applicable): 

o Identity, experience, and qualifications of professionals who will be handling the plan or providing medical 
services 

o Recent litigation or enforcement action that has been taken against the provider 
o Provider’s experience or performance record 
o Ease of access to medical providers and information about their operations  
o Procedures for timely consideration and resolution of patient questions and complaints 
o Procedures for the confidentiality of patient records 
o Enrollee satisfaction statistics. 

• Ensuring that any required licenses, ratings or accreditations are up to date (for example, insurers, brokers, TPAs, 
health care service providers) 

An employer should document its selection and monitoring process, and, when using an internal administrative committee, 
should educate committee members on their roles and responsibilities. 
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Evaluating Fees 
Fees are one of several factors’ fiduciaries need to consider in deciding on service providers. When the fees for services 
are paid out of plan assets, fiduciaries will want to understand the fees and expenses charged and the services provided. 

In comparing estimates from prospective service providers, employers should ask which services are covered for the 
estimated fees and which are not. Some providers offer a bundle of services for one fee. Others charge separately for 
individual services. Employers should compare all services to be provided with the total cost for each provider and consider 
whether the estimate includes services the employer did not specify or want. Remember, all services have costs. 

Some service providers may receive additional fees from third parties, such as insurance brokers. Employers should ask 
prospective providers whether they get any compensation from third parties, such as finder’s fees, commissions, or 
revenue sharing. 

Monitoring a Service Provider 
An employer should establish a formal review process to determine if it wants to continuing using the services of the 
service providers it selected.  Employers should ensure that the service provider is performing the agreed upon services 
by: 

• Reviewing the service providers’ performance 
• Reading any reports they provide 
• Verifying actual fees changed 
• Asking about policies and practices 
• Ensuring maintenance of plan records 
• Following up on participant complaints 

Maintaining the Plan’s Benefit Claims Procedure 
Group health plans must establish and maintain reasonable claims procedures that allow participants and beneficiaries to 
apply for and receive promised benefits. Fiduciaries must maintain the plan’s procedures.  While most plans hire companies 
to process claims, the fiduciary must understand the requirements (for example, minimum standards for claim 
determinations, timeframe for determination, contents of claim denial notices, standards for appeal) 

More Information? 
For more information, go to www.dol.gov/general/topic/retirement/fiduciaryresp  

DOL Issues Transparency in Coverage Model Disclosures 

On Nov. 12, 2020, the Departments of Labor (DOL), Health and Human Services (HHS) and the Treasury (Departments) 
finalized a rule regarding transparency in coverage for group health plans and health insurers in the individual and group 
markets.  

The rule will require plans and issuers to disclose cost-sharing information to participants, beneficiaries and enrollees upon 
request, as well as post in-network provider-negotiated rates and historical out-of-network, allowed amounts, and drug 
pricing information on their websites. The newly released proposed required disclosure documents are intended to be 
used to satisfy the disclosure requirements under the proposed rule. 

These proposals would apply to issuers of insured plans and sponsors of self-insured group health plans. However, they 
would not apply to grandfathered plans.  
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