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Title 20—DEPARTMENT OF
COMMERCE AND INSURANCE
Division 400—Life, Annuities and Health
Chapter 3—Medicare Supplement
Insurance

20 CSR 400-3.100 Rule to Implement
Transitional Requirements for the Conver-
sion of Medicare Supplement Insurance
Benefits and Premiums to Conform to
Medicare Program Revisions

PURPOSE: This rule attempts to assure the
orderly implementation and conversion of
Medicare supplement insurance benefits and
premiums due to changes in the federal Medi-
care program; provides for the reasonable
standardization of the coverage, terms and
benefits of Medicare supplement policies or
contracts; facilitates public understanding of
these policies or contracts, eliminates provi-
sions contained in these policies or contracts
which may be misleading or confusing in con-
nection with the purchase of these policies or
contracts to eliminate policy or contract pro-
visions which may duplicate Medicare bene-
fits; provides full disclosure of policy or con-
tract benefits and benefit changes; and
provides for refunds of premiums associated
with benefits duplicating Medicare program
benefits. This rule is promulgated pursuant to
sections 376.850—376.890, RSMo.

(1) Applicability and Scope. This regulation
shall take precedence over other rules and
requirements relating to Medicare supple-
ment policies or contracts only to the extent
necessary to assure that benefits are not
duplicated, that applicants receive adequate
notice and disclosure of changes in Medicare
supplement policies and contracts, that
appropriate premium adjustments are made
in a timely manner and that premiums are
reasonable in relation to benefits. Except as
otherwise provided, this rule shall apply to—

(A) All Medicare supplement policies and
contracts delivered, or issued for delivery, or
which are otherwise subject to the jurisdic-
tion of this state on or after October 27,
1988; and

(B) All certificates issued under group
Medicare supplement policies as provided in
subsection (1)(A).

(2) Definitions. For purposes of this rule—
(A) Applicant means—

1. In the case of an individual Medicare
supplement policy or contract, the person
who seeks to contract for insurance benefits;
and

2. In the case of a group Medicare poli-
cy or contract, the proposed certificate hold-
er;

(B) Certificate means any certificate issued
under a group Medicare supplement policy,
which policy has been delivered, or issued
for delivery, in this state; and

(C) Medicare supplement policy means a
group or individual policy of accident and
health insurance, or a subscriber contract of
health service corporations, which is adver-
tised, marketed or designed primarily to sup-
plement coverage for hospital, medical or
surgical expenses incurred by an insured per-
son which are not covered by Medicare. This
term does not include:

1. A policy or contract of one (1) or
more employers or labor organizations, or of
the trustees of a fund established by one (1)
or more employers or labor organizations, or
combination of them, for employees or for-
mer employees, or combination of them, or
for members or former members, or combi-
nation of them, of the labor organizations;

2. A policy or contract of any profes-
sional, trade or occupational association for
its members or former or retired members, or
combination of them, if the association—

A. Is composed of individuals all of
whom are actively engaged in the same pro-
fession, trade or occupation;

B. Has been maintained in good faith
for purposes other than obtaining insurance;
and

C. Has been in existence for at least
two (2) years prior to the date of its initial
offering of the policy or plan to its members;
or

3. Individual policies or contracts issued
pursuant to a conversion privilege under a
policy or contract of group or individual
insurance when the group or individual poli-
cy or contract includes provisions which are
inconsistent with the requirements of sections
376.850-376.885, RSMo nor to Medicare
supplement policies being issued to employ-
ees or members as additions to franchise
plans in existence on July 1, 1982.

(3) Benefit Conversion Requirements.

(A) Effective January 1, 1989, no Medi-
care supplement insurance policy, contract or
certificate in force in this state shall contain
benefits which duplicate benefits provided by
Medicare.

(B) General Requirements.

1. No later than thirty (30) days prior to
the annual effective date of Medicare benefit
changes mandated by the Medicare Catas-
trophic Coverage Act of 1988, every insurer,
health care service plan or other entity pro-
viding Medicare supplement insurance or

benefits to a resident of this state shall notify
its policyholders, contract holders and certifi-
cate holders of modifications it has made to
Medicare supplement insurance policies or
contracts. This notice shall be in a format
prescribed by the director or in a format
adopted by the National Association of Insur-
ance Commissioners (NAIC) in June of 1988
if no other format is prescribed by the direc-
tor.

2. No modifications to any existing
Medicare supplement contract or policy shall
be made at the time of or in connection with
the notice requirements of this regulation,
except to the extent necessary to eliminate
duplication of Medicare benefits and any
modifications necessary under the policy or
contract to provide indexed benefit adjust-
ment.

3. As soon as practicable, but no longer
than forty-five (45) days after the effective
date of the Medicare benefit changes, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
or contracts in this state shall file with the
division, in accordance with the applicable
filing procedures of this state—

A. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. Supporting documents as necessary to
justify the adjustment shall accompany the
filing; and

B. Any appropriate riders, endorse-
ments or policy forms needed to accomplish
the Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare. Any such riders,
endorsements or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or contract.

4. Upon satisfying the filing and
approval requirements of this state, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
in this state shall provide each covered person
with any rider, endorsement or policy form
necessary to eliminate any benefit duplica-
tions under the policy or contract with bene-
fits provided by Medicare. In the event a cov-
ered person must be issued a new policy,
contract or certificate to eliminate benefit
duplications, the insurer shall credit the cov-
ered person with all deductible amounts
which have been incurred under the prior
policy, contract or certificate and with all
time periods for pre-existing condition satis-
fied under the prior coverage.

5. No insurer, health care service plan
or other entity shall require any person cov-
ered under a Medicare supplement policy or
contract which was in force prior to January
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1, 1989 to purchase additional coverage
under the policy or contract unless additional
coverage was provided for in the policy or
contract.

6. Every insurer, health care service
plan or other entity providing Medicare sup-
plement insurance or benefits to a resident of
this state shall make the premium adjust-
ments that are necessary to produce an
expected loss ratio under the policy or con-
tract as will conform with minimum loss ratio
standards for Medicare supplement policies
and which is expected to result in a loss ratio
at least as great as that originally anticipated
by the insurer, health care service plan or
other entity for Medicare supplement insur-
ance policies or contracts. No premium
adjustment which would modify the loss ratio
experience under the policy other than the
adjustments described in this rule should be
made with respect to a policy at any time
other than upon its renewal date. Premium
adjustments shall be in the form of refunds or
premium credits and shall be made no later
than upon renewal if a credit is given, or
within sixty (60) days of the renewal date if a
refund is provided to the premium payer.

(4) Requirements for New Policies and Cer-
tificates.

(A) Effective January 1, 1989 no Medicare
supplement insurance policy, contract or cer-
tificate shall be issued or issued for delivery
in this state which provides benefits which
duplicate benefits provided by Medicare. No
medicare supplement insurance policy, con-
tract or certificate shall provide fewer bene-
fits than those required under existing Medi-
care Supplement Minimum Standards Act or
regulations except where duplication of
Medicare benefits would result.

(B) General Requirements.

1. Within ninety (90) days (January 25,
1989) of the effective date of this rule (Octo-
ber 27, 1988), every insurer, health care ser-
vice plan or other entity required to file its
policies or contracts with this state shall file
new Medicare supplement insurance policies
or contracts which eliminate any duplication
of Medicare supplement benefits with bene-
fits provided by Medicare and which provide
a clear description of the policy or contract
benefit.

2. The filing required under paragraph
(4)(B)1. shall provide for loss ratios which
are in compliance with all minimum stan-
dards.

3. Every applicant for a Medicare sup-
plement insurance policy, contract or certifi-
cate shall be provided with an outline of cov-
erage which simplifies and accurately
describes benefits provided by Medicare and

policy or contract benefits along with benefit
limitations.

(5) Filing Requirements for Advertising.
Every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits in this state shall pro-
vide a copy of any advertisement intended for
use in this state whether through written,
radio or television medium to the director of
insurance of this state for review by the direc-
tor. This advertisement shall be submitted to
the director no later than the first day on
which the advertisement is used. The depart-
ment shall stamp each advertisement in a
manner which indicates that it has been
reviewed but that the review does not consti-
tute approval by the department. All Medi-
care supplement advertisements will be
retained for thirty (30) days before being
returned to the company. The advertisement
shall comply with all applicable laws and
rules of this state.

(6) Buyer’s Guide. No insurer, health care
service plan or other entity shall make use of
or otherwise disseminate any buyer’s guide
or informational brochure which does not
accurately outline current Medicare benefits
and which has not been adopted by the direc-
tor.

(7) Separability. If any provision of this regu-
lation or the application of it to any persons
or circumstances is for any reason held to be
invalid, the remainder of the regulation and
the application of that provision to other per-
sons or circumstances shall not be affected by
1t.

AUTHORITY: section 374.045, RSMo
(1986).* This rule was previously filed as 4
CSR 190-14.112. Original rule filed July 5,
1988, effective Oct. 27, 1988.

*Original authority 1967.

20 CSR 400-3.200 Medicare Supplement
Insurance Minimum Standards

PURPOSE: This rule provides for the reason-
able standardization of coverage and simplifi-
cation of terms and benefits of Medicare sup-
plement  policies;  facilitates  public
understanding and comparison of these poli-
cies; eliminates provisions contained in the
policies which may be misleading or confis-
ing in connection with the purchase of the
policies or with the settlement of claims; and
provides for full disclosure in the sale of acci-
dent and sickness insurance coverages to per-
sons eligible for Medicare by reason of age.

(1) Applicability and Scope. Except as other-
wise specifically provided, this rule shall—

(A) Apply to all Medicare supplement
policies and subscriber contracts delivered or
issued for delivery in this state on or after
November 1, 1989;

(B) Apply to all certificates issued under
group Medicare supplement policies or sub-
scriber contracts, which certificates have
been delivered or issued for delivery in this
state; and

(C) Not apply to a policy or contract of one
(1) or more employers or labor organizations,
or of the trustees of a fund established by one
(1) or more employers or labor organizations
or combination of them, for employees or
former employees or a combination of them,
or for members or former members or com-
bination of them of the labor organizations.

(2) Definitions. For the purposes of this
rule—

(A) Applicant means—

1. In the case of an individual Medicare
supplement policy or subscriber contract, the
person who seeks to contract for insurance
benefits; and

2. In the case of a group Medicare sup-
plement policy or subscriber contract, the
proposed certificate holder;

(B) Certificate means any certificate issued
under a group Medicare supplement policy,
which certificate had been delivered or issued
for delivery in this state; and

(C) Medicare supplement policy means a
group or individual policy of accident and
sickness insurance or a subscriber contract of
a health services corporation or health main-
tenance organization (HMO) which is adver-
tised, marketed or designed primarily as a
supplement to reimbursements under Medi-
care for the hospital, medical or surgical
expenses of persons eligible for Medicare by
reason of age.

(3) Policy Definitions and Terms. No insur-
ance policy or subscriber contract may be
advertised, solicited or issued for delivery in
this state as a Medicare supplement policy
unless that policy or subscriber contract con-
tains definitions or terms which substantially
conform to the requirements of this section.
(A) Accident or accidental injury shall be
defined to employ result language and shall
not include words which establish an acci-
dental means test or use words such as exter-
nal, violent, visible wounds or similar words
of description or characterization.
1. The definition shall not be more
restrictive than the following: Injury(ies) for
which benefits are provided means accidental

CODE OF STATE REGULATIONS

JOHN R. ASHCROFT
Secretary of State

(10/31/19)



Chapter 3—Medicare Supplement Insurance

20 CSR 400-3 csn

bodily injury sustained by the insured person
which is the direct result of an accident, inde-
pendent of disease or bodily infirmity or any
other cause, and occurs while insurance cov-
erage is in force.

2. The definition may provide that
injuries shall not include injuries for which
benefits are provided or available under any
Workers’ Compensation, employer’s liability
or similar law or motor vehicle no-fault plan,
unless prohibited by law.

(B) Benefit period or Medicare benefit
period shall not be defined as more restrictive
than that defined in the Medicare program.

(C) Convalescent nursing home, extended
care facility or skilled nursing facility shall be
defined in relation to its status, facilities and
available services.

1. A definition of such home or facility
shall not be more restrictive than one requir-
ing that it—

A. Be operated pursuant to law;

B. Be primarily engaged in providing,
in addition to room and board accommoda-
tions, skilled nursing care under the supervi-
sion of a duly licensed physician;

C. Provide continuous twenty-four
(24) hour-a-day nursing service by care under
the supervision of a registered graduate pro-
fessional nurse (RN); and

D. Maintain a daily medical record of
each patient.

2. The definition of such home or facil-
ity may provide that the term not be inclusive
of —

A. Any home, facility or part of it
used primarily for rest;

B. A home or facility used for the
aged or for the care of drug addicts or alco-
holics; or

C. A home or facility primarily used
for the care and treatment of mental diseases
or disorders, or custodial or educational care.

(D) Health care expenses means expenses
of HMOs associated with the delivery of
health care services which are analogous to
incurred losses of insurers. These expenses
shall not include:

1. Home office or overhead costs;

2. Advertising costs;

3. Commissions and other acquisition

4. Taxes;

5. Capital costs;

6. Administrative costs; or
7. Claims processing costs.

(E) Hospital may be defined in relation to
its status, facilities and available services or
to reflect its accreditation by the Joint Com-
mission on Accreditation of Hospitals.

1. The definition of the term hospital
shall not be more restrictive than one requir-
ing that the hospital—

A. Be an institution operated pursuant
to law;

B. Be primarily and continuously
engaged in providing or operating, either on
its premises or in facilities available to the
hospital on a prearranged basis and under the
supervision of a staff of duly licensed physi-
cians, medical, diagnostic and major surgical
facilities for the medical care and treatment of
sick or injured persons on an inpatient basis
for which charge is made; and

C. Provide twenty-four (24) hour
nursing service by or under the supervision of
RNs.

2. The definition of the term hospital
may state that the term shall not be inclusive
of —

A. Convalescent homes or convales-
cent, rest or nursing facilities;

B. Facilities primarily affording cus-
todial, educational or rehabilitative care;

C. Facilities for the aged, drug
addicts or alcoholics; or

D. Any military or veterans’ hospital
or soldiers’ home or any hospital contracted
for or operated by any national government or
agency of it for the treatment of members or
ex-members of the armed forces, except for
services rendered on an emergency basis
where a legal liability exists for charges made
to the individual for those services.

(F) Medicare shall be defined in the poli-
cy. Medicare may be substantially defined as
The Health Insurance for the Aged Act, Title
XVIII of the Social Security Amendments of
1965 or Title I, Part I of P.L. 89-97, as
enacted by the Eighty-Ninth Congress of the
United States of America and popularly
known as the Health Insurance for the Aged
Act, or words of similar import.

(G) Medicare-eligible expenses shall mean
health care expenses of the kinds covered by
Medicare, to the extent recognized as reason-
able by Medicare. Payment of benefits by
insurers for Medicare-eligible expenses may
be conditioned upon the same or less restric-
tive payment conditions, including determi-
nations of medical necessity as are applicable
to Medicare claims.

(H) Mental or nervous disorders shall not
be defined more restrictively than a definition
including neurosis, psychoneurosis, psy-
chopathy, psychosis or mental or emotional
disease or disorder of any kind.

(I) Nurses may be defined so that the
description of nurse is restricted to a type of
nurse, such as an RN, a licensed practical
nurse (LPN) or a licensed vocational nurse
(LVN). If the words nurse, trained nurse or

registered nurse are used without specific
instruction, then the use of the terms requires
the insurer to recognize the services of any
individual who qualifies under the terminolo-
gy in accordance with the applicable statutes
or administrative rules of the licensing or reg-
istry board of the state.

(J) Physician may be defined by including
words such as duly qualified physician or
duly licensed physician. The use of these
terms requires an insurer to recognize and to
accept, to the extent of its obligation under
the contract, all providers of medical care and
treatment when these services are within the
scope of the provider’s licensed authority and
are provided pursuant to applicable laws.

(K) Sickness shall not be defined to be
more restrictive than the following: sickness
means sickness or disease of an insured per-
son which first manifests itself after the
effective date of insurance and while the
insurance is in force. The definition may be
further modified to exclude sickness or dis-
eases for which benefits are provided under
any Workers’ Compensation, occupational
disease, employer’s liability or similar law.

(4) Prohibited Policy Provisions.

(A) No insurance policy or subscriber con-
tract may be advertised, solicited or issued
for delivery in this state as a Medicare sup-
plement policy if the policy or subscriber
contract limits or excludes coverage by type
of illness, accident, treatment or medical con-
dition, except as follows:

1. Foot care in connection with corns,
calluses, flat feet, fallen arches, weak feet,
chronic foot strain or symptomatic com-
plaints of the feet;

2. Mental or emotional disorders, alco-
holism and drug addiction;

3. Illness, treatment or medical condi-
tion arising out of—

A. War or act of war (whether
declared or undeclared); participation in a
felony, riot or insurrection; or service in the
armed forces or auxiliary units of it;

B. Suicide or attempted suicide (while
sane) or intentionally self-inflicted injury;
and

C. Aviation;

4. Cosmetic surgery, except that cosmet-
ic surgery shall not include reconstructive
surgery when that service is incidental to or
follows surgery resulting from trauma, infec-
tion or other diseases of the involved part;

5. Care in connection with the detection
and correction by manual or mechanical
means of structural imbalance, distortion or
subluxation in the human body for purposes
of removing nerve interference and the effect
of it, where that interference is the result of
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or related to distortion, misalignment or sub-
luxation of or in the vertebral column;

6. Treatment provided in a governmental
hospital; benefits provided under Medicare or
other governmental program (except Medi-
caid), any state or federal Workers’ Compen-
sation, employer’s liability or occupational
disease law or any motor vehicle no-fault
law; services rendered by employees of hos-
pitals, laboratories or other institutions; ser-
vices performed by a member of the covered
person’s immediate family and services for
which no charge is normally made in the
absence of insurance;

7. Dental care or treatment;

8. Eyeglasses, hearing aids and exami-
nation for the prescription or fitting of these;

9. Rest cures, custodial care, transporta-
tion and routine physical examinations; and

10. Territorial limitations outside the
United States. Provided, however, supple-
mental policies may not contain, when
issued, limitations or exclusions of the type
enumerated in paragraph (4)(A)1., 2., 5., 9.
or 10. that are more restrictive than those of
Medicare. Medicare supplement policies may
exclude coverage for any expense to the
extent of any benefit available to the insured
under Medicare.

(B) No Medicare supplement policy may
use waivers to exclude, limit or reduce cover-
age or benefits for specifically named or
described preexisting diseases or physical
conditions.

(C) The terms Medicare supplement,
Medigap and words of similar import shall
not be used unless the policy is issued in
compliance with this rule.

(D) No Medicare supplement insurance
policy, contract or certificate in force in the
state shall contain benefits which duplicate
benefits provided by Medicare.

(5) Minimum Benefit Standards. No insur-
ance policy or subscriber contract may be
advertised, solicited or issued for delivery in
this state as a Medicare supplement policy
which does not meet the following minimum
standards. These are minimum standards and
do not preclude the inclusion of other provi-
sions or benefits which are not inconsistent
with these standards:

(A) General Standards. The following stan-
dards apply to Medicare supplement policies
and are in addition to all other requirements
of this rule:

1. A Medicare supplement policy may
not deny a claim for losses incurred more
than six (6) months from the effective date of
coverage for a preexisting condition. The pol-
icy may not define a preexisting condition
more restrictively than a condition for which

medical advice was given or treatment was
recommended by or received from a physi-
cian within six (6) months before the effec-
tive date of coverage;

2. A Medicare supplement policy may
not indemnify against losses resulting from
sickness on a different basis than losses
resulting from accidents;

3. A Medicare supplement policy shall
provide that benefits designed to cover cost
sharing amounts under Medicare will be
changed automatically to coincide with any
changes in the applicable Medicare
deductible amount and copayment percentage
factors. Premiums may be modified to corre-
spond with these changes;

4. A noncancelable, guaranteed renew-
able or noncancelable and guaranteed renew-
able Medicare supplement policy shall not—

A. Provide for termination of cover-
age of a spouse solely because of the occur-
rence of an event specified for termination of
coverage of the insured, other than the non-
payment of premium; or

B. Be cancelled or nonrenewed by the
insurer solely on the grounds of deterioration
of health; and

5. Termination of a Medicare supple-
ment policy shall be without prejudice to any
continuous loss which commenced while the
policy was in force, but the extension of ben-
efits beyond the period during which the pol-
icy was in force may be predicted upon the
continuous total disability of the insured, lim-
ited to the duration of the policy benefit peri-
od, if any, or payment of the maximum ben-
efits;

(B) Minimum Benefit Standards.

1. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount.

2. Coverage for the daily copayment
amount of Medicare Part A eligible expenses
for the first eight (8) days per calendar year
incurred for skilled nursing facility care.

3. Coverage for the reasonable cost of
the first three (3) pints of blood (or equivalent
quantities of packed red blood cells, as
defined under federal regulations) under
Medicare Part A unless replaced in accor-
dance with federal regulations.

4. Until January 1, 1990, coverage for
twenty percent (20%) of the amount of Medi-
care-eligible expenses under Part B regard-
less of hospital confinement, subject to a
maximum calendar year out-of-pocket
deductible of two hundred dollars ($200) of
expenses and to a maximum benefit of at least
five thousand dollars ($5000) per calendar
year. Effective January 1, 1990 coverage for
the copayment amount of Medicare-eligible
expenses excluding outpatient prescription

drugs under Medicare Part B regardless of
hospital confinement up to the maximum out-
of-pocket amount for Medicare Part B after
the Medicare deductible amount.

5. Effective January 1, 1990, coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells as
defined under federal regulations) unless
replaced in accordance with federal regula-
tions.

6. Effective January 1, 1990, coverage
for the copayment amount of Medicare-eligi-
ble expenses for covered home intravenous
(I.V.) therapy drugs (as determined by the
secretary of Health and Human Services)
subject to the Medicare outpatient prescrip-
tion drug deductible amount, if applicable.

7. Effective January 1, 1990, coverage
for the copayment amount of Medicare-eligi-
ble expenses for outpatient drugs used in
immunosuppressive therapy subject to the
Medicare outpatient prescription drug
deductible if applicable; and

(C) Medicare-Eligible Expenses. Medi-
care-eligible expenses shall mean health care
expenses of the kinds covered by Medicare to
the extent recognized as reasonable by Medi-
care. Payment of benefits by insurers for
Medicare-eligible expenses may be condi-
tioned upon the same or less restrictive pay-
ment conditions, including determinations of
medical necessity as are applicable to Medi-
care claims.

(6) Standards for Claims Payment.

(A) Every entity providing Medicare sup-
plement policies or contracts shall comply
with all provisions of Section 4081 of the
Omnibus Budget Reconciliation Act of 1987
(P.L. 100-203).

(B) Compliance with the requirements set
forth in subsection (6)(A) must be certified
on the Medicare Supplement Insurance Expe-
rience exhibit attached to the annual state-
ment.

(C) No policy or certificate may contain a
provision reducing benefit payments due to
the existence of other Medicare supplement
coverage. Coverage must provide that
insureds are entitled to a return of all premi-
ums paid for duplicate coverage with the
same insurer.

(7) Loss Ratio Standards.

(A) Medicare supplement policies shall
return to policyholders in the form of aggre-
gate benefits under the policy, for the entire
period for which rates are computed to pro-
vide coverage, on the basis of incurred claims
experience or incurred health care expenses
where coverage is provided by an HMO on a
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service rather than reimbursement basis and
earned premiums for that period and in
accordance with accepted actuarial principles
and practices—

1. At least seventy-five percent (75%) of
the aggregate amount of premiums earned in
the case of group policies, or direct response
policies issued on or after January 1, 1990;
and

2. At least sixty percent (60%) of the
aggregate amount of premiums earned in the
case of individual policies.

(B) All filings of rates and rating schedules
shall demonstrate that actual and expected
losses in relation to premiums comply with
the requirements of this section.

(C) Every entity providing Medicare sup-
plement policies in this state annually shall
file its rates, rating schedule and any sup-
porting documentation requested by the
director, including ratios of incurred losses to
earned premiums by number of years of pol-
icy duration, demonstrating that it is in com-
pliance with the previously mentioned appli-
cable loss ratio standards and that the period
for which the policy is rated is reasonable in
accordance with accepted actuarial principles
and experience. For the purposes of this sec-
tion, policy forms shall be deemed to comply
with the loss ratio standards if—i) for the
most recent year, the ratio of the incurred
losses to earned premiums for policies or cer-
tificates which have been in force for three
(3) years or more is greater than or equal to
the applicable percentages contained in this
section and ii) the expected losses in relation
to premiums over the entire period for which
the policy is rated comply with the require-
ments of this section. An expected third-year
loss ratio which is greater than or equal to the
applicable percentage shall be demonstrated
for policies or certificates in force less than
three (3) years.

(D) In determining compliance with the
loss ratio standards in subsections (7)(A)—
(C) actual and expected incurred losses shall
not include:

1. Loss adjustment expense incurred in
settling claims; or

2. Claim reserves that would be found
unreasonably excessive or unacceptable by
actuarial standards, procedures and practices.

(E) As soon as practicable, but no later
than sixty (60) days prior to the effective date
of Medicare benefit changes required by the
Medicare Catastrophic Coverage Act of 1988,
every insurer, health care service plan or
other entity providing Medicare supplement
insurance or contracts in this state (except
employers subject to the requirements of Sec-
tion 421 of the Medicare Catastrophic Cover-
age Act of 1988) shall file with the director in
accordance with the applicable filing proce-
dures of this state—

1. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. These supporting documents, as nec-
essary to justify the adjustment, shall accom-
pany the filing. Every insurer, health care
service plan or other entity providing Medi-
care supplement insurance or benefits to a
resident of this state pursuant to Section 2 of
the Medicare Supplement Insurance Mini-
mum Standards Model Act shall make what-
ever premium adjustments are necessary to
produce an expected loss ratio under the pol-
icy or contract that will conform with mini-
mum loss ratio standards for Medicare sup-
plement policies and which are expected to
result in a loss ratio at least as great as that
originally anticipated in the rates used to pro-
duce current premiums by the insurer, health
care service plan or other entity for those
Medicare supplement insurance policies or
contracts. No premium adjustment which
would modify the loss ratio experience under
the policy other than the adjustments
described in this rule should be made with
respect to a policy at any time other than
upon its renewal date or anniversary date.
Premium adjustments shall be in the form of
refunds or premium credits and shall be made
no later than upon renewal if a credit is given,
or within sixty (60) days of the renewal date
or anniversary date if a refund is provided to
the premium payer. Premium adjustments
shall be calculated for the period commenc-
ing with Medicare benefit changes; and

2. Any appropriate riders, endorsements
or policy forms needed to accomplish the
Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare. Any such riders,
endorsements or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or contract.

(8) Filing Requirements for Out-of-State
Group Policies. Every insurer providing
group Medicare supplement insurance bene-
fits to a resident of this state pursuant to Sec-
tion 2 of the Medicare Supplement Insurance
Minimum Standards Model Act shall file a
copy of the master policy and any certificate
used in this state in accordance with the fil-
ing requirements and procedures applicable
to group Medicare supplement policies issued
in this state; provided, however, that no insur-
er shall be required to make a filing earlier
than thirty (30) days after insurance was pro-
vided to a resident of this state under a mas-
ter policy issued for delivery outside this
state.

(9) Prohibited Compensation for Replace-
ment with the Same Company. No entity
shall provide compensation to its agents or

other producers which is greater than the
renewal compensation which would have
been paid on an existing policy if the existing
policy is replaced by another policy with the
same company where the new policy benefits
are substantially similar to the benefits under
the old policy and the old policy was issued
by the same insurer or insurer group.

(10) Required Disclosure Provisions.
(A) General Rules.

1. Medicare supplement policies shall
include a renewal, continuation or nonrenew-
al provision. The language or specifications
of the provision must be consistent with the
type of contract to be issued. The provision
shall be appropriately captioned, shall appear
on the first page of the policy and clearly
shall state the duration, where limited or
renewability and the duration of the term of
coverage for which the policy is issued and
for which it may be renewed.

2. Except for riders or endorsements by
which the insurer effectuates a request made
in writing by the insured or exercises a
specifically reserved right under a Medicare
supplement policy, or is required to reduce or
eliminate benefits to avoid duplication of
Medicare benefits, all riders or endorsements
added to a Medicare supplement policy after
the date of issue or at reinstatement or renew-
al which reduce or eliminate benefits or cov-
erage in the policy shall require a signed
acceptance by the insured. After the date of
policy issue, any rider or endorsement which
increases benefits or coverage with a con-
comitant increase in premium during the pol-
icy term must be agreed to in writing signed
by the insured unless the benefits are required
by the minimum standards for Medicare sup-
plement insurance policies or if the increased
benefits or coverage is required by law.
Where a separate additional premium is
charged for benefits provided in connection
with riders or endorsements, the premium
charge shall be set forth in the policy.

3. A Medicare supplement policy which
provides for the payment of benefits based on
standards described as usual and customary,
reasonable and customary or words of similar
import shall include definitions and explana-
tions of the terms in its accompanying outline
of coverage.

4. If a Medicare supplement policy con-
tains any limitations with respect to pre-exist-
ing conditions, the limitations must appear as
a separate paragraph of the policy and be
labeled as preexisting condition limitations.

5. Medicare supplement policies or cer-
tificates shall have a notice prominently print-
ed on the first page of the policy or certificate,
or attached to it stating in substance that the
policyholder or certificate holder shall have
the right to return the policy or certificate

JOHN R. ASHCROFT
Secretary of State
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within thirty (30) days of its delivery and to
have the premium refunded if, after examina-
tion of the policy or certificate, the insured
person is not satisfied for any reason.

6. Insurers issuing accident and sickness
policies, certificates or subscriber contracts
which provide hospital or medical expense
coverage on an expense-incurred or indemni-
ty basis, other than incidentally, to a per-
son(s) eligible for Medicare by reason of age
shall provide to all applicants a Medicare
supplement Buyer’s Guide in the form devel-
oped jointly by the National Association of
Insurance Commissioners and the Health
Care Financing Administration. Delivery of
the Buyer’s Guide shall be made whether or
not the policies, certificates or subscriber
contracts are advertised, solicited or issued as
Medicare supplement policies as defined in
this regulation. Except in the case of direct
response insurers, delivery of the Buyer’s
Guide shall be made to the applicant at the
time of application and acknowledgment of
receipt of the Buyer’s Guide shall be obtained
by the insurer. Direct response insurers shall
deliver the Buyer’s Guide to the applicant
upon request but not later than at the time the
policy is delivered.

(B) Notice Requirements.

1. As soon as practicable, but no later
than thirty (30) days prior to the annual effec-
tive date of any Medicare benefit changes,
every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits to a resident of this state
shall notify its policyholders, contract holders
and certificate holders of modifications it has
made to Medicare supplement insurance poli-
cies or contracts in a format acceptable to the
director. For the years 1989 and 1990, and if
prescription drugs are covered in 1991, the
notice shall be in a format prescribed by the
director or in the format prescribed in
Appendices A, B and C if no other format is
prescribed by the director. In addition, the
notice shall—

A. Include a description of revisions
to the Medicare program and a description of
each modification made to the coverage pro-
vided under the Medicare supplement insur-
ance policy or contract; and

B. Inform each covered person as to
when any premium adjustment is to be made
due to changes in Medicare.

2. The notice of benefit modifications
and any premium adjustments shall be in out-
line form and in clear and simple terms to
facilitate comprehension.

3. The notices shall not contain or be
accompanied by any solicitation.

(C) Outline of Coverage Requirements for
Medicare Supplement Policies.

1. Insurers issuing Medicare supplement

policies or certificates for delivery in this

state shall provide an outline of coverage to
all applicants at the time application is made
and, except for direct response policies, shall
obtain an acknowledgment of receipt of the
outline from the applicant.

2. If an outline of coverage is provided
at the time of application and the Medicare
supplement policy or certificate is issued on a
basis which would require revision of the out-
line, a substitute outline of coverage properly
describing the policy or certificate must
accompany the policy or certificate when it is
delivered, and contain the following state-
ment, in no less than twelve (12)-point type,
immediately above the company name:
NOTICE: Read this outline of coverage care-
fully. It is not identical to the outline of cov-
erage provided upon application and the cov-
erage originally applied for has not been
issued.

(D) Notice Regarding Policies or Sub-
scriber Contracts Which Are Not Medicare
Supplement Policies. Any accident and sick-
ness insurance policy or subscriber contract
other than a Medicare supplement policy, dis-
ability income policy, basic, catastrophic or
major medical expense policy, single premi-
um nonrenewable policy or other policy iden-
tified in subsection (1)(B) of this rule, issued
for delivery in this state to persons eligible
for Medicare by reason of age shall notify
insureds under the policy or subscriber con-
tract that the policy or subscriber contract is
not a Medicare supplement policy. The notice
shall either be printed or attached to the first
page of the outline of coverage delivered to
insureds under the policy or subscriber con-
tract or, if no outline of coverage is delivered,
to the first page of the policy, certificate or
subscriber contract delivered to insureds. The
notice shall be in no less than twelve (12)-
point type and shall contain the following lan-
guage: “THIS (POLICY, CERTIFICATE OR
SUBSCRIBER CONTRACT) IS NOT A
MEDICARE SUPPLEMENT (POLICY OR
CONTRACT). If you are eligible for Medi-
care, review the Medicare Supplement
Buyer’s Guide available from the company.”

(11) Requirements for Replacement.

(A) Application forms shall include a ques-
tion designed to elicit information as to
whether a Medicare supplement policy or
certificate is intended to replace any other
accident and sickness policy or certificate
presently in force. A supplementary applica-
tion or other form to be signed by the appli-
cant containing such a question may be used.

(B) Upon determining that a sale will
involve replacement, an insurer, other than a
direct response insurer or its agent, shall fur-
nish the applicant, prior to issuance or deliv-
ery of the Medicare supplement policy or cer-
tificate, a notice regarding replacement of

accident and sickness coverage. One (1) copy
of the notice shall be provided to the appli-
cant and an additional copy signed by the
applicant shall be retained by the insurer. A
direct response insurer shall deliver to the
applicant at the time of the issuance of the
policy the notice regarding replacement of
accident and sickness coverage. In no event,
however, will this notice be required in the
solicitation of accident-only and single pre-
mium nonrenewable policies.

(C) The notice required by subsection
(11)(B) for an insurer, other than a direct
response insurer, shall be provided in sub-
stantially the form as indicated in Appendix
B.

(D) The notice required by subsection
(11)(B) for a direct response shall be as indi-
cated in Appendix C.

(12) Filing Requirements for Advertising.
Every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits in this state shall pro-
vide a copy of any Medicare supplement
advertisement intended for use in this state
whether through written, radio or television
medium to the (director) of insurance of this
state for review or approval by the (director)
to the extent it may be required under state
law.

(13) Separability. If any provision of this rule
or the application of it to any person or cir-
cumstance is for any reason held to be
invalid, the remainder of the rule and the
application of that provision to other persons
or circumstances shall not be affected by it.

(14) Effective Date. This rule shall be effec-
tive on November 1, 1989.

AUTHORITY: sections 376.864, 376.869,
376.874 and 376.879, RSMo (Cum. Supp.
1989). This rule was previously filed as 4
CSR 190-14.113. Emergency rule filed July
18, 1989, effective Sept. 1, 1989, expired
Oct. 31, 1989. Original rule filed July 18,
1989, effective Nov. 1, 1989.

*Original authority: 376.864, RSMo (1989), amended
1992, 376.869 and 376.874, RSMo (1989); and 376.879,
RSMo (1989), amended 1992.
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APPENDIX A

({COMPANY NAME)
OUTLINE OF MEDICAHRE
SUPPLEMENT COVERAGE
i Reaa vour policy carefullv—This vutline of coverage provides a very brief deseription of the important features of your policy. This is nat the
insuranece contract and only the aclual policy provisions will contrel. The policy itself sets forth in detail the nghts and obligations of both
ynu and veur insurance company. It is, therefore, important that yeu READ YOUR POLICY CARKFULLY!

2. Medicare Supplement Coverage—Policies of this category are designed to supplement Medicare by covering some hospital, medical and
surgical services which are partially covered hy Medicare. Coverage 18 provided for hospital inpatient charges and some physician charges,
suliect to any deductibles and eopayment provisions which may be in addition to those provided by Medicare and subject to other limitations
which may be set forth in the palicy. The poliey does not provide benefits for custodial care such as help in walking. getting in and out of
led, eating. dressing, hathing and taking medicine (delete if such coverage is provided).

- A {for agents): Neither (fnsert company s name) nor its agents are connected with Medicare.
B. {for direct responses): (inseri company’s name} 12 nol connected with Medicare.

1. 1A brief summary of the major medical benefit gaps in Medicare Parts A & B with a parailel description of supplemental henefits, including
dollar amounts (and indexed eopayments or deduetibles, as appropriate) provided by the Medicare supplement coverage in the following

order:
THIS POLICY .
DESCRIPTION PAYS YOU PAY
SERVICE
PART A

INPATIENT HOSPITAL SERVICES:
Semiprivate Rovm & Board
Miscellaneous Hespital Services

& Supplies, such as Drugs,

X rays, Lab Tests & Operating Room
SKILLED NURSING FACILITY CARE
BLOOD
PARTS A& B

Home Health Services

PARTB

MEDICAL EXPENSE:

Services uf a Physician/
Ontpatient Services

Mediesl Supphes Other Than
Prescribed Drugs

BLOOL

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS
Secretary of State
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THIS POLICY
DIESCRIPTION PAYS _ YOU PAY o -
SEBVICE

MAMMOGRAPHY SCREENING
OUT OF POCKET MAXIMUM
PRESCRIPTION DRUGS
MIECELLANEOQUS
Home L¥.-Drug Therapy
linmunvsuppressive Drups

Respite Care Benefitz

IN ANDITION TO THIS QGUTLINE OF COVERAGE (INSURANCE COMPANY NAME) WILL SEND AN ANNUAL NOTICE TO YOIT30 TIAYS
PRIOR TO THE EFFECTIVE DATE OF MEDICARE CHANGES WHICH WILL DESCRIBE THESE CHANGES ANDTHE CHANGES IN YOUR
MEDICARE SUPPLEMENT COVERAGE.

A i The following charts shall accompany the outline of coverage:)

10 CODE OF STATE REGULATIONS (10/31/19) JOHN R. ASHCROFT
Secretary of State
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Service

PART A

[npatient Hospital
Servicey

Semiprivate
Room & Board

Miscellancous
Haosmial Serviees
& Supplies, such as
Drugs, X rays, Lab
Tests & Operating
Room

1988

All but $540 for
fivst 60 days/
benefit period

Allbut 8135 a
day for 61s1—90th
day‘benefit period

All but $270 a day
fur 91st—150th day
iif the individual
chooses to use A

nonrenewable lifetime

:
reserve days!

Nothing beyond 150
days

APPENDIX A
Part A
MEDICARE BENEFITS [N
1989 1990
All but 8364 Al but Part A

deduetible for an deductible for an
unlimited number of

days-calendar year

unlimited number of
days/calendar yeur

1981

All but Part &
deductible fur an
unlimited number of
duys-ealendar year

LR EE R R S LR R L T L LR T L P R P e b P b T e e T Tt T Y Y e P T T e e r Y T

Skilled Nursing
Facility Care

Rlowd

1003 of costs for
Lst 20 davs {after
a . day prior
hospital confinement)

All hut 867.50
aday for 1st—
100th days

Nothing heyond
100 days

80% of Medicare
reasonable costs
for first & days per
calendar year w/out
prior hospitalization
requirement

0% for st § davs/
calendar year

100% for Bth—150th
dayv/calendar year

100 of costs
thereafter up to
160 days/calendar
year

80% for 1st & days/
calendar vear

100% for 9th—150th
day/calendar vear

LR e e s R L P PR e T et P P L e P P e e T R P S P L P L E e E R T P )

Pays all costs exeept
nonreplacement feey
(blood deductibie)
for first 3 pints in

each benelit period

All but bload

Pays all costs
except payment of

deductible costs for first 3
fequal to costs for pints}
first 3 pints} each
calendar year.
Part A hlood

deduetible reduced
to the extent paid
under Part B

deduetible (equal to

All but blond

deductible {equal to
vosts for first 3
pints)

LR RS RS et e b2 s o o Lt L et bt g o R SRR S P P P PR P L LS E AR PR PR B LT RS PR P2 22 22 R LRy F T R E 2y e T - e e
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APPENDIX A
PartB
MEDICARE BENEFITS IN
IEEEEEE 22222 L1 East B PR ] e 5 Fropokor o bk bR FEEEESY
Service 1988 1989 1990 1991
PARTS A&B
Home Health Services Intermitient skilled Same as 1984 Intermittent skilled Same as [990)
nursing care and other nursing care for up to
services in the home 7 davs a weelk for up to
(daily skilled nursing 38 days allowing for con-
care for up to 21 days tinuation of services
or longer in some under unusual cireum-
rases)—100% of covered stances; other services,
services and B0 of — 106K of covered services
durable medical equip- and 804 of durable medical
ment under both Parts eguipment under hoth
Parts A & B Parts A& B
[ bk Frm FTIeY e
PART K

Medical Expense: &% of reasonable

B0 after annual Bl of reasonable Same as 1930

Services of a charges after 375 deductible charges after §75
Physician/Outpatient an annval §75 annual deductible
Services deductible antil out-of-pocket
maximum is reached.
100% of reasonable
Medical Supplies charges are covered
Chther than for remainder of
Prescribed Drugs calendar year
ki $EEad ] ¥k
Blood BO% of costs except Pays 80% of all costs Same as 1989 Same as 1889
nonreplacement fees cxeept payment of
(blood deduetible) deductible {equal o
for 1st 3 pints in costs for first 3
each benefit period pints) each calendar
after 375 deductible year
Attt 2 ey p222 1] 3 ETkE
Mammography 80% of approved charge Same as 1990
Sereening for elderly and disabled
Medicare beneficiaries—
exams available every
other year for women 63
& over
FEERRRRERRRRT R R RN RRR B R RS P15 4] FEEdy Eis 1] L1 25 1]
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APPENDIX A

Part B

MEDICARE BENEFITS IN

REEE R ERRRRRA R Rk R R PR RN R RS R FY SRR R RS B kR R kokd Ekhk ke bRk bRkl ko 54 FEEITIEES Rdokgbd Rk dokddol gk okt ke ko
Service 1988 1990 1991
Out-of-Pocket $1370 consisting of $1370—will be adjusted
Maximum Part B 875 deductible, annually by secretary of
I"art B biood dedectible Health and Human
and 20%: colnsurance Services
FHEEOOCEE R R Rk ey TP KEERERREREXREEE IR L ERRER LR R L ERE ED ) £n e - L
Outpatient There is a $350 total Covered after $600
Preseription deductible applicable deductible subject to
Drugs to home LY, drug and H0% ennsurance

L bR R R P L EL I LIS R LRI 2R 2

PART R

Home LV-
Drug Therapy

FRERKRREIRHIS XD ETERXERERRLREEERE R EREERS ERCRARR R R RA L ER ¥

8% of costs during
1st year fullowing
a covered organ
transplant (no
special drug
deductible; only the
regular Part B
deductihle)

Immunosuppressive
Drug Therapy

Fdfkdmikbr kiRt R R R Rdd E ko ki

EEERE BEDRE

immunosuppressive drug
therapies as noted
below

FEREXTEREERER RN R R AT R R FERNFRL KBS AR R R R R PR R E R R R R R L AR LR SRS R AR EE k¥

50% of 1.V, therapy drugs
subjeet 1o $350 deductible
{deductible waived
if home therapy is a
continuation of therapy
initiated in a hospital)

Respite Care
Benefit

fead er e bet to s s R R R LT e LT PR E T F PR R T Y e e e e e ey ¥k hkk

costs during 2nd and
following years {subject
to $350 deductible)

In-home care for
chronically dependent
individual covered
for up to 80 hours
after either the out-
of-pocket limit or the
outpatieni drug deduct-
ibie has been met

B0% of LV, therapy
drugs subject to
standard drug deductible
{deductible waived
if home therapy is a
continpation of therapy
drugs initiated tn a

hospital)
$Ei44 FREEEERRE R R DO R R R R R R KRR KR K24
Same as 1058 Same as 1085 for 1st Same as 1990
vear following covered (subject to 8600
transplant; 50% of deduetible}

L T T Tt e e T e E L i ettt ryyn

Same as 1990

FEFFEAREATEXERREREEF RRFERFRRRR A £ %S

JOHN R. ASHCROFT
Secretary of State
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APPENDIX A

6. Statement that the poliey does or does nit cover Lhe following:
{at Private duty nursing;
{by Skilled nureing home care costs ibeyond what 1s covered by Medicare);
ici Custedial nursing home care costs;
{d) Intermediate nursing home care costs;
iei Home health care above number of visits covered by Medicare;
ifj Physician charges {above Medicare's reasonable chargesy;, , .
igl Drugs (other than prescription drugs furnished during 4 hospital or skilled nursing facility stayh
[’E’J {"are received outside the li,"nl'ted States of America; and
(1) Dental care or dentures, checkups, routine immunizations, cosmetic surgery, routine foot eare and exarninations for the cost of eveglasses
or hearing aids.
7. A deseription of any policy provisions which exclude, eliminate, resist, reduce, limit, delay orin any uther manner operate to gualify payments
of the henefits deseribed in paragraph 4., including conspicuous statements—
ia) That the chart summarizing Medicare benefits only briefly describes the henefits; and
iby That the Health Care Financing Administration or its Medicare publications should be consulted for further details and hmitations.

& A description of policy provisions respecting renewability or continuation of coverage, including any reservation of rights to change premium.

8. The amount of premium for this policy.
DRAETING NOTE: The term “certificate” should be substituted for the word “policy” throughaut the outline of coverage, where appropriate.

14
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APPENDIX B

NOTICE OF APPLICANT REGARDING
REPLACEMENT OF ACCIDENT
AND SICKNESS INSURANCE

According to (vour epplication) {information you have furnished), vou intend {o lapse or otherwise terminate exasting accident and sickness
nsurance and replace it with a policy to be issucd by fCompany Name; Insurance Company. Your new policy provides thirty (30) days within which
vou may decide without cost whether vou desire to keep the policy. For your own information and protection, you should be aware of and seriously
consider certain factors which may affect the insuranee protection available to you under the new policy.

1. If an insurer, health services corporation or health maintenance organization replaces a Medicare supplement policy, it may nol deny benefits
under the replacing policy 1o an insuted on the basis that the benefits would be excluded as a preexisting condition, except to the extent that
the replaced policy would have excluded the benefits as a preexisting condition,

4. You may wish to securc the advice of your present insurer or its agent regarding the proposed replacement of your present policy. This is not
only yourright, but il is alse in your best interest to make sure you understand all therelevant factorsinvolved in replacing your present coverage.

3. If, after due consideration, vou still wish to ferminate your present policy and replace it with new coverage, be certain to truthfully and completely
answer all questions on the application concerning your medical/healih history, Failure to include all material medieal information on an
application may provide a basis for the company to deny any future claims and to refund your premium as though your policy had never been
in force. After the application has been completed and before you sign it, reread 1f carefully to be certain that all information has been properly
recorded. The above Notiee 10 Applicunt was delivered to me on:

i

(Date)

(Applicant’s Signature}

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS
Secretary of State

15



20 CSR 400-3—DEPARTMENT OF COMMERCE

l}sn AND INSURANCE Division 400—Life, Annuities and Health

APPENDIX C

NOTICE OF APPLICANT REGARDING
REPLACEMENT OF ACCIDENT
ANDSICEKNESS INSURANCE

According to (vour epplication) (information you have furnished) you intended to lapse or otherwisc terminate existing accident and sickness
insurance and replace it with the policy delivered herewith issued by {Company Name) Insurance Company. Your new policy provides thirty (30
days within which vou may decide without cost whether you desire to keep the policy. For your own information and protection, you should be
aware of and seriously consider certain factors which may affect the insurance protection available to you under the new poliey.

1. If an insurer, health services corporation ar health maintenance organization replaces a Medicare supplement poliey, it may not deny benefits
under the replacing policy to be an insured on the basis that the henefits would he exrluded as a preexisting condition, except to the extent that
the replaced policy would have excluded the benefits as a preexisting condition.

rZ

. You may wish to secure the adviee of vour present insurer or its agent regarding the proposed replacement of your present policy. This is not
only vour right, butitis also in your best interest to make sure you understand all the relevant factors involved in replacing your present coverage.

1. (7o be included only if the application is aitached to the policy.) If, after due consideration, you still wish to terminate your present policy and
veplace it with new roverage, read the copy of the application attuched 1o your new policy and be sure that all questions are answered fully and
correctly. Omissions or misstatements in the application could cause an otherwise valid claim o be denied. Carefully check the application and
write to [Company Name and Address) within ien (10) days if any information is not correct and eomplete, or if uny past medical history has
heen left out of the application.

“iCompany Name)

16
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APPENDIX D

(COMPANY NAME)
NOTICE OF CHANGES IN METHCARE AND YOUR MEDICARE SUPPLEMENT INSURANCE—-1989

YOUR HEALTH CARE BENEFITS PROVIDED BY THE FEDERAL MEDICARE PROGRAM WILL CHANGE BEGINNING JANUARY [, 1984,
ATDTITTIONAT CHANGES WILL OCCUR ON MEDICAL BEXNEFITS IN FOLLOWING YEARS. THE MAJOR CHANGES ARE SUMMARIZED
BELOW. THESE CHANGES WILL AFFECT HOSPITAL, MEDICAL AND OTHER SERVICES AND SUPPLIES PROVIDED UNDER
MEDICARE. BECAUSE OF THESE CHANGES, YOUR MEDICARE SUPPLEMENT COVERAGE PROVIDED BY (COMPANY NAME) WILL
CHANGE, ALS0. THE FOLLOWING OUTLINE BRIEFLY DESCRIBES THE MODIFICATIONS IN MEDICARE AND IN YOUR MEDICARE
SUPPLEMENT COVERAGE. PLEASE READ CAREFULLY!

(A BRIEF DESCRIPTION OF THE REVISIONS TO MEDICARE PARTS A & B WITH A PARALLEL DESCRIPTION OF SUPPLEMENTAL
BENEFITS WITH SUBSEQUENT CHANGES. INCLUDING DOLLAR AMOUNTS, PROVIDED BY THE MEDI{CARE SUPPLEMENT
COVERAGE IN SUBSTANTIALLY THE FOLLGWING FORMAT)

Services Medicare Benefits Your Medicare Supplement Coveruge

1

Effective January 1,
1983

Your Coverage Will Pay

Per Calendar Year

Fffective January 1, 1989

Medicare Will Pay Per
Calendar Year

Your 1988 Coverage
Per Benefit Period _

Meadicare Now Pays
Per Benefit Period

MEDICARE PART A First 60 days— Unlimited number of
SERVICES AND All but $540 hospital days after
SUPPLIES 8 ) deductible

flst to 90th day—
All but $135 a day
91st to [H0th day—
All but 8270 a day
fif individual
chooses to use &0
nonrenewable lifeiime

reserve days)
Beyond 150th day—
Nothing
SKILLED  Requires a 3-dayﬁ:rior There is no prior
NURSING FACILITY  stay and enter the confinement require-
CARE facility generally ment for this henefit

within 30 days after

hospital discharge
First 20 days—

100% of costs

21sl through 100th day—
All but 867 50

First 8 days—
All but $ yaday
9th through 150th day—
1% of costs

aday
Beyond 100 days— Beyond 150 days—
Nathing Nothing
JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS 17
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20 CSR 400-3—DEPARTMENT OF COMMERCE
l}sn AND INSURANCE Division 400—Life, Annuities and Health

APPENIIX I}

Services Medicarc Benefits Your Medical Supplement Coverage
Medicare Now Pavs In 1989 Medicare 'art B Your Policy Effective January |, 1989
Per Calendar Year Pays The Sume As [n 1988 Now Pays Your Policy Will Pay
MEDICARE PART B 807 of allowable NOTE: Medicare benefits.
SERVICES AND charges [after $73 change on January 1,
SUPPLIES deductible) 1990 as follows:

A% of allowable

charges (after § ]
deductible) until an

anrnual Medicare Catastrophic
Hmit ta met, 1005 of

allowable charges for the
remainder of the calendar vear.
The limit in 1980 1s $1370*

and will be wdjusted on an
annual hasis

PRESCRIPTION Inpatient prescription In 1989 Medicare covers
DRIUGE drugs only inpatient preseription drugs
only.

Effective January 1, 1990

Per Calendar Year
809 of allowable charges for
heme intravenous (I.V.) therapy
drugs and 50% of allowable
charges for immunosuppressive
drugs after ($950 1n 19908
calendar year deductible is
met.

Effective January 1, 199t

Per Calendar Year
inpatien] prescription drugs:
50% of allowable charges for all
other outpatient prescription drugs
after a $600 calendar year
deductible 15 met (the deductible
will change). Coverage will
increase 1o 60% of allowahle
charges in 1992 and to 80% of
allowable charges from 1993 on.

CODE OF STATE REGULATIONS (10/31/19) JOHN R. ASHCROFT
Secretary of State



Chapter 3—Medicare Supplement Insurance 20 CSR 400-3 csn

APPENDIX D)

*Expenses that count toward the Part B Medicare Catastrophie Limit include: the Part B deductible and copayment charges and the
Part B blood deductible charges.

{ANY ADDITIONAL BENEFITS)
i Describe any eoveroge provisions ehanging due to Medicare modifications)

[Iﬁglgde inf[;rmaféon about premium adjustments that mey be necessary due to changes in Medicare benefits, or when premium changes, information
witl de send.

THIS CHART SUMMARIZING THE CHANGES IN YOUR MEDICARE BENEFITS AND IN YOUR MEDICARE SUPPLEMENT PROVIDED BY
{COMPANY) ONLY BRIEFLY DESCRIBES SUCH BENEFITS. FOR INFORMATION ON YOUR MEDICARE BENEFITS CONTACT YOUR
SOCTAL SECURITY OFFICE OR THE HEALTH CARE FINANCING ADMINISTRATION. FOR INFORMATION ON YOUR MEDICARE
SUPPLEMENT {POLICY) CONTACT:

(COMPANY QR FOR AN INDIVIDUAL POLICY-NAME OF AGENT) IADDRESS/PHONE NUMBER)

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS 19
Secretary of State



20 CSR 400-3—DEPARTMENT OF COMMERCE

AND INSURANCE

Division 400—Life, Annuities and Health

APPENDIX K

COMPANY VAME

NOTICE OF CHANGES IN MEDICARE AND YOUR MEDICARE SUPPLEMENT COVERAGE—1980

YOUR HEALTH CARE BENEFITS PROVIDED BY THY FEDERAL MEDICARE PROGRAM WILL CHANGE BEGINNING JANUARY ©. 18490
ADDITIONAL CITANGES WILL QCCUR IN MEDICAL BENEFITS N FOLLOWING YEARS. THE MAJOR CHANGES ARE SUMMARIZED
BELOW. THESE CHANGES WILL AFFECT HOSPITAL, MEDICAL AND (THER SERVICES AND SUPPLIES PROVIDED UNDER
MEDICARE. RECAUSE (F THESE CHANGES YOUR MEDICARE SUPPLEMENT COVERAGE PROVIDED BY (COMPANY NAME, WILL
CHANGE, ALSO. THE FOLLOWING QUTLINE BRIEFLY DESCRIBES THE MODIFICATIONS IN MEDICARE AND IN YOUR MEDICARE

SUPPLEMENT COVERAGE. PLEASE READ THIS CAREIFULLY!

A BRILE DESCRIPTION OF THE REVISIONS T0O MEDICARE PARTS A & B WITH A PARALLE]L DESCRIPTION OF SUPPLEMENTAL
RENEFITS WITH SUBSEQUENT CHANGES, INCLUDING DOLLAR AMOUNTS, PROVIDED BY THE MEDICARE SUPPLEMENT

COVERAGE IN SUBSTANTIALLY THE FOLLOWING FORMAT

Services

MEDICARE PART A
SERVICES AND
sUPPLIES
SKILLED NURSING
FACILITY CARE

Medicare Benefits

Medicare Now Pavs
Per Calendar Year

Unlimited number of
hospiial days after
8564 deductible

There s no prioy
ronfinement require-
ment for this henefit

First & days— )
All but & TE Gy

Gth through 1A0th duy—
1007 of ensts

Beyond 150 days—
Nothing

Effective January J,
1990, Medieare Will
Pay Per Calendar Year

Calendar Year

Your Medicare Supplement Coverage

Your Coverage
Noiw Prys Per

Effcctive January 1, 1930
Your Coverage Wil Pay
Per Calendar Year
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Chapter 3—Medicare Supplement Insurance 20 CSR 400-3 csn

APPENDIX E
Services Medicare Benefits Your Medicare Supplement Coverage
Effective January 1, Your Covirage Effective January ‘l, 14450
Medicare Now Pays 199, Medicare Will Pays Per Now Your Coverage Will Pay
Per Calendar Year Pay Per Calendar Yoear Calendar Year Per Culendar Year
MECARE PART B 0% of allowable charges
SERVICES AND lafter 875 deductible)
SUPPLIES until an annual Medicare

Catastrophic Limit * 1s met.
106% of ;ﬁluwahle charges
for the remainder of the
calendar year. The limit

in 199015 $1370 and will

he adjusted on an annual

hasis.
PRESCRIPTION Inpatient prescription deugs.
UGs 80¥% of allowable ch Arges for

home intravenous (1.Y.) therapy

drugs and 50% of allowable

charges for immunosuppressive

drugs after ($550 in 18900

calendar year dedueetible is met,
*lxpenses that count lowurd the Part B Medicure Catastrophic Limit include; the Part B deductible and copayment charges and the Part B blood
deductible charges.

IANY ADIHTIONAL BENEFITS)
iDeseribe any coverage provisions changing due ty Medicare modificaiions )

iinclude information ebout premium adjustments thal may be necessary due to changes in Medicare benefits, or when premium changes, information
will be sent.)

THIS CHART SUMMARIAING THE CHANGES IN YOUR MEDICARE BENEFITS AND IN YOUR MEDICARE SUPPLEMENT PROVIDED BY
ICOMPANY) ONLY BRIEFLY DESCRIBES SUCH BENEFITS. FOR INFORMATION ON YOUR MEDICARE BENEFITS, CONTACT YOUR
SGCIAL SECURITY OFFICE OR THE HEALTH CARE FINANCING ADMINISTRATION. FOR INFORMATION ON YOUR MEDICARE
SUPPLEMENT (POLICY, CONTACT:

(COMPANY OF FOR AN INDIVIDUAL POLICY—NAME OF AGENTY  (ADDRESS: PHONE NUMBER,

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS
Secretary of State
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20 CSR 400-3—DEPARTMENT OF COMMERCE

AND INSURANCE

Division 400—Life, Annuities and Health

APPENDIX F

(COMPANY NAME)

NOTICE OF CHANGES IN MEDICARE AND YOUR MFEDICARE SUPPLEMENT COVERAGE—-1891

YOUR HEALTH CARE BENEFITS PROVIDED RY THE FEDERAL MEDICARE PROGRAM WILL CHANGE BEGINNING JANUARY 1, 1891
ADDITIONAL CHANGES WILL OCCUR IN MEDICAL BENEFITS IN FOLLOWING YEARS. THE MAJOR CHANGES ARE SUMMARIZED
BELOW. THESE CHANGES WILL AFFECT HOSPITAL, MEDICAL AND OTHER SERVICES AND SUPPLIES PROVIDED UNDER
MEDICARE. BECAUSE OF THESE CHANGES YOUR MEDICARE SUPPLEMENT COVERAGE PROVIDED BY iCOMPANY NAME) WILL
CHANGE, ALSO. THE FOLLOWING QUTLINE BRIEFLY DESCRIBES THE MODIFICATIONS IN MEDICARE AND IN YOUR MEDICARE
SUPPLEMENT COVERAGE. PLEASE READ THIS CAREFULLY!

14 BRIEF DESCRIPTION OF THE REVISIONS TO MEDICARE PARTS A & B WITH A PARALLEL DESCRIPTION OF SUPPLEMENTAL
BENEFITS WITH SUBSEQUENT CHANGES, INCLUDING DOLLAR AMOUNTS, PROVIDED BY THE MEDBICARE SUPPLEMENI
COVERAGE IN SUBSTANTIALLY THE FOLLOWING FORMAT)

Serviges

MEDICARE PART A
SERVICES AND
SUPPLIES

SKILLED NURSING
FACILITY CARE

Mecdicare Benefits

Medicare Now Pays
Per Calendar Year

Unlimited number of
hospital days after
80 ) deductible

There is no priar
conflnement require
ment for this benefit

First 8 days—

Allbut §{ Jaday

Sth through 150th day—
100% of costs

Beyond 150 days—
Nothing

Effective January 1,
1991 Medicare Will Pay
Per Calendar Year

Your Medicare Supplement Coverage

Your Coverage
Now Pays Per
(Calendar Year

Effective January [, 1991
Your Coverage Will Pay
Per Calendar Year
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APPENDIX F
Services Medicare Benefits Your Medicare Supplement Coverage
Effective January 1, Your Coverage Effective January 1, 1991
Medicare Now Pays 1991 Medicare Will Pay Now Pays Per Your Coverage Will Pay
Per Calendar Year Per Calendar Year Calendar Year Per Calendar Year
MEDICARE PART B 80% of allowable charges
SERVICES AND {after $7b deductible)
SUPPLIES until an annual Medicare
Catastrophic Limit * is met.
100% of aliowable charges
for the remainder of the
calendar year. The limit
in 1991 is §( ) and will
be adjusted on an annual
basis.
PRESCRIPTIGN Inpatient prescription Inpatient prescription
DRUGS drugs, 50% of allowable drugs 60% of allowable
charges for all other charges for all other
putpatient prescription outpatient prescription
drugs, untif$50{] drugs, unt.iF$652
calendar year deductible calendar year deductible
is met. 15 met. Coverage will
increase to 80% of allowahle
charges from 1983 on, and

deductible will be adjusted
on an annual basis.

*Lxpenses that count toward the Part B Medicare Catastrophic Limit include: the Part B deduetible and copayment charges and the Part B blood
deductible charges.

(ANY ADDITIONAL BENEFITS)
(Describe any coverage provisions chenging due to Medicare modifications.)

i r;;ffgde mﬁ;rm etion about premium adfusiments thot may be necessary due to changes in Medicare benefits, or when premium changes informetion
whild fe sent
THIS CHART SUMMARIZING THE CHANGES IN YOUR MEDICARE BENEFITS AND IN YOUR MEDICARE SUPPLEMENT PROVIDED BY
(COMPANY) ONLY BRIEFLY DESCRIBES SUCH BENEFITS. FOR INFORMATION ON YOUR MEDICARE BENEFITS, CONTACT YOUR
SOCIAL SECURITY OFFICE OR THE HEALTH CARE FINANCING ADMINISTRATION. FOR INFORMATION ON YOUR MEDICARE
SUPPLEMENT (POLICY), CONTACT:

(COMPANY OK FOR AN INDIVIDUAL POLICY—NAME OF AGENT)  {ADDRESS/FHUONE NUMBER)

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS
Secretary of State
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20 CSR 400-3—DEPARTMENT OF COMMERCE
csn AND INSURANCE

Division 400—Life, Annuities and Health

20 CSR 400-3.300 Medicare Supplement
Loss Ratio Standards
(Rescinded August 28, 1994)

20 CSR 400-3.400 Model Rule to Imple-
ment Transitional Requirements for the
Conversion of Medicare Supplement
Insurance Benefits and Premiums to Con-
form to Repeal of Medicare Catastrophic
Coverage Act

PURPOSE: This rule assures the orderly
implementation and conversion of Medicare
supplement insurance benefits, coverage and
premiums due to changes in the federal Medi-
care program.

Editor’s Note: The secretary of state has
determined that the publication of this rule in
its entirety would be unduly cumbersome or
expensive. The entire text of the material ref-
erenced has been filed with the secretary of
state. This material may be found at the
Office of the Secretary of State or at the head-
quarters of the agency and is available to any
interested person at a cost established by
state law.

(1) This rule shall apply to all Medicare sup-
plement coverage delivered or issued for
delivery in this state. The provisions of this
rule shall have precedence over the provisions
of any other regulation of this state to the
extent necessary to assure that—

(A) Benefits do not duplicate benefits
payable by Medicare;

(B) Benefits are adjusted to reflect changes
in Medicare benefits;

(C) Applicants receive adequate notice and
disclosure of changes in their Medicare sup-
plement coverage; and

(D) Appropriate premium adjustments are
made in a timely manner.

(2) Definitions. For the purposes of this
rule—

(A) Applicant means—

1. In the case of an individual Medicare
supplement policy or contract, the person
who seeks to contract for insurance benefits;
and

2. In the case of a group Medicare sup-
plement policy or contract, the proposed cer-
tificate holder;

(B) Certificate means any certificate issued
under a group Medicare supplement policy
which has been delivered or issued for deliv-
ery in this state; and

(C) Medicare supplement policy means a
group or individual policy of accident and
health insurance, or a subscriber contract of

health service corporations, which is adver-
tised, marketed or designed primarily to sup-
plement coverage for hospital, medical or
surgical expenses incurred by an insured per-
son which are not covered by Medicare. This
term does not include:

1. A policy or contract of one (1) or
more employers or labor organizations, or of
the trustees of a fund established by one (1)
or more employers or labor organizations, or
a combination of them for employees or for-
mer employees or a combination of them, or
for members or former members or a combi-
nation of them of the labor organization;

2. A policy or contact of any profession-
al, trade or occupational association for its
members, former or retired members or a
combination of them if the association—

A. Is composed of individuals all of
whom are actively engaged in the same pro-
fession, trade or occupation;

B. Has been maintained in good faith
for purposes other than obtaining insurance;
and

C. Has been in existence for at least
two (2) years prior to the date of its initial
offering of the policy or plan to its members;
or

3. Individual policies or contracts issued
pursuant to a conversion privilege under a
policy or contract of group or individual
insurance when the group or individual poli-
cy or contract includes provisions which are
inconsistent with the requirements of sections
376.850—376.885, RSMo nor to Medicare
supplement policies being issued to employ-
ees or members as additions to franchise
plans in existence on July 1, 1982.

(3) Benefit Conversion Requirements.

(A) Effective January 1, 1990 no Medicare
supplement insurance policy, contract or cer-
tificate in force in this state shall contain ben-
efits which duplicate benefits provided by
Medicare.

(B) Benefits eliminated by operation of the
Medicare Catastrophic Coverage Act of 1988
transition provisions shall be restored.

(C) For Medicare supplement policies sub-
ject to the minimum standards adopted by the
states pursuant to Medicare Catastrophic
Coverage Act of 1988, the minimum benefits
shall be—

1. Coverage of Part A Medicare-eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first day
through the ninetieth day in any Medicare
benefit period;

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount;

3. Coverage for Part A Medicare-eligi-
ble expenses incurred as daily hospital
charges during use of Medicare’s lifetime
hospital inpatient reserve days;

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, coverage of ninety percent
(90%) of all Medicare Part A eligible expens-
es for hospitalization not covered by Medi-
care subject to a lifetime maximum benefit of
an additional three hundred sixty-five (365)
days;

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with
federal regulations or already paid for under
Part B;

6. Coverage for coinsurance amount of
Medicare-eligible expenses under Part B
regardless of hospital confinement, subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible (seventy-five dollars ($75)); and

7. Effective January 1, 1990 coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells, as
defined under federal regulations), unless
replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount.

(D) General Requirements.

1. No later than January 31, 1990, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
or benefits to a resident of this state shall
notify its policyholders, contract holders and
certificate holders of modifications it has
made to Medicare supplement insurance poli-
cies or contracts. This notice shall be in the
format prescribed in Appendix A.

A. The notice shall include a descrip-
tion of revisions to the Medicare program and
a description of each modification made to
the coverage provided under the Medicare
supplement insurance policy or contract.

B. The notice shall inform each cov-
ered person as to when any premium adjust-
ment due to changes in Medicare benefits
will be effective.

C. The notice of benefit modifications
and any premium adjustments shall be in out-
line form and in clear and simple terms so as
to facilitate comprehension.

D. The notice shall not contain or be
accompanied by any solicitation.

2. No modifications to an existing Medi-
care supplement contract or policy shall be
made at the time of or in connection with the
notice requirements of this regulation except

24
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to the extent necessary to accomplish the pur-
pose of this regulation.

(4) Form and Rate Filing Requirements.

(A) As soon as practicable, but no longer
than forty-five (45) days after the effective
date of the Medicare benefit changes, every
insurer, health care service plan or other enti-
ty providing Medicare supplement insurance
or contracts in this state shall file with the
Department of Commerce and Insurance, in
accordance with the applicable filing proce-
dures of this state—

1. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. Supporting documents as necessary to
justify the adjustment shall accompany the
filing; and

2. Any appropriate riders, endorsements
or policy forms needed to accomplish the
Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare and to provide the bene-
fits required by section (3). These riders,
endorsements or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or contract.

(B) Upon satisfying the filing and approval
requirements of this state, every insurer,
health care service plan or other entity pro-
viding Medicare supplement insurance in this
state shall provide each covered person with
any rider, endorsement or policy form neces-
sary to make the adjustments outlined in sec-
tion (4).

(C) Any premium adjustments shall pro-
duce an expected loss ratio under the policy
or contract as will conform with minimum
loss ratio standards for Medicare supplement
policies and shall result in an expected loss
ratio at least as great as that originally antic-
ipated by the insurer, health care service plan
or other entity for the Medicare supplement
insurance policies or contracts. Premium
adjustments may be calculated for the period
commencing with Medicare benefits changes.

(5) Offer of Reinstitution of Coverage.

(A) Except as provided in subsection
(5)(B), in the case of an individual who had
in effect, as of December 31, 1988, a Medi-
care supplemental policy with an insurer (as
a policyholder or, in the case of a group pol-
icy, as a certificate holder) and the individual
terminated coverage under this policy before
the date of the enactment of the repeal of the
Medicare Catastrophic Coverage Act of 1988,
the insurer shall—

1. Provide written notice no earlier than
December 15, 1989 and no later than January
30, 1990 to the policyholder or certificate

holder (at the most recent available address)
of the offer described in this rule; and

2. Offer the individual, during a period
of at least sixty (60) days beginning not later
than February 1, 1990, reinstitution of cover-
age (with coverage effective as of January 1,
1990) under terms which—

A. Do not provide for any waiting
period with respect to treatment of preexist-
ing conditions;

B. Provide for coverage which is sub-
stantially equivalent to coverage in effect
before the date of the termination; and

C. Provide for classification of premi-
ums which are at least as favorable to the pol-
icyholder or certificate holder as the premi-
um classification terms that would have
applied to the policyholder or -certificate
holder had the coverage never terminated.

(B) An insurer is not required to make the
offer under paragraph (5)(A)2. in the case of
an individual who is a policyholder or certifi-
cate holder in another Medicare supplement
policy as of January 1, 1990 if the individual
is not subject to a waiting period with respect
to treatment of a preexisting condition under
the other policy.

(6) Requirements for New Policies and Cer-
tificates.

(A) Effective January 1, 1990 no Medicare
supplement insurance policy, contract or cer-
tificate shall be delivered or issued for deliv-
ery in this state which provides benefits
which duplicate benefits provided by Medi-
care. No medicare supplement insurance pol-
icy, contract or certificate shall provide less
benefits than those required under the exist-
ing Medicare Supplement Insurance Mini-
mum Standards Model Act or Regulation
except where duplication of Medicare bene-
fits would result and except as required by
transition provisions.

(B) General Requirements.

1. Within ninety (90) days of April 16,
1990, every insurer, health care service plan
or other entity required to file its policies or
contracts with this state shall file new Medi-
care supplement insurance policies or con-
tracts which eliminate any duplication of
Medicare supplement benefits with benefits
provided by Medicare, which adjust mini-
mum required benefits to changes in Medi-
care benefits and which provide a clear
description of the policy or contract benefit.

2. The filing required under paragraph
(6)(B)1. shall provide for loss ratios which
are in compliance with all minimum stan-
dards.

3. Every applicant for a Medicare sup-
plement insurance policy, contract or certifi-
cate shall be provided with an outline of cov-

erage which simplifies and accurately
describes benefits provided by Medicare and
policy or contract benefits along with benefit
limitations.

(7) Filing Requirements for Advertising.
Every insurer, health service plan or other
entity providing Medicare supplement insur-
ance or benefits in this state shall provide a
copy of any advertisement intended for use in
this state whether through written, radio or
television medium to the director of insur-
ance of this state for review or approval by
the director to the extent it may be required
under state law. This advertisement shall
comply with all applicable laws of this state.

(8) Buyer’s Guide. No insurer, health care
service plan or other entity shall make use of
or otherwise disseminate any buyer’s guide
or informational brochure which does not
accurately outline current Medicare benefits
and which has not been adopted by the direc-
tor.

(9) Separability. If any provision of this rule
or the application of it to any person or cir-
cumstance is for any reason held to be
invalid, the remainder of the regulation and
the application of that provision to other per-
sons or circumstances shall not be affected by
1t.

AUTHORITY:  sections 374.045 and
376.850—376.890, RSMo (1986).* This rule
was previously filed as 4 CSR 190-14.620.
Emergency rule filed Dec. 22, 1989, effective
Jan. 1, 1990, expired April 15, 1990. Origi-
nal rule filed Jan. 17, 1990, effective April
16, 1990. Non-substantive change filed Sept.
11, 2019, published Oct. 31, 2019.

*Original authority: 374.045, RSMo (1967); 376.850,
RSMo (1981), amended 1989; 376—376.864, RSMo
(1989), amended 1992; 376.869—376.874, RSMo (1989),
amended 1990, 1992; 376.879—376.889, RSMo (1989),
amended 1992; and 376.890, RSMo (1981), amended
1988.

JOHN R. ASHCROFT
Secretary of State

(10/31/19)
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APPENDIX A
fCOMPANY NAME)

NOTICE OF CHANGES IN MEDICARE AND YOUR MEDICARE SUPPLEMENT COVERAGE—-1990

THE FOLLOWING OUTLINE BRIEFLY DESCRIBES THE MODIFICATIONS IN MEDICARE AND IN YOUR MEDICARE SUPPLEMENT
COVERAGE. PLEASE READ THIS CAREFULLY!

(A BRIEF DESCRIPTION OF THE REVISIONS TO MEDICARE PARTS A & B WITH A PARALLEL DESCRIPTION OF SUPPLEMENTAL
BENEFITS WITH SUBSEQUENT CHANGES, INCLUDING DOLLAR AMOUNTS, PROVIDED BY THE MEDICARE SUPPLEMENT

COVERAGE IN SUBSTANTIALLY THE FOLLOWIN

G FORMAT)

Services Medicare Benefits Your Medicare Supplement Coverage
In 1989 Medicare Pays Effective January 1 In 1989 Your Effective January 1, 1990
Per Calendar Year 1990 Medicare Will i’ay Coverage Pays Your Coverage Will Pay
MEDICARE PART A
SERVICES AND
SUPPLIES
Inpatient Unlimited number of All but $592 for
ospital hospital days after first 60 days/
Services $568 deductible benefit period
Semiprivate All but $148 a day
Room & Board for 61st—90th
day/benefit period
Mise. Hospital All but $296 a da
Services Ez for 91st—150th day
Su;g)lies, such (if individual chooses
as [rugs, X rays, to use 60 nonrenewable
Lab Tests & lifetime reserve days)
Operating Room
BLOOD Pays all costs except Pays all costs except
ayment of deductible nonreplacement feea
equal to costs for {hlood deductible) for
first 3 pints) each first 3 pintain each
calendar year. Part A benefit period
blood deductible
reduced to the extent
paid under Part B
SKILLED NUBSING  There is no prior 100% of casts for
FACILITY CARE confinement require- first 20 days (ﬁf’t&r
ment for this benefit a J-day prior hospital
confinement} benefit
peried
First 8 days— All but $74.00 a day
All but $25.50 a day for 21st—100th day/
benefit period
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Services

MEDICARE PART B
SERVICES AND
SUPPLIES

PRESCRIPTION
DR

IGS

BLOOD

APPENDIX A

Medicare Benefits

In 1989 Medicare Pays

Effective January 1,

Per Calendar Year 18490 Medicare Will Pay
9th through 150th dav—  Beyond 100 days
100% of costs Nothing/benefit period
Beyond 150 days—
Nothing
80% of allowable charges  80% of allowable charges
{after $75 deductible) {after §75 deductible/

Inpatient prescription
drugs. 80% of allowable
charges for immunosup-
%resswe drugs during the
rst year following a
covered transplant (after

calendar year)

Ingatient rescription drugs.
80% of allowable charges for
immunosuppressive drugs
during the first year
following a covered
tranaplant {after 875

$70 deductiblescalendar year) deductible/calendar year)

80% of all costs except

80% of coste except

nonteplacement fees (blood nonreplacement fees (blond

deductible} for first 3
pints in each benefit

deductible) for first 3
pints in each benefit

period (after $75 deduetible/ period (after §75 deductible/

calendar year)

calendar year)

In 1989 Yuur
Coverage Pays

Your Medicare Supplement Coverage

FEffective January 1, 1990
Your Coverage Will Pay

(Any other policy benefits not mentioned in this chart should be added to the chart in the order prescribed by the outline of coverage. If there are
corresponding Medicare benefits, they should be shown.)

{Describe any coverage provisions changing die to Medicare modifications.)
{Inelude information about when premium adjustments that may be necessary due to changes in Medicare benefits witl be effective.)

THIS CHART SUMMARIZING THE CHANGES IN YOUR MEDICARE BENEFITS AND IN YOUR MEDICARE SUPPLEMENT 'ROVIDED BY
{COMPANY) ONLY BRIEFLY DESCRIBES SUCH BENEFITS. FOR INFORMATION ON YOUR MEDICARE BENEFITS. CONTACT YOUR
S0OCIAL SECURITY OFFICE OR THE HEALTH CARE FINANCING ADMINISTRATION. FOR INFORMATION ON YOUR MEDICARE
SUPPLEMENT (POLICY) CONTACT:

(COMPANY OR FOR AN INDIVIDUAL POLICY—NAME OF AGENT) (ADDRESS/PHONE NUMBER)

JOHN R. ASHCROFT
Secretary of State

(10/31119)
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20 CSR 400-3.500 Medicare Supplement
Insurance Minimum Standards—Decem-
ber 31, 1990 to July 29, 1992

PURPOSE: This rule provides for the reason-
able standardization of coverage and simplifi-
cation of terms and benefits of Medicare sup-
plement  policies;  facilitates  public
understanding and comparison of these poli-
cies; eliminates provisions contained in the
policies which may be misleading or confus-
ing in connection with the purchase of the
policies or with the settlement of claims; and
provides for full disclosures in the sale of
accident and sickness insurance coverages to
persons eligible for Medicare by reason of
age.

Editor’s Note: The secretary of state has
determined that the publication of this rule in
its entirety would be unduly cumbersome or
expensive. The entire text of the material ref-
erenced has been filed with the secretary of
state. This material may be found at the
Office of the Secretary of State or at the head-
quarters of the agency and is available to any
interested person at a cost established by
state law.

(1) Applicability and Scope. Except as other-
wise specifically provided in sections (8) and
(9), this rule shall—

(A) Apply to all Medicare supplement
policies and subscriber contracts delivered or
issued for delivery in this state on or after the
effective date of this rule, December 31,
1990 and before July 30, 1992 except to the
extent modified by 20 CSR 400-3.600(5);

(B) Apply to all certificates delivered or
issued for delivery in this state under group
Medicare supplement policies or subscriber
contracts; and

(C) Not apply to a policy or contract of one
(1) or more employers or labor organizations,
or of the trustees of a fund established by one
(1) or more employers or labor organizations,
or a combination of them, for employees or
former employees or a combination of them,
or for members or former members, or a
combination of them, of the labor organiza-
tions.

(2) Definitions. For the purposes of this
rule—
(A) Applicant means—

1. In the case of an individual Medicare
supplement policy or subscriber contract, the
person who seeks to contract for insurance
benefits; and

2. In the case of a group Medicare sup-
plement policy or subscriber contract, the
proposed certificate holder;

(B) Certificate means any certificate deliv-
ered or issued for delivery in this state under
a group Medicare supplement policy or sub-
scriber contract; and

(C) Medicare supplement policy means a
group or individual policy of accident and
sickness insurance or a subscriber contract of
a health service corporation or health mainte-
nance organization (HMO) which is adver-
tised, marketed or designed primarily as a
supplement to reimbursements under Medi-
care for the hospital, medical or surgical
expenses of persons eligible for Medicare by
reason of age. A contract or certificate of an
HMO which provides coverage to Medicare
enrollees in connection with the HMO’s con-
tract with the Health Care Financing Admin-
istration (HCFA) is not considered a Medi-
care supplement policy for the purposes of
this regulation.

(3) Policy Definitions and Terms. No insur-
ance policy or subscriber contract may be
advertised, solicited or issued for delivery in
this state as a Medicare supplement policy
unless the policy or subscriber contract con-
tains definitions or terms which conform to
the requirements of this section.

(A) Accident or accidental injury shall be
defined to employ result language and shall
not include words which establish an acci-
dental means test or use words such as exter-
nal, violent, visible wounds or similar words
of description or characterization.

1. The definition shall not be more
restrictive than the following: Injury(ies) for
which benefits are provided means accidental
bodily injury sustained by the insured person
which is the direct result of an accident, inde-
pendent of disease or bodily infirmity or any
other cause and occurs while insurance cov-
erage is in force.

2. The definition may provide that
injuries shall not include injuries for which
benefits are provided or available under any
Workers’ Compensation, employer’s liability
or similar law, or motor vehicle no-fault plan,
unless prohibited by law.

(B) Benefit period or Medicare benefit
period shall not be defined more restrictively
than it is defined in the Medicare program.

(C) Convalescent nursing home, extended
care facility or skilled nursing facility shall be
defined in relation to its status, facilities and
available services.

1. No definition shall be more restrictive
than one requiring that it—

A. Be operated pursuant to law;

B. Be primarily engaged in providing,
in addition to room and board accommoda-
tions, skilled nursing care under the supervi-
sion of a duly licensed physician;

C. Provide continuous twenty-four
(24)-hour-a-day nursing service by or under
the supervision of a registered graduate pro-
fessional nurse (RN); and

D. Maintain a daily medical record of
each patient.

2. The definition may exclude—

A. Any home, facility or any part of a
home or facility used primarily for rest;

B. A home or facility for the aged or
for the care of drug addicts or alcoholics; or

C. A home or facility primarily used
for the care and treatment of mental diseases
or disorders, or custodial or educational care.

(D) Health care expenses means expenses
of HMOs associated with the delivery of
health care services which are analogous to
incurred losses of insurers. These expenses
shall not include:

1. Home office or overhead costs;
2. Advertising costs;
3. Commissions and other acquisition

4. Taxes;

5. Capital costs;

6. Administrative costs; or

7. Claims processing costs.

(E) Hospital may be defined in relation to
its status, facilities and available services or
to reflect its accreditation by the Joint Com-
mission on Accreditation of Hospitals.

1. The definition of the term hospital
shall not be more restrictive than one requir-
ing that the hospital—

A. Operate pursuant to law;

B. Primarily and continuously engage
in providing or operating, either on its
premises or in facilities available to the hos-
pital on a prearranged basis and under the
supervision of a staff of duly licensed physi-
cians, medical, diagnostic and major surgical
facilities for the medical care and treatment of
sick or injured persons on an inpatient basis
for which a charge is made; and

C. Provide twenty-four (24)-hour
nursing service by or under the supervision of
RNs.

2. The definition of the term hospital
may state that the term shall not include:

A. Convalescent homes, convales-
cent, rest or nursing facilities;

B. Facilities primarily affording cus-
todial, educational or rehabilitory care;

C. Facilities for the aged, drug
addicts or alcoholics; or

D. Any military or veterans’ hospital
or soldiers’ home or any hospital contracted
for or operated by any national government or
its agency for the treatment of members or
ex-members of the armed forces, except for
services rendered on an emergency basis
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where a legal liability exists for charges made
to the individual for those services.

(F) Medicare shall be defined in the poli-
cy. Medicare may be substantially defined as
The Health Insurance for the Aged Act, Title
XVIII of the Social Security Amendments of
1965 or Title I, Part I of P.L.. 89-97, as enact-
ed by the Eighty-Ninth Congress of the Unit-
ed States of America and popularly known as
The Health Insurance for the Aged Act.

(G) Medicare-eligible expenses shall mean
health care expenses of the kinds covered by
Medicare, to the extent recognized as reason-
able by Medicare. Payment of benefits by
insurers for Medicare-eligible expenses may
be conditioned upon the same or less restric-
tive payment conditions, including determi-
nations of medical necessity as are applicable
to Medicare claims.

(H) Mental or nervous disorders shall not
be defined more restrictively than a definition
including neurosis, psychoneurosis, psy-
chopathy, psychosis or mental or emotional
disease, or disorder of any kind.

(I) Nurses may be defined so that the
description of nurse is restricted to a type of
nurse, such as an RN, a licensed practical
nurse (LPN) or a licensed vocational nurse
(LVN). If the words nurse, trained nurse or
registered nurse are used without specific
instruction, then the use of those terms
requires the insurer to recognize the services
of any individual who qualified under the ter-
minology in accordance with the applicable
statutes or administrative rules of the State
Board of Nursing.

(J) Physician may be defined by including
words such as duly qualified physician or
duly licensed physician. The use of these
terms requires an insurer to recognize and to
accept, to the extent of its obligation under
the contract, all providers of medical care and
treatment when those services are within the
scope of the provider’s licensed authority and
are provided pursuant to applicable laws.

(K) Sickness shall not be defined to be
more restrictive than the following: Sickness
means sickness or disease of an insured per-
son which first manifests itself after the
effective date of insurance and while the
insurance is in force. The definition may be
further modified to exclude sicknesses or dis-
eases for which benefits are provided under
any Workers’ Compensation, occupational
disease, employer’s liability or similar law.

(4) Prohibited Policy Provisions.

(A) No insurance policy or subscriber con-
tract may be advertised, solicited or issued
for delivery in this state as a Medicare sup-
plement policy if that policy or subscriber
contract limits or excludes coverage by type

of illness, accident, treatment or medical con-
dition, except as follows:

1. Foot care in connection with corns,
calluses, flat feet, fallen arches, weak feet,
chronic foot strain or symptomatic com-
plaints of the feet;

2. Mental or emotional disorders, alco-
holism and drug addiction;

3. Illness, treatment or medical condi-
tion arising out of—

A. War or act of war (whether
declared or undeclared); participation in a
felony, riot or insurrection; service in the
armed forces or their auxiliary units;

B. Suicide or attempted suicide, while
sane, or intentionally self-inflicted injury; or

C. Aviation;

4. Cosmetic surgery, except that cosmet-
ic surgery shall not include reconstructive
surgery when that service is incidental to or
follows surgery resulting from trauma, infec-
tion or other diseases of the involved part;

5. Care in connection with the detection
and correction by manual or mechanical
means of structural imbalance, distortion or
subluxation in the human body for purposes
of removing nerve interference and its effect,
where that interference is the result of or
related to distortion, misalignment or sublux-
ation of, or in, the vertebral column;

6. Treatment provided in a governmental
hospital; benefits provided under Medicare or
other governmental program (except Medi-
caid), any state or federal Workers’ Compen-
sation, employer’s liability or occupational
disease law, or any motor vehicle no-fault
law; services rendered by employees of hos-
pitals, laboratories or other institutions; ser-
vices performed by a member of the covered
person’s immediate family and services for
which no charge is normally made in the
absence of insurance;

7. Dental care or treatment;

8. Eye glasses, hearing aids and exami-
nation for prescribing or fitting them;

9. Rest cures, custodial care, transporta-
tion and routine physical examinations; and

10. Territorial limitations outside the
United States.

(B) Medicare supplement policies may not
contain limitations or exclusions of the type
enumerated in paragraph (4)(A)1., 2., 5., 7.
or 10. that are more restrictive than those of
Medicare. Medicare supplement policies may
exclude coverage for any expense to the
extent of any benefit available to the insured
under Medicare.

(C) No Medicare supplement policy may
use waivers to exclude, limit or reduce cover-
age or benefits for specifically named or
described preexisting diseases or physical
conditions.

(D) The terms Medicare supplement,
Medigap and words of similar import shall
not be used unless the policy is issued in
compliance with this rule.

(5) Benefit Conversion Requirements.

(A) Effective January 1, 1990 no Medicare
supplement insurance policy, contract or cer-
tificate in force in this state shall contain ben-
efits which duplicate benefits provided by
Medicare.

(B) Benefits eliminated by operation of the
Medicare Catastrophic Coverage Act of 1988
transition provisions shall be restored.

(C) For Medicare supplement policies sub-
ject to the minimum standards adopted by the
states pursuant to Medicare Catastrophic
Coverage Act of 1988, the minimum benefits
shall be—

1. Coverage of Part A Medicare-eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first
through the ninetieth day in any Medicare
benefit period;

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount;

3. Coverage of Part A Medicare-eligible
expenses incurred as daily hospital charges
during use of Medicare’s lifetime hospital
inpatient reserve days;

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, of ninety percent (90%) of all
Medicare Part A-eligible expenses for hospi-
talization not covered by Medicare subject to
a lifetime maximum benefit of an additional
three hundred sixty-five (365) days;

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with
federal regulations or already paid for under
Part A;

6. Coverage for the coinsurance amount
of Medicare-eligible expenses under Part B
regardless of hospital confinement subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible (seventy-five dollars ($75)); and

7. Effective January 1, 1990, under
Medicare Part B for the reasonable cost of the
first three (3) pints of blood (or equivalent
quantities of packed red blood cells, as
defined under federal regulations), unless
replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount.

(6) Minimum Standards. No insurance policy
or subscriber contract may be advertised,
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solicited or issued for delivery in this state as
a Medicare supplement policy which does not
meet the following minimum standards.
These are minimum standards and do not pre-
clude the inclusion of other provisions or
benefits which are not inconsistent with these
standards:

(A) General Standards. The following stan-
dards apply to Medicare supplement policies
and are in addition to all other requirements
of this rule:

1. A Medicare supplement policy may
not deny a claim for losses incurred more
than six (6) months from the effective date of
coverage for a preexisting condition. The pol-
icy may not define a preexisting condition
more restrictively than a condition for which
medical advice was given or treatment was
recommended by or received from a physi-
cian within six (6) months before the effec-
tive date of coverage;

2. A Medicare supplement policy may
not indemnify against losses resulting from
sickness on a different basis than losses
resulting from accidents;

3. A Medicare supplement policy may
not contain a provision which reduces benefit
payments due to the existence of other Medi-
care supplement coverage. Coverage must
provide that insureds are entitled to a return
of all premiums paid for duplicate coverage
with the same insurer;

4. A Medicare supplement policy shall
provide that benefits designed to cover cost
sharing amounts under Medicare will be
changed automatically to coincide with any
changes in the applicable Medicare
deductible amount and copayment percentage
factors. Premiums may be modified to corre-
spond with the changes;

5. A noncancelable, guaranteed renew-
able or noncancelable and guaranteed renew-
able Medicare supplement policy shall not—

A. Provide for termination of cover-
age of a spouse solely because of the occur-
rence of an event specified for termination of
coverage of the insured, other than the non-
payment of premium; or

B. Be cancelled or nonrenewed by the
insurer solely on the grounds of deterioration
of health;

6. An insurer shall neither cancel nor
nonrenew an individual Medicare supplement
policy or group certificate for any reason oth-
er than nonpayment of premium or material
misrepresentation. If a group Medicare sup-
plement insurance policy is terminated by the
group policyholder and not replaced as pro-
vided in subsection (5)(D), the insurer shall
offer certificate holders an individual Medi-
care supplement policy. The insurer shall

offer the certificate holder at least the follow-
ing choices:

A. An individual Medicare supple-
ment policy which provides for continuation
of the benefits contained in the group policy;

B. An individual Medicare supple-
ment policy which provides only benefits
required to meet the minimum standards;

C. If membership in a group is termi-
nated, the insurer shall offer—

(I) The certificate holder conver-
sion opportunities such as those described in
subsections (6)(A) and (B); or

(II) The certificate holder continua-
tion of coverage under the group policy, at the
option of the group policyholder; and

D. If a group Medicare supplement
policy is replaced by another group Medicare
supplement policy purchased by the same
policyholder, the succeeding insurer shall
offer coverage to all persons covered under
the old group policy on its date of termina-
tion. Coverage under the new group policy
shall not result in any exclusion for preexist-
ing conditions that would have been covered
under the group policy being replaced; and

7. Termination of a Medicare supple-
ment policy shall be without prejudice to any
continuous loss which commenced while the
policy was in force, but the extension of ben-
efits beyond the period during which the pol-
icy was in force may be predicated upon the
continuous total disability of the insured, lim-
ited to the duration of the policy benefit peri-
od, if any, or payment of the maximum ben-
efits; and

(B) Minimum Benefit Standards.

1. Coverage of Part A Medicare-eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first
through the ninetieth day in any Medicare
benefit period.

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount.

3. Coverage of Part A Medicare-eligible
expenses incurred as daily hospital charges
during use of Medicare’s lifetime hospital
inpatient reserve days.

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, coverage of ninety percent
(90%) of all Medicare Part A-eligible expens-
es for hospitalization not covered by Medi-
care, subject to a lifetime maximum benefit
of an additional three hundred sixty-five
(365) days.

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with

federal regulations or already paid for under
Part B.

6. Coverage for the coinsurance amount
of Medicare-eligible expenses under Part B
regardless of hospital confinement, subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible (seventy-five dollars ($75)) maxi-
mum benefit.

7. Effective January 1, 1990 coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells, as
defined under federal regulations), unless
replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount.

(7) Standards for Claims Payment.

(A) Every entity providing Medicare sup-
plement policies or contracts shall comply
with all provisions of Section 4081 of the
Omnibus Budget Reconciliation Act of 1987
(P.L. 100-203).

(B) Compliance with the requirements set
forth in subsection (7)(A) must be certified
on the Medicare supplement insurance expe-
rience reporting form.

(8) Loss Ratio Standards.

(A) For the purposes of this section, poli-
cy forms shall be deemed to comply with the
loss ratio standards if—

1. For the most recent year, the ratio of
the incurred losses to earned premiums for
policies or certificates which have been in
force for three (3) years or more is greater
than or equal to the applicable percentages
contained in this section; and

2. The expected losses in relation to pre-
miums over the entire period for which the
policy is rated comply with the requirements
of this section. An expected third-year loss
ratio which is greater than or equal to the
applicable percentage shall be demonstrated
for policies or certificates in force less than
three (3) years.

(B) Medicare supplement policies shall
return to policyholders in the form of aggre-
gate benefits under the policy, for the entire
period for which rates are computed to pro-
vide coverage, on the basis of incurred claims
experience or incurred health care expenses
where coverage is provided by an HMO on a
service rather than reimbursement basis, and
earned premiums for the period and in accor-
dance with accepted actuarial principles and
practices at least—

1. Seventy-five percent (75%) of the
aggregate amount of premiums earned in the
case of group policies; and
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2. Sixty percent (60%) of the aggregate
amount of premiums earned in the case of
individual policies.

(C) All filings of rates and rating schedules
shall demonstrate that actual and expected
losses in relation to premiums comply with
the requirements of this section. In determin-
ing compliance with the loss ratio standards
in section (8), the actual and expected
incurred losses shall not include:

1. Loss adjustment expenses;

2. Active life reserves; and

3. Other claim reserves that would be
found excessive or inconsistent with accepted
actuarial standards.

(D) Every entity providing Medicare sup-
plement policies in this state annually shall
file its rates, rating schedules and supporting
documentation on a form prescribed by the
director including ratios of incurred losses-to-
earned premiums by number of years of pol-
icy duration demonstrating that it is in com-
pliance with the foregoing applicable loss
ratio standards and that the period for which
the policy is rated is reasonable in accordance
with accepted actuarial principles and experi-
ence.

(E) Any change to a rate schedule must be
filed and approved by the director. The rate
change request must be accompanied by sup-
porting documentation as set forth in subsec-
tion (8)(D).

(F) As soon as practicable, but prior to the
effective date of Medicare benefit changes,
every insurer, health care service plan or
other entity providing Medicare supplement
insurance or contracts in this state shall file
with the director—

1. Appropriate premium adjustments
necessary to produce loss ratios as originally
anticipated for the applicable policies or con-
tracts. Supporting documents necessary to
justify the adjustment shall accompany the
filing, and every insurer, health care service
plan or other entity providing Medicare sup-
plement insurance or benefits to a resident of
this state pursuant to sections 376.850—
376.890, RSMo shall make the premium
adjustments necessary to produce an expect-
ed loss ratio under the standards for Medicare
supplement policies and which are expected
to result in a loss ratio at least as great as that
originally anticipated in the rates used to pro-
duce current premiums by the insurer, health
care service plan or other entity for the Medi-
care supplement insurance policies or con-
tracts. No premium adjustment which would
modify the loss ratio experience under the
policy other than the adjustments described in
this rule should be made with respect to a
policy at any time other than upon its renew-
al date or anniversary date; and

2. Any appropriate riders, endorsements
or policy forms needed to accomplish the
Medicare supplement insurance modifica-
tions necessary to eliminate benefit duplica-
tions with Medicare. Any riders, endorse-
ments or policy forms shall provide a clear
description of the Medicare supplement ben-
efits provided by the policy or contract.

(9) Filing Requirements for Out-of-State
Group Policies. Every insurer providing
group Medicare supplement insurance bene-
fits to a resident of this state pursuant to sec-
tions 376.850—376.890, RSMo shall file a
copy of the master policy and any certificate
used in this state in accordance with the fil-
ing requirements and procedures applicable
to group Medicare supplement policies issued
in this state; however, no insurer shall be
required to make a filing earlier than thirty
(30) days after insurance was provided to a
resident of this state under a master policy
issued for delivery outside this state.

(10) Permitted Compensation Arrangements.

(A) An insurer or other entity may provide
commission or other compensation to an
agent or other representative for the sale of a
Medicare supplement policy or certificate
only if the first year commission or other first
year compensation is no more than two hun-
dred percent (200%) of the commission or
other compensation paid for selling or servic-
ing the policy or certificate in the second year
or period.

(B) The commission or other compensa-
tion provided in subsequent (renewal) years
must be the same as that provided in the sec-
ond year or period and must be provided for
no less than three (3) renewal years.

(C) No entity shall provide compensation
to its agents or other producers and no agent
or producer shall receive compensation
greater than the renewal compensation
payable by the replacing insurer on renewal
policies or certificates if an existing policy or
certificate is replaced unless benefits of the
new policy or certificate are clearly and sub-
stantially greater than the benefits under the
replaced policy.

(D) An agent writing a replacement policy
shall complete a form substantially similar to
that attached as Appendix B at the time of
solicitation. The form shall be maintained in
the company’s underwriting file.

JOHN R. ASHCROFT (10/31/19)
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APPENDIX B
Medicare Supplement Comparsion

This com%anson is 10 be used when vou are soliciting a Medicare suﬁplement olicy to replace a Medicare supplement policy previously issued, [t
is for use by you and by the Home Office and should not be left with the insured:

Insured:

Policy Number: - S

Policy Being Replaced:

Name of Company:

Policy Number: Plan Name or Policy Form:
Policy
Being Replaced Replacing Policy
Guaranteed Renewable Yes [ No ] Yes [ No 7]
Pays Part A Deductible Yes [] Ne [J Yes [] No ™
Pays for Skilled Nursing Facility Stays Beyond 100 Days Per Benefit Period Yes 71 No [ Yes [ No :
Pays Even Though Nursing Factlity Is Not Medicare-Approved Yes No [ Yes [ No [
Pays for Intermediate Care Facility Stays Yes [ No [ Yes [] No[]
Pavs for Levels of Care Other Than Skilled Care Yes [ Ne [ Yes [] No[]
Pays Part B Deductible Yes [] No [ Yes [] No[]
Pays Part B Benefit In Excess of 20% of Medicare Approved Charges Yes [ Ne [] Yes — No[]
If “Yes”, Nescribe Pays the difference
between actual
charges (not 1o
exceed usual and
customary charges)
and Medicare.
approved charges
Pays for Some Care Qutside U S.A. Yes [] No[J Yes [] No ™)
Annual Premium
{Other [tems
Agent's Name: o Date:
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(E) For purposes of this section, compen-
sation includes pecuniary or nonpecuniary
remuneration of any kind relating to the sale
or renewal of the policy or certificate includ-
ing, but not limited to, bonuses, gifts, prizes,
awards and finders’ fees.

(11) Required Disclosure Provisions.
(A) General Rules.

1. Medicare supplement policies shall
include a renewal or continuation provision.
The language or specifications of the provi-
sion must be consistent with the type of con-
tract issued. The provision shall be appropri-
ately captioned and shall appear on the first
page of the policy.

2. Except for riders or endorsements by
which the insurer effectuates a request made
in writing by the insured, exercises a specifi-
cally reserved right under a Medicare supple-
ment policy or is required to reduce or elim-
inate benefits to avoid duplication of
Medicare benefits, all riders or endorsements
added to a Medicare supplement policy after
date of issue or at reinstatement or renewal
which reduce or eliminate benefits or cover-
age in the policy shall require a signed accep-
tance by the insured. After the date of policy
issue, any rider or endorsement which
increases benefits or coverage together with
an increase in premium during the policy
term must be agreed to in writing signed by
the insured, unless the benefits are required
by the minimum standards for Medicare sup-
plement insurance policies or if the increased
benefits or coverage are required by law.
Where a separate additional premium is
charged for benefits provided in connection
with riders or endorsements, that premium
charge shall be set forth in the policy.

3. A Medicare supplement policy which
provides for the payment of benefits based on
standards described as usual and customary,
reasonable and customary, or words of simi-
lar import shall include a definition of those
terms and an explanation of them in the poli-
cy’s accompanying outline of coverage.

4. If a Medicare supplement policy con-
tains any limitations with respect to preexist-
ing conditions, those limitations must appear
as a separate paragraph of the policy and be
labeled as preexisting condition limitations.

5. Medicare supplement policies or cer-
tificates shall have a notice prominently print-
ed on the first page of the policy or certifi-
cate, or attached to it, stating in substance
that the policyholder or certificate holder
shall have the right to return the policy or cer-
tificate within thirty (30) days of its delivery
and to have the premium refunded if, after
examination of the policy or certificate, the
insured person is not satisfied for any reason.

6. Insurers issuing accident and sickness
policies, certificates or subscriber contracts
which provide hospital or medical expense
coverage on an expense-incurred or indemni-
ty basis, other than incidentally, to a per-
son(s) eligible for Medicare by reason of age
shall provide to all applicants a Medicare
Supplement Buyer’s Guide in the form devel-
oped jointly by the National Association of
Insurance Commissioners and the HCFA.
Delivery of the Buyer’s Guide shall be made
whether or not the policies, certificates or
subscriber contracts are advertised, solicited
or issued as Medicare supplement policies as
defined in this regulation. Except in the case
of direct response insurers, delivery of the
Buyer’s Guide shall be made to the applicant
at the time of application. Acknowledgment
of receipt of the Buyer’s Guide shall be
obtained by the insurer. Direct response
insurers shall deliver the Buyer’s Guide to the
applicant upon request but not later than at
the time the policy is delivered.

(B) Notice Requirements.

1. As soon as practicable, but no later
than thirty (30) days prior to the annual effec-
tive date of any Medicare benefit changes,
every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits to a resident of this state
shall notify its policyholders, contract holders
and certificate holders of modifications it has
made to Medicare supplement insurance poli-
cies or contracts in the format prescribed in
Appendix A if no other format is prescribed
by the director. This notice shall—

A. Include a description of revisions
to the Medicare program and a description of
each modification made to the coverage pro-
vided under the Medicare supplement insur-
ance policy or contract; and

B. Inform each covered person as to
when any premium adjustment is to be made
due to changes in Medicare.

2. The notice of benefit modifications
and any premium adjustments shall be in out-
line form and in clear and simple terms so as
to facilitate comprehension.

3. These notices shall not contain or be
accompanied by any solicitation.

(C) Outline of Coverage Requirements for
Medicare Supplement Policies.

1. Insurers issuing Medicare supplement
policies or certificates for delivery in this
state shall provide an outline of coverage to
all applicants at the time application is made
and, except for direct response policies, shall
obtain an acknowledgment of receipt of the
outline from the applicant.

2. If an outline of coverage is provided
at the time of application and the Medicare
supplement policy or certificate is issued on a

basis which would require revision of the out-
line, a substitute outline of coverage properly
describing the policy or certificate must
accompany the policy or certificate when it is
delivered. The substitute outline shall contain
the following statement, in no less than
twelve (12)-point type, immediately above
the company name: NOTICE: Read this out-
line of coverage carefully. It is not identical to
the outline of coverage provided upon appli-
cation and the coverage originally applied for
has not been issued.

3. The outline of coverage provided to
applicants pursuant to paragraphs (11)(B)1.
and 2. shall be in the following form:

JOHN R. ASHCROFT
Secretary of State

(10/31/19)
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(COMPANY NAME)
OUTLINE OF MEDICARE
SUPPLEMENT COYERAGE
AND PREMIUM INFORMATION

Use this outline to compare benefits and premiums among policies.

1) Read Your Policy Carefully—This outline of coverage provides a very brief description of the important features of your policy. This is not the
insurance contract and only the actual policy provisions will control. The policy itself sets forth in detail the rights and obligations of both you and
your insurance company. It is, therefore, imporlant that you READ YOUR POLICY CAREFULLY!

2) Medicare Supplement Coverage—Policiea of this category are designed to supplement Medicare by covering some hospital, medical and surgical
services which are partially covered by Medicare, Coverage is provided for hespital inpatient charges and some physician charges, subject o any
deductibles and copayment provisions which may be in addition to those provided by Medicare, and subject to other limitations which may be set
forth in the policy. The policy does not provide benefits for custodial care such as help in walking, getting in and out of bed, eating, dressing, bathing
and taking medicine (delete if such coverage is provided,).

A (The apprapriate notice in A or B, below, shall be included:
A, ffor agents:) Neither /finsert compuny's name/ nor its agents are connected with Medicare.
B. ifar dirent responses:) (insert company’s name) 18 not connected with Medicare.

41 74 brief summary of the major medical benefit gaps in Medicare Parts A & B with a paralie! description of supplemental benefits, including dollar
amounts land indexed copeyments or deductibles, as appropriate), provided by the Medicare supplement coverage in the following order:)

3) {The following chart shall accompany the autline of coverage:

34 CODE OF STATE REGULATIONS (10/31/19) JOHN R. ASHCROFT
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DESCRIPTION

THIS POLICY
PAYS

YOU PAY

I Minimum Siandards

SERVICE

PART A

INPATTENT HOSPITAL SERVICES:
Semiprivate Room & Board

Miscellaneous Hospital Services
& Supplies, such as Drugs,
X rays, Lab Tests & Operating Room

BLOOD
PART B
MEDICAL EXPENSE:

Services of a Physician/
Outpatient Services

Medical Slapglies (ther Than

Prescribed Drugs
BLOOD
MISCELLANEOUS

Immunosuppressive Drugs

JOHN R. ASHCROFT (10/31/19)
Secretary of State
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DESCRIPTION

1I. Additional Benefits

PART A
PART A Deductible

Private Rooms In-Hospital Private Nurses

Skilled Nursing Facility Care
PARTS A& B

Home Health Services

PART B
PART B Deductible

Medical Charges in Fxcess of
Medicare Allowable Expenses
{Percentage Paid)

OUT-OF POCKET MAXIMUM
PRESCRIPTION DRUGS
MISCELLANEQUS

Respite Cure Benefits

EX[,]CDSCS [r:[‘.urrcd ill
Forelgn Country

Other;

TOTAL PREMIUM

THIS POLICY

YOUPAY

IN ADDITION TO THIS OUTLINE OF COVERAGE, (INSURANCE COMPANY NAME; WILL SEND AN ANNUAL NOTICE TO YOU 30 DAYS
PRIOR TO THE EFFECTIVE DATE OF MEDICARE CHANGES WHICH WILLDESCRIBE THESE CHANGES AND THE CHANGES IN YOUR
MEDICARE SUPPLEMENT COVERAGE.

If this policy does not provide coverage for o benefit listed aboue, the insurer must state "o coverage” beside that benefit in the first column.
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6) (Statement that the policy does or does not cover the following:
A) Private duty nursing;
B} Skilled nursing home care costs (beyond what is coversd by Medicare);
() Custodial nursing home care costs;
I} Intermediate nursing home care costs;
B} Home health care above number of visits covered by Medicare;
F) Physician charges (above Medicare's reasonable charges);
() Drngs (other than prescription drugs furnished during a hospital or skilled nursing facility stay);
H; Care received oulside the U.8.A,;
1) Dental care or dentures, checkups, routine immunizations, cosmetic surgery, routine foot care, examinations for the enst of eyeglagses or hearing

aids )

T} (A description of any policy provisions which exclude, eliminate, resist, reduce, limit, delay or in any other manner operate to qualify payments
of the benefits described in section 4 above, including conspicuous statements—

A) That the ehart summarizing Medicare benefits only briefly describes such benefits.

B) That the Health Care Financing Administration or its Medicare publications should be consulted for further details and limitations.)

8) [A description of policy provisions respecting renewability or continuation of coverage, including any reservation of rights to change premium.)

%) (The amount of premium for this pelicy.} Drafting Note: The term certificate should be substituted for the word policy throughout the outline of
coverage where appropriate.

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS
Secretary of State
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(D) Notice Regarding Policies or Sub-
scriber Contracts Which Are Not Medicare
Supplement Policies. Any accident and sick-
ness insurance policy or subscriber contract,
other than a Medicare supplement policy; or
a policy issued pursuant to a contract under
Section 1876 of the Federal Social Security
Act (42 USC Section 1395), disability
income policy; basic, catastrophic or major
medical expense policy; single premium non-
renewable policy or other policy identified in
subsection (1)(B) of this rule, issued for
delivery in this state to persons eligible for
Medicare by reason of age shall notify
insureds under the policy or subscriber con-
tract that the policy or subscriber contract is
not a Medicare supplement policy. This
notice shall either be printed or attached to
the first page of the outline of coverage deliv-
ered to insureds under the policy or sub-
scriber contract or, if no outline of coverage
is delivered, to the first page of the policy,
certificate or subscriber contract delivered to
insureds. This notice shall be in no less than
twelve (12)-point type and shall contain the
following language: THIS (POLICY, CER-
TIFICATE OR SUBSCRIBER CONTRACT) IS
NOT A MEDICARE SUPPLEMENT (POLI-
CY OR CONTRACT). If you are eligible for
Medicare, review the Medicare Supplement
Buyer’s Guide available from the company.

(12) Requirements for Application Forms and
Replacement Coverage.

(A) Application forms shall include the fol-
lowing questions designed to elicit informa-
tion as to whether, as of the date of the appli-
cation, the applicant has another Medicare
supplement insurance policy or certificate in
force or whether a Medicare supplement pol-
icy or certificate is intended to replace any
other accident and sickness policy or certifi-
cate presently in force. A supplementary
application or other form to be signed by the
applicant and agent, except where the cover-
age is sold without an agent, containing these
questions may be used.

1. Do you have another Medicare sup-
plement insurance policy or certificate in
force (including a health care service contract
or HMD contract)?

2. Did you have another Medicare sup-
plement policy or certificate in force during
the last twelve (12) months?

A. If so, with which company?
B. If that policy lapsed, when did it
lapse?

3. Are you covered by Medicaid?

4. Do you intend to replace any of your
medical or health insurance coverage with
this policy (certificate)?

(B) Agents shall list any other health insur-
ance policies they have sold to the applicant.
1. List policies sold which are still in
force.
2. List policies sold in the past five (5)
years which are no longer in force.

(C) Upon determining that a sale will
involve replacement, an insurer, other than a
direct response insurer or its agent, shall fur-
nish the applicant, prior to issuance or deliv-
ery of the Medicare supplement policy or cer-
tificate, a notice regarding replacement of
accident and sickness coverage. One (1) copy
of the notice signed by the applicant and the
agent, except where the coverage is sold with-
out an agent, shall be provided to the appli-
cant and an additional signed copy shall be
retained by the insurer. A direct response
insurer shall deliver to the applicant at the
time of the issuance of the policy the notice
regarding replacement of accident and sick-
ness coverage.

(D) The notice required by subsection
(12)(C) for an insurer, other than a direct
response insurer, shall be provided in sub-
stantially the following form:
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Notice to Applicant Regarding Replacement
Of Medicare Supplement Insurance
{Insurance Company’s Nome and Address)
Save This Notice! It May Be Important To You In The Future

According to (your application) (information yon have furnished), you intend to lapse or otherwise terminate existing Medicare supplement
insurance and replace it with a policy to be issued by (Company Name/ Insurance Company. Your new policy provides thirty (30) days within which
you may decide without cost whether you desire 1o keep the policy, For your own information and protection, you should be aware of and seriously
consider rertain factors which may affect the ingurance proteetion available to you under the new policy. You should review this new coverage carefully,
comparing it with all accident and sickness coverage you now have, and terminate your present policy only if, after due consideration, you find that
purchase of this Medicare supplement coverage is a wise decision. STATEMENT TO APPLICANT BY AGENT /BROKER OR OTHER
REPRESENTATIVE): Use nddifional sheets, as necessary.) [ have reviewed your current medical or health insurance coverage. I believe the
replacement of insurance involved in this transaction materially improves vour position. My conclusion has taken into account the following
considerations, which I call to your attention:

1) Health conditions which you may presently have {preexisting econditions) may not be immediately or fully covered under the new policy. This could
result in denial or delay of a claim for henefits under the new policy, whereas a similar claim might have heen payable under your present policy;

2) State law provides that your replacement policy or certificate may net contain new preexisting ronditions, waiting periods, elimination periods
or probationary perivds. The insurer will waive any time periods applicable to preexisting conditicns, waiting periods, elimination periods or
probationary perieds in the new poliey {or coverage) for similar benefits to the extent such time was spent (depleted) under the original pelicy,;

3) If wou are replacing existing Medicare supplement insurance coverage, you may wish to secure the advice of your present insurer or its apent
regarding the proposed replacement of your present policy. This is not only your right, but it is alsa In your best interest to make sure you understand
all the relevant factors involved in replacing your present coverage;

4) If, after due consideration, you still wish to terminate your present policy and replace it with new coverage, be certain to truthfully and completely
answer all questions on the applicalion concerning your medical/health history. Failure to include all material medieal information on an
application may provide a basis for the company to deny any future claims and to refund your premium as though your poliey had never been
in force. After the application has been completed and hefore you sign i, reread it carefully to be certain that all information has been properly

recorded.

{Signature of Agent, Broker or Other Representative) (Typed Name and Address of Agent or Broker)

The above “Notice to Applicant” was delivered to me on:

{Date)

(Appheant’s Signature)

JOHN R. ASHCROFT (10/31/19) CODE OF STATE REGULATIONS
Secretary of State
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{Ki The notice required by subsection (12%C)
for a direct response insurer shall be as follows:

Notice to Applicant Regarding Replacement
Of Medicare Supplement Insurnace
fInsurance Company’s Name and Address)
Save This Notice! It May Be Important To You In The Future

According to fyour epplication) (information you have furnished), you intend to lapse or otherwise terminate existing Medicare supplement
insurance and replace it with the policy delivered herewith issued by /{Company Name) Insurance Company. Yuur new policy provides thirty {30} days
within which you may decide without cost whether you desire to keep the poliey. For your own information and protection, you should be aware of
and seriously consider certain factors which may affect the insurance protection available to you under the new policy. You should review this new
coverage carefully, comparing it with all accident and sickness coverage you now have, and terminate your present policy only if, after due
consideration, you find that purchase of this Medicare supplement coverage is a wise decision.

1) Health conditions which you may presently have (preexisting conditions) may not be immediately or fully covered under the new policy. This could
result in denial or delay of a claim for benefits undet the new policy, whereas a similar claim might have been payable under your present policy.

91 Stale law provides that your replacement policy or certificate may not contain new preexisting conditions, waiting periods, elimination periods
or prabationary periods. Your insurer will waive any time periods applicable to preexisting conditions, waiting periods, elimination perieds or
probationary periods in the new policy {or coverage) for similar benefits to the extent such time was spent (depleted) under the original policy.

4 I you are replacing existing Medicare supplement insurance coverage, you may wish to secure the advice of your present ingurer or its agent
regarding the proposed replacement of your present policy. This {s not only your right, but itis also in your best interest to make sure you understand
all the relevant factors involved in replacing your present coverage.

4) (To be included only if the application is attached to the policy.) If, after due consideration, you still wish to terminate your present pelicy and replace
it with new coverage, read the copy of the application attached to your new policy and be sure that all questions are answered fully and correctly.
Omissions or misstatements in the applieation could cause an otherwise valid claim to be denied. Carefully check the application and write to
(Company Name and Address within thirty (30) days if any information is not correct and complete, or if any past medical history has been left
out of the application,

[Company Namne)

40 CODE OF STATE REGULATIONS (10/31/19) JOHN R. ASHCROFT
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(13) Filing Requirements for Advertising.
Every insurer, health care service plan or
other entity providing Medicare supplement
insurance or benefits in this state shall pro-
vide a copy of any Medicare supplement
advertisement intended for use in this state
whether through written, radio or television
medium to the director of insurance of this
state for review.

(14) Standards for Marketing.

(A) Every insurer, health care service plan
or other entity marketing Medicare supple-
ment insurance coverage in this state, direct-
ly or through its producers, shall—

1. Establish marketing procedures to
assure that any comparison of policies by its
agents or other producers will be fair and
accurate;

2. Establish marketing procedures to
assure that excessive insurance is not sold or
issued;

3. Display prominently by type, stamp
or other appropriate means, on the first page
of the outline of coverage and policy the fol-
lowing: “Notice to buyer: This policy may
not cover all of the costs associated with med-
ical care incurred by the buyer during the
period of coverage. The buyer is advised to
review carefully all policy limitations”;

4. Inquire and otherwise make every
reasonable effort to identify whether a
prospective applicant or enrollee for Medi-
care supplement insurance already has acci-
dent and sickness insurance and the types and
amounts of the insurance; and

5. Establish auditable procedures for
verifying compliance with subsection
(14H)(A).

(B) In addition to the practices prohibited
in sections 375.930—375.948, RSMo, the
following acts and practices are prohibited:

1. Twisting—knowingly making any
misleading representation, or incomplete or
fraudulent comparison of any insurance poli-
cies or insurers for the purpose of inducing,
or tending to induce, any person to lapse, for-
feit, surrender, terminate, retain, pledge,
assign, borrow on or convert any insurance
policy or to take out a policy of insurance
with another insurer;

2. High pressure tactics—employing any
method of marketing having the effect of or
tending to induce the purchase of insurance
through force, fright, threat, whether explicit
or implied, or undue pressure to purchase or
recommend the purchase of insurance; and

3. Cold lead advertising—making use
directly or indirectly of any method of mar-
keting which fails to disclose in a conspicu-
ous manner that a purpose of the method of
marketing is solicitation of insurance and that

contact will be made by an insurance agent or
insurance company.

(15) Appropriateness of Recommended Pur-
chase and Excessive Insurance.

(A) In recommending the purchase or
replacement of any Medicare supplement pol-
icy or certificate, an agent shall make reason-
able efforts to determine the appropriateness
of a recommended purchase or replacement.

(B) Any sale of Medicare supplement cov-
erage which will provide an individual more
than one (1) Medicare supplement policy or
certificate is prohibited; provided, however,
that additional Medicare supplement coverage
may be sold if, when combined with that
individual’s health coverage already in force,
it would insure no more than one hundred
percent (100%) of the individual’s actual
medical expenses covered under the com-
bined policies.

(16) Reporting of Multiple Policies.

(A) On or before March 1, every insurer or
other entity providing Medicare supplement
insurance coverage in this state shall report
the following information for every individu-
al resident of this state for which the insurer
or entity has in force more than one (1) Medi-
care supplement insurance policy or certifi-
cate:

1. Policy and certificate number; and
2. Date of issuance.

(B) The items set forth in paragraphs
(16)(A)1. and 2. must be grouped by individ-
ual policyholder.

(17) Prohibition Against Preexisting Condi-
tions, Waiting Periods, Elimination Periods
and Probationary Periods in Replacement
Policies or Certificates. If a Medicare sup-
plement policy or certificate replaces another
Medicare supplement policy or certificate,
the replacing insurer shall waive any time
periods applicable to preexisting conditions,
waiting periods, elimination periods and pro-
bationary periods in the new Medicare sup-
plement policy for similar benefits to the
extent the time was spent under the original
policy.

(18) Separability. If any provision of this rule
or its application to any person or circum-
stance is for any reason held to be invalid, the
remainder of the regulation and the applica-
tion of the provision to other persons or cir-
cumstances shall not be affected by it.

JOHN R. ASHCROFT (10/31/19)
Secretary of State
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APPENDIX A
[COMPANY NAME;

Notice Of Changes In Medicare And Your Medicare SUPPLEMENT COVERAGE—1990
THE FOLLOWING OUTLINE BRIEFLY DESCRIBES THE MODIFICATIONS IN MEDICARE AND IN YOUR MEDICARE SUPPLEMENT

COVERAGE. PLEARE REAN THIS CARFFULLY,

(4 BRIEF DESCRIPTION OF THE KEVISIONS TO MEDICARE PARTS AANDBWITH A PARALLEL DESCRIPTION OF SUPPLEMENTAL
BENEFITS WITH SUBSEQUENT CHANGES, INCLUDING DOLLAR AMOUNTS, PROVIDKD BY THRE MEDICARE SUPPLEMENT
COVERAGE IN SUBSTANTIALLY THE FOLLOWING FORMAT)

Services Medicare Benefits

In 1989 Medicare Pays
Per Calendar Year

MEDICARE PART A
SERVICES ANT)
SUPPLIES
Inpatient Unlimited number of
Hospital hospital days after
Services $360 deductible

Semiprivate

Room & Roard

Miscellaneous Hospital
SEI’\"]:C('!S &
Supplies, such
as Drugs, X rays,
Lab Tests &
Operating Room

BLOOD Pays all costs except
payment of deductible
(equal to costs for
first 3 pints) each
calendar year, Part A
blood deductible
reduced to the extent
paid under Part B

Effective January [,
1990 Medicare Will Pay

All but 8502 for
first 60 days/
henefit period

Albut §148 a
day for 6151—00th
day/henefit pericd

All but $296 a day
for 91st—150th day
{if individual chooses
to use 60 nonrenewable
lifetime reserve days)

Pays all costs except
nonreplacement fees
(blond deductible) for
first 3 pints in each
benefit period

Coverage Pays

Your Medicare Supplement Coverage

Effective January 1, 1990
Your Coverage Will Pay
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Services

SKILLED NURSING
FACILITY CARE

MEDICARE PART B
SERVICES AND
SUPPLIES

PRESCRIPTION
DRUGS

BLOOD

Medicare Benefits

In 1989 Medicare Pays
Paor Calendar Year

There is no prior
confinement require-
ment for this benefii

First § days—
All but $25.50 a day

8th—150th day—
100% of costs

Beyond 150 days—
Nothing

80% of altowable charges
{after $75 deductible)

Inpatient prescription
drugs. 80% of allowable
charges for immunc-
suppressive drugs during
the first year following
a covered transplant
(after $75 deductible/
calendar vear}

80% of all costs except
nonreplacement fees (blood
deductible) for first 3
pints in each benefit
period fafter §75
deductible/calendar year)

Effective January 1,
1990 Medicare Will Pay

100% of costs for
first 20 days (after
a 3-day prior hospital
confinement)’benefit
period

All bt $74 a day
for 215t—100th day/
benefit perind

Beyond 100 days—
Nothing/benefit period

80% of allowable charges
{after $75 deductible/
calendar year)

Inpatient prescription drugs.
B0% of allowable charges for
Immunesuppressive drugs
during the first year
following a covered
tranaplant (affer §75
deductible/calendar vear)

80% of costs except
norxeplacement fees (blood
deductible) for first 3
pints (after $75
deductible/calendar year)

Coverage Fays

Your Medicare Supplement Coverage

Effective January 1, 1990
Your Coverage Will Pay

{Any other policy benefits rot mentioned in this chart should be added to the chart in the order prescribed by the outline of coverage. If there are

corresponding Medicare benefits, they ahould be shown.)

{Describe any coverage provisions changing due to Medicare modifications.)

{Include information about when premium adjustments that may be necessary due to changes in Medicare benefits will be effective.)

THIS CHART SUMMARIZING THE CHANGES IN YOUR MEDICARE BENEFITS AND IN YOUR MEDICARE SUPPLEMENT PROVIDED BY
(COMPANYj ONLY BRIEFLY DESCRIBES SUCH BENEFITS. FOR INFORMATION ON YOUR MEDICARE BENEFITS, CONTACT YOUR
SOCIAL SECURITY OFFICE OR THE HEALTH CARE FINANCING ADMINISTRATION. FOR INFORMATION ON YOUR MEDICARE
SUTPPLEMENT /Folicy), CONTACT:

{COMPANY QR FOR AN INDIVIDUAL POLICY—NAME OF AGENT)

(ADDRESS: PHONE NUMBER)

JOHN R. ASHCROFT
Secretary of State

(10/31/19)

CODE OF STATE REGULATIONS
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AUTHORITY: sections 374.045.1(2), RSMo
1986 and 376.869, RSMo Supp. 1990.* This
rule was previously filed as 4 CSR 190-
14.625. Original rule filed July 17, 1990,
effective Dec. 31, 1990. Emergency amend-
ment filed July 6, 1992, effective July 30,
1992, expired Nov. 26, 1992. Amended:
Filed July 6, 1992, effective April 8, 1993.

*Original authority: 374.045.1, RSMo 1967 and 376.869,
RSMo 1989, amended 1992.

20 CSR 400-3.600 Medicare Supplement
Insurance Minimum Standards Act
(Rescinded June 30, 1999)

AUTHORITY: sections 374.045, 376.864.3,
376.864.4, 376.864.5, 376.869, 376.879,
and 376.886, RSMo Supp. 1997. Emergency
rule filed July 6, 1992, effective July 30,
1992, expired Nov. 26, 1992. Original rule
filed July 6, 1992, effective April 8, 1993.
Emergency amendment filed April 17, 1996,
effective April 28, 1996, expired Oct. 24,
1996. Amended: Filed May 1, 1996, effective
Oct. 30, 1996. Amended: Filed Dec. 1, 1997,
effective June 30, 1998. Rescinded: Filed
Oct. 15, 1998, effective June 30, 1999.

20 CSR 400-3.650 Medicare Supplement
Insurance Minimum Standards Act

PURPOSE: This rule provides for the reason-
able standardization of coverage and simplifi-
cation of terms and benefits of Medicare sup-
plement  policies,  facilitates  public
understanding and comparison of such poli-
cies, eliminates provisions contained in the
policies which may be misleading or confis-
ing in connection with the purchase of the
policies or with the settlement of claims and
provides for full disclosures in the sale of
accident and sickness insurance coverages to
persons eligible for Medicare.

(1) Applicability and Scope.

(A) Except as otherwise specifically pro-
vided in sections (5), (13), (14), (17), and
(24), this rule shall apply to—

1. All Medicare supplement policies
delivered or issued for delivery in this state
on or after the effective date of this rule; and

2. All certificates issued under group
Medicare supplement policies which certifi-
cates have been delivered or issued for deliv-
ery in this state.

(B) This rule shall not apply to a policy or
contract of one (1) or more employers or
labor organizations, or of the trustees of a
fund established by one (1) or more employ-
ers or labor organizations, or combination

thereof, for employees or former employees,
or a combination thereof, or for members or
former members, or a combination thereof,
of the labor organizations.

(C) All forms printed with this rule are
included herein.

(2) Definitions. For purposes of this rule—

(A) “Applicant” means—

1. In the case of an individual Medicare
supplement policy, the person who seeks to
contract for insurance benefits; and

2. In the case of a group Medicare sup-
plement policy, the proposed certificate hold-
er;

(B) “Bankruptcy” means when a Medi-
careAdvantage organization that is not an
issuer has filed, or has had filed against it, a
petition for declaration of bankruptcy and has
ceased doing business in the state;

(C) “Certificate” means any -certificate
delivered or issued for delivery in this state
under a group Medicare supplement policy;

(D) “Certificate form” means the form on
which the certificate is delivered or issued for
delivery by the issuer;

(E) “Continuous period of creditable cov-
erage” means the period during which an
individual was covered by creditable cover-
age, if during the period of the coverage the
individual had no breaks in coverage greater
than sixty-three (63) days;

®

1. “Creditable coverage” means, with
respect to an individual, coverage of the indi-
vidual provided under any of the following:

A. A group health plan;

B. Health insurance coverage;

C. Part A or Part B of Title XVIII of
the Social Security Act (Medicare);

D.Title XIX of the Social Security
Act (Medicaid), other than coverage consist-
ing solely of benefits under section 1928;

E. Chapter 55 of Title 10 United
States Code Civilian Health and Medical Pro-
gram of the Uniformed Services (CHAM-
PUS);

F A medical care program of the
Indian Health Service or of a tribal organiza-
tion;

G. A state health benefits risk pool;

H. A health plan offered under Chap-
ter 89 of Title 5 United States Code (Federal
Employees Health Benefits Program);

I. A public health plan as defined in
federal regulation; and

J. A health benefit plan under section
5(e) of the Peace Corps Act (22 United States
Code 2504(¢)).

2. “Creditable coverage” shall not
include one (1) or more, or any combination
of, the following:

A. Coverage only for accident or dis-
ability income insurance, or any combination
thereof;

B. Coverage issued as a supplement to
liability insurance;

C. Liability insurance, including gen-
eral liability insurance and automobile liabil-
ity insurance;

D. Workers’ compensation or similar
insurance;

E. Automobile medical payment
insurance;

E. Credit-only insurance;

G. Coverage for on-site medical clin-
ics; and

H. Other similar insurance coverage,
specified in federal regulations, under which
benefits for medical care are secondary or
incidental to other insurance benefits.

3. “Creditable coverage” shall not
include the following benefits if they are pro-
vided under a separate policy, certificate, or
contract of insurance or are otherwise not an
integral part of the plan:

A. Limited scope dental or vision
benefits;

B. Benefits for long-term care, nurs-
ing home care, home health care, communi-
ty-based care, or any combination thereof;
and

C. Such other similar, limited benefits
as are specified in federal regulations.

4. “Creditable coverage” shall not
include the following benefits if offered as
independent, noncoordinated benefits:

A. Coverage only for a specified dis-
ease or illness; and

B. Hospital indemnity or other fixed
indemnity insurance.

5. “Creditable coverage” shall not
include the following if it is offered as a sep-
arate policy, certificate, or contract of insur-
ance:

A. Medicare supplemental health
insurance as defined under section 1882(g)(1)
of the Social Security Act;

B. Coverage supplemental to the cov-
erage provided under Chapter 55 of Title 10,
United States Code; and

C. Similar supplemental coverage
provided to coverage under a group health
plan;

(G) “Director” means the director of the
Department of Commerce and Insurance of
this state;

(H) “Employee welfare benefit plan”
means a plan, fund, or program of employee
benefits, including, but not limited to those
defined in 29 U.S.C. Section 1002 (Employ-
ee Retirement Income Security Act);

(I) “Insolvency” means when an issuer,
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licensed to transact the business of insurance
in this state, has had a final order of liquida-
tion entered against it with a finding of insol-
vency by a court of competent jurisdiction in
the issuer’s state of domicile;

(J) “Insurance producer” means a person
required to be licensed under section
375.012(6), Revised Statutes of Missouri, to
sell, solicit, or negotiate insurance;

(K) “Issuer” includes insurance compa-
nies, fraternal benefit societies, health care
service plans, health maintenance organiza-
tions, and any other entity delivering or issu-
ing for delivery in this state Medicare sup-
plement policies or certificates;

(L) “Medicare” means the “Health Insur-
ance for the Aged Act,” Title XVIII of the
Social Security Amendments of 1965, as then
constituted or later amended;

(M) “Medicare Advantage plan” means a
plan of coverage for health benefits under
Medicare Part C as defined in section 1859
found in Title IV, Subtitle A, Chapter 1 of
P.L. 105-33, and includes:

1. Coordinated care plans which provide
health care services, including but not limit-
ed to health maintenance organization plans
(with or without a point-of-service option),
plans offered by provider-sponsored organi-
zations, and preferred provider organization
plans;

2. Medical savings account plans cou-
pled with a contribution into a Medicare
Advantage medical savings account; and

3. Medicare Advantage private fee-for-
service plans;

(N) “Medicare supplement policy” means
a group or individual policy of accident and
sickness insurance or a subscriber contract of
hospital and health services corporations or
health maintenance organizations, other than
a policy issued pursuant to a contract under
section 1876 of the federal Social Security
Act (42 U.S.C. section 1395 et seq.) or an
issued policy under a demonstration project
specified in 42 U.S.C. section 1395ss(g)(1),
which is advertised, marketed, or designed
primarily as a supplement to reimbursements
under Medicare for the hospital, medical, or
surgical expenses of persons eligible for
Medicare. “Medicare supplement policy”
does not include Medicare Advantage plans
established under Medicare Part C, Outpa-
tient Prescription Drug plans established
under Medicare Part D, or any Health Care
Prepayment Plan (HCPP) that provides bene-
fits pursuant to an agreement under section
1833(a)(1)(A) of the Social Security Act;

(O) “Policy form” means the form on
which the policy is delivered or issued for
delivery by the issuer;

(P) “Pre-standardized Medicare supple-

ment benefit plan,” “Pre-standardized benefit
plan,” or “Pre-standardized plan” means a
group or individual policy of Medicare sup-
plement insurance issued prior to July 30,
1992;

(Q) “Qualified actuary” means a member
of the American Academy of Actuaries;

(R) “1990 Standardized Medicare supple-
ment benefit plan,” “1990 Standardized ben-
efit plan,” or “1990 plan” means a group or
individual policy of Medicare supplement
insurance issued on or after July 30, 1992,
and with an effective date for coverage prior
to June 1, 2010, and includes Medicare sup-
plement insurance policies and certificates
renewed on or after that date which are not
replaced by the issuer at the request of the
insured;

(S) “2010 Standardized Medicare supple-
ment benefit plan,” “2010 Standardized ben-
efit plan,” or “2010 plan” means a group or
individual policy of Medicare supplement
insurance issued with an effective date for
coverage on or after June 1, 2010; and

(T) “Secretary” means the Secretary of the
United States Department of Health and
Human Services.

(3) Policy Definitions and Terms. No policy
or certificate may be advertised, solicited, or
issued for delivery in this state as a Medicare
supplement policy or certificate unless the
policy or certificate contains definitions or
terms which conform to the requirements of
this section.

(A) “Accident,” “accidental injury,” or
“accidental means” shall be defined to
employ “result” language and shall not
include words which establish an accidental
means test or use words such as “external,
violent, visible wounds” or similar words of
description or characterization.

1. The definition shall not be more
restrictive than the following: “Injury or
injuries for which benefits are provided
means accidental bodily injury sustained by
the insured person which is the direct result
of an accident, independent of disease or
bodily infirmity or any other cause, and
occurs while insurance coverage is in force.”

2. The definition may provide that
injuries shall not include injuries for which
benefits are provided or available under any
workers’ compensation, employer’s liability
or similar law, or motor vehicle no-fault plan,
unless prohibited by law.

(B) “Benefit period” or “Medicare benefit
period” shall not be defined more restrictive-
ly than as defined in the Medicare program.

(C) “Convalescent nursing home,”
“extended care facility,” or “skilled nursing
facility” shall not be defined more restric-

tively than as defined in the Medicare pro-
gram.

(D) “Health care expenses” means, for
purposes of section (15), expenses of health
maintenance organizations associated with
the delivery of health care services, which
expenses are analogous to incurred losses of
insurers.

(E) “Hospital” may be defined in relation
to its status, facilities, and available services
or to reflect its accreditation by the Joint
Commission on Accreditation of Hospitals,
but not more restrictively than as defined in
the Medicare program.

(F) “Medicare” shall be defined in the pol-
icy and certificate. Medicare may be substan-
tially defined as “The Health Insurance for
the Aged Act, Title XVIII of the Social Secu-
rity Amendments of 1965 as Then Constitut-
ed or Later Amended,” or “Title I, Part I of
Public Law 89-97, as Enacted by the Eighty-
Ninth Congress of the United States of Amer-
ica and popularly known as the Health Insur-
ance for the Aged Act, as then constituted
and any later amendments or substitutes
thereof,” or words of similar import.

(G) “Medicare eligible expenses” shall
mean expenses of the kinds covered by Medi-
care Parts A and B, to the extent recognized
as reasonable and medically necessary by
Medicare.

(H) “Physician” shall not be defined more
restrictively than as defined in the Medicare
program.

(I) “Sickness” shall not be defined to be
more restrictive than the following: “Sickness
means illness or disease of an insured person
which first manifests itself after the effective
date of insurance and while the insurance is
in force.” The definition may be further mod-
ified to exclude sicknesses or diseases for
which benefits are provided under any work-
ers’ compensation, occupational disease,
employer’s liability, or similar law.

(4) Policy Provisions.

(A) Except for permitted preexisting con-
dition clauses as described in paragraph
(5)(A)1. and paragraph (6)(A)1. of this rule,
no policy or certificate may be advertised,
solicited, or issued for delivery in this state as
a Medicare supplement policy if the policy or
certificate contains limitations or exclusions
on coverage that are more restrictive than
those of Medicare.

(B) No Medicare supplement policy or cer-
tificate may use waivers to exclude, limit, or
reduce coverage or benefits for specifically
named or described preexisting diseases or
physical conditions.
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(C) No Medicare supplement policy or cer-
tificate in force in the state shall contain ben-
efits which duplicate benefits provided by
Medicare.

D)

1. Subject to paragraphs (5)(A)4., 5.,
and 7. and (6)(A)4. and 5., a Medicare sup-
plement policy with benefits for outpatient
prescription drugs in existence prior to Jan-
uary 1, 2006, shall be renewed for current
policyholders who do not enroll in Part D at
the option of the policyholder.

2. A Medicare supplement policy with
benefits for outpatient prescription drugs
shall not be issued after December 31, 2005.

3. After December 31, 2005, a Medi-
care supplement policy with benefits for out-
patient prescription drugs may not be
renewed after the policyholder enrolls in
Medicare Part D unless:

A. The policy is modified to eliminate
outpatient prescription coverage for expenses
of outpatient prescription drugs incurred after
the effective date of the individual’s coverage
under a Part D plan; and

B. Premiums are adjusted to reflect
the elimination of outpatient prescription
drug coverage at the time of Medicare Part D
enrollment, accounting for any claims paid, if
applicable.

(5) Minimum Benefit Standards for Policies
or Certificates Issued for Delivery Prior to
July 30, 1992. No policy or certificate may
be advertised, solicited, or issued for delivery
in this state as a Medicare supplement policy
or certificate unless it meets or exceeds the
following minimum standards. These are
minimum standards and do not preclude the
inclusion of other provisions or benefits
which are not inconsistent with these stan-
dards.

(A) General Standards. The following stan-
dards apply to Medicare supplement policies
and certificates and are in addition to all
other requirements of this rule.

1. A Medicare supplement policy or cer-
tificate shall not exclude or limit benefits for
losses incurred more than six (6) months
from the effective date of coverage because it
involved a preexisting condition. The policy
or certificate shall not define a preexisting
condition more restrictively than a condition
for which medical advice was given or treat-
ment was recommended by or received from
a physician within six (6) months before the
effective date of coverage.

2. A Medicare supplement policy or cer-
tificate shall not indemnify against losses
resulting from sickness on a different basis
than losses resulting from accidents.

3. A Medicare supplement policy or cer-

tificate shall provide that benefits designed to
cover cost sharing amounts under Medicare
will be changed automatically to coincide
with any changes in the applicable Medicare
deductible, copayment, or coinsurance
amounts. Premiums may be modified to cor-
respond with such changes.

4. A “noncancelable,” “guaranteed
renewable,” or “noncancelable and guaran-
teed renewable” Medicare supplement policy
shall not—

A. Provide for termination of cover-
age of a spouse solely because of the occur-
rence of an event specified for termination of
coverage of the insured, other than the non-
payment of premium; or

B. Be cancelled or nonrenewed by the
issuer solely on the grounds of deterioration
of health.

5.

A. Except as authorized by the direc-
tor, an issuer shall neither cancel nor non-
renew a Medicare supplement policy or cer-
tificate for any reason other than nonpayment
of premium or material misrepresentation.

B. If a group Medicare supplement
insurance policy is terminated by the group
policyholder and not replaced as provided in
subparagraph D. of this paragraph, the issuer
shall offer certificate holders an individual
Medicare supplement policy. The issuer shall
offer the certificate holder at least the follow-
ing choices:

(I) An individual Medicare supple-
ment policy currently offered by the issuer
having comparable benefits to those con-
tained in the terminated group Medicare sup-
plement policy; and

(D) An individual Medicare supple-
ment policy which provides only such bene-
fits as are required to meet the minimum
standards as defined in subsection (6)(B) of
this rule.

C. If membership in a group is termi-
nated, the issuer shall—

(I) Offer the certificate holder the
conversion opportunities described in sub-
paragraph 5.B. of this subsection; or

(II) At the option of the group pol-
icyholder, offer the certificate holder contin-
uation of coverage under the group policy.

D. If a group Medicare supplement
policy is replaced by another group Medicare
supplement policy purchased by the same
policyholder, the issuer of the replacement
policy shall offer coverage to all persons cov-
ered under the old group policy on its date of
termination. Coverage under the new group
policy shall not result in any exclusion for
preexisting conditions that would have been
covered under the group policy being
replaced.

6. Termination of a Medicare supple-
ment policy or certificate shall be without
prejudice to any continuous loss which com-
menced while the policy was in force, but the
extension of benefits beyond the period dur-
ing which the policy was in force may be
predicated upon the continuous total disabili-
ty of the insured, limited to the duration of
the policy benefit period, if any, or to pay-
ment of the maximum benefits. Receipt of
Medicare Part D benefits will not be consid-
ered in determining a continuous loss.

7. If a Medicare supplement policy
eliminates an outpatient prescription drug
benefit as a result of requirements imposed by
the Medicare Prescription Drug, Improve-
ment, and Modernization Act of 2003, the
modified policy shall be deemed to satisfy the
guaranteed renewal requirements of this sub-
section.

(B) Minimum Benefit Standards.

1. Coverage of Part A Medicare eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first day
through the ninetieth day in any Medicare
benefit period.

2. Coverage for either all or none of the
Medicare Part A inpatient hospital deductible
amount.

3. Coverage of Part A Medicare eligible
expenses incurred as daily hospital charges
during use of Medicare’s lifetime hospital
inpatient reserve days.

4. Upon exhaustion of all Medicare hos-
pital inpatient coverage including the lifetime
reserve days, coverage of ninety percent
(90%) of all Medicare Part A eligible expens-
es for hospitalization not covered by Medi-
care subject to a lifetime maximum benefit of
an additional three hundred sixty-five (365)
days.

5. Coverage under Medicare Part A for
the reasonable cost of the first three (3) pints
of blood (or equivalent quantities of packed
red blood cells, as defined under federal reg-
ulations) unless replaced in accordance with
federal regulations or already paid for under
Part B.

6. Coverage for the coinsurance amount,
or in the case of hospital outpatient depart-
ment services paid under a prospective pay-
ment system, the copayment amount, of
Medicare eligible expenses under Part B
regardless of hospital confinement, subject to
a maximum calendar year out-of-pocket
amount equal to the Medicare Part B
deductible.

7. Effective January 1, 1990, coverage
under Medicare Part B for the reasonable cost
of the first three (3) pints of blood (or equiv-
alent quantities of packed red blood cells, as
defined under federal regulations), unless

46

CODE OF STATE REGULATIONS

JOHN R. ASHCROFT
Secretary of State

(10/31/19)



Chapter 3—Medicare Supplement Insurance

20 CSR 400-3 csn

replaced in accordance with federal regula-
tions or already paid for under Part A, sub-
ject to the Medicare deductible amount.

(6) Benefit Standards for 1990 Standardized
Medicare Supplement Benefit Plan Policies
or Certificates Issued for Delivery on or
After July 30, 1992, and with an Effective
Date for Coverage Prior to June 1, 2010. The
following standards are applicable to all
Medicare supplement policies or certificates
delivered or issued for delivery in this state
on or after July 30, 1992, and with an effec-
tive date for coverage prior to June 1, 2010.
No policy or certificate may be advertised,
solicited, delivered, or issued for delivery in
this state as a Medicare supplement policy or
certificate unless it complies with these ben-
efit standards.

(A) General Standards. The following stan-
dards apply to Medicare supplement policies
and certificates and are in addition to all
other requirements of this rule.

1. A Medicare supplement policy or cer-
tificate shall not exclude or limit benefits for
losses incurred more than six (6) months
from the effective date of coverage because it
involved a preexisting condition. The policy
or certificate may not define a preexisting
condition more restrictively than a condition
for which medical advice was given or treat-
ment was recommended by or received from
a physician within six (6) months before the
effective date of coverage.

2. A Medicare supplement policy or cer-
tificate shall not indemnify against losses
resulting from sickness on a different basis
than losses resulting from accidents.

3. A Medicare supplement policy or cer-
tificate shall provide that benefits designed to
cover cost sharing amounts under Medicare
will be changed automatically to coincide
with any changes in the applicable Medicare
deductible, copayment, or coinsurance
amounts. Premiums may be modified to cor-
respond with such changes.

4. No Medicare supplement policy or
certificate shall provide for termination of
coverage of a spouse solely because of the
occurrence of an event specified for termina-
tion of coverage of the insured, other than the
nonpayment of premium.

5. Each Medicare supplement policy
shall be guaranteed renewable.

A. The issuer shall not cancel or non-
renew the policy solely on the ground of
health status of the individual.

B. The issuer shall not cancel or non-
renew the policy for any reason other than
nonpayment of premium or material misrep-
resentation.

C. If the Medicare supplement policy
is terminated by the group policyholder and is
not replaced as provided under subparagraph
(6)(A)S.E., the issuer shall offer certificate
holders an individual Medicare supplement
policy which at the option of the certificate
holder:

(I) Provides for continuation of the
benefits contained in the group policy; or

(IT) Provides for benefits that other-
wise meet the requirements of this subsec-
tion.

D. If an individual is a certificate
holder in a group Medicare supplement poli-
cy and the individual terminates membership
in the group, the issuer shall—

(I) Offer the certificate holder the
conversion opportunity described in subpara-
graph (6)(A)5.C.; or

(II) At the option of the group pol-
icyholder, offer the certificate holder contin-
uation of coverage under the group policy.

E. If a group Medicare supplement
policy is replaced by another group Medicare
supplement policy purchased by the same
policyholder, the issuer of the replacement
policy shall offer coverage to all persons cov-
ered under the old group policy on its date of
termination. Coverage under the new policy
shall not result in any exclusion for preexist-
ing conditions that would have been covered
under the group policy being replaced.

E If a Medicare supplement policy
eliminates an outpatient prescription drug
benefit as a result of requirements imposed by
the Medicare Prescription Drug, Improve-
ment and Modernization Act of 2003, the
modified policy shall be deemed to satisfy the
guaranteed renewal requirements of this para-
graph.

6. Termination of a Medicare supple-
ment policy or certificate shall be without
prejudice to any continuous loss which com-
menced while the policy was in force, but the
extension of benefits beyond the period dur-
ing which the policy was in force may be con-
ditioned upon the continuous total disability
of the insured, limited to the duration of the
policy benefit period, if any, or payment of
the maximum benefits. Receipt of Medicare
Part D benefits will not be considered in
determining a continuous loss.

7.

A. A Medicare supplement policy or
certificate shall provide that benefits and pre-
miums under the policy or certificate shall be
suspended at the request of the policyholder
or certificate holder for the period not to
exceed twenty-four (24) months in which the
policyholder or certificate holder has applied
for and is determined to be entitled to medi-
cal assistance under Title XIX of the Social

Security Act, but only if the policyholder or
certificate holder notifies the issuer of the
policy or certificate within ninety (90) days
after the date the individual becomes entitled
to assistance.

B. If suspension occurs and if the pol-
icyholder or certificate holder loses entitle-
ment to medical assistance, the policy or cer-
tificate shall be automatically reinstituted
effective as of the date of termination of enti-
tlement if the policyholder or certificate hold-
er provides notice of loss of entitlement with-
in ninety (90) days after the date of loss and
pays the premium attributable to the period,
effective as of the date of termination of enti-
tlement.

C. Each Medicare supplement policy
shall provide that benefits and premiums
under the policy shall be suspended (for any
period that may be provided by federal rule)
at the request of the policyholder if the poli-
cyholder is entitled to benefits under section
226(b) of the Social Security Act and is cov-
ered under a group health plan (as defined in
section 1862(b)(1)(A)(v) of the Social Securi-
ty Act). If suspension occurs and if the pol-
icyholder or certificate holder loses coverage
under the group plan, the policy shall be
automatically reinstituted (effective as of the
date of loss of coverage) if the policyholder
provides notice of loss of coverage within
ninety (90) days after the date of the loss and
pays the premium attributable to the period,
effective as of the date of termination of
enrollment in the group health plan.

D. Reinstitution of coverages as
described in subparagraphs (6)(A)7.B. and
6)(A)7.C.—

(I) Shall not provide for any waiting
period with respect to treatment of preexist-
ing conditions;

(II) Shall provide for resumption of
coverage which is substantially equivalent to
coverage in effect before the date of suspen-
sion. If the suspended Medicare supplement
policy provided coverage for outpatient pre-
scription drugs, reinstitution of the policy for
Medicare Part D enrollees shall be without
coverage for outpatient prescription drugs and
shall otherwise provide substantially equiva-
lent coverage to the coverage in effect before
the date of suspension; and

(IIT) Shall provide for classification
of premiums on terms at least as favorable to
the policyholder or certificate holder as the
premium classification terms that would have
applied to the policyholder or certificate
holder had the coverage not been suspended.

8. If an issuer makes a written offer to
the Medicare supplement policyholders or
certificate holders of one (1) or more of its
plans, to exchange during a specified period
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from his or her 1990 Standardized plan (as
described in section (8) of this regulation) to
a 2010 Standardized plan (as described in
section (9) of this regulation), the offer and
subsequent exchange shall comply with the
following requirements:

A. An issuer need not provide justifi-
cation to the director if the insured replaces a
1990 Standardized policy or certificate with
an issue age rated 2010 Standardized policy
or certificate at the insured’s original issue
age and duration. If an insured’s policy or
certificate to be replaced is priced on an issue
age rate schedule at the time of such offer, the
rate charged to the insured for the new
exchanged policy shall recognize the policy
reserve buildup, due to the pre-funding inher-
ent in the use of an issue age rate basis, for
the benefit of the insured. The method pro-
posed to be used by an issuer must be filed
with the director;

B. The rating class of the new policy
or certificate shall be the class closest to the
insured’s class of the replaced coverage;

C. An issuer may not apply new pre-
existing condition limitations or a new incon-
testability period to the new policy for those
benefits contained in the exchanged 1990
Standardized policy or -certificate of the
insured, but may apply pre-existing condition
limitations of no more than six (6) months to
any added benefits contained in the new 2010
Standardized policy or certificate not con-
tained in the exchanged policy; and

D. The new policy or certificate shall
be offered to all policyholders or certificate
holders within a given plan, except where the
offer or issue would be in violation of state or
federal law.

(B) Standards for Basic (Core) Benefits
Common to Benefit Plans A-J. Every issuer
shall make available a policy or certificate
including only the following basic “core”
package of benefits to each prospective
insured. An issuer may make available to
prospective insureds any of the other Medi-
care Supplement Insurance Benefit Plans in
addition to the basic core package, but not in
lieu of it.

1. Coverage of Part A Medicare eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first day
through the ninetieth day in any Medicare
benefit period.

2. Coverage of Part A Medicare eligible
expenses incurred for hospitalization to the
extent not covered by Medicare for each
Medicare lifetime inpatient reserve day used.

3. Upon exhaustion of the Medicare
hospital inpatient coverage including the life-
time reserve days, coverage of one hundred
percent (100%) of the Medicare Part A eligi-

ble expenses for hospitalization paid at the
applicable prospective payment system (PPS)
rate, or other appropriate Medicare standard
of payment, subject to a lifetime maximum
benefit of an additional three hundred sixty-
five (365) days. The provider shall accept the
issuer’s payment as payment in full and may
not bill the insured for any balance.

4. Coverage under Medicare Parts A and
B for the reasonable cost of the first three (3)
pints of blood (or equivalent quantities of
packed red blood cells, as defined under fed-
eral regulations) unless replaced in accor-
dance with federal regulations.

5. Coverage for the coinsurance amount,
or in the case of hospital outpatient depart-
ment services paid under a prospective pay-
ment system, the copayment amount, of
Medicare eligible expenses under Part B
regardless of hospital confinement, subject to
the Medicare Part B deductible.

(C) Standards for Additional Benefits. The
following additional benefits shall be includ-
ed in Medicare Supplement Benefit Plans
“B” through “J” only as provided by section
(7) of this rule.

1. Medicare Part A Deductible. Cover-
age for all of the Medicare Part A inpatient
hospital deductible amount per benefit peri-
od.

2. Skilled Nursing Facility Care. Cover-
age for the actual billed charges up to the
coinsurance amount from the twenty-first day
through the hundredth day in a Medicare ben-
efit period for post-hospital skilled nursing
facility care eligible under Medicare Part A.

3. Medicare Part B Deductible. Cover-
age for all of the Medicare Part B deductible
amount per calendar year regardless of hos-
pital confinement.

4. Eighty Percent (80%) of the Medicare
Part B Excess Charges. Coverage for eighty
percent (80%) of the difference between the
actual Medicare Part B charge as billed, not
to exceed any charge limitation established by
the Medicare program or state law, and the
Medicare-approved Part B charge.

5. One Hundred Percent (100%) of the
Medicare Part B Excess Charges. Coverage
for all of the difference between the actual
Medicare Part B charge as billed, not to
exceed any charge limitation established by
the Medicare program or state law, and the
Medicare-approved Part B charge.

6. Basic Outpatient Prescription Drug
Benefit. Coverage for fifty percent (50%) of
outpatient prescription drug charges, after a
two hundred fifty dollar ($250) calendar year
deductible, to a maximum of one thousand
two hundred fifty dollars ($1,250) in benefits
received by the insured per calendar year, to
the extent not covered by Medicare. The out-

patient prescription drug benefit may be
included for sale or issuance in a Medicare
supplement policy until January 1, 2006.

7. Extended Outpatient Prescription
Drug Benefit. Coverage for fifty percent
(50%) of outpatient prescription drug
charges, after a two hundred fifty dollar
($250) calendar year deductible to a maxi-
mum of three thousand dollars ($3,000) in
benefits received by the insured per calendar
year, to the extent not covered by Medicare.
The outpatient prescription drug benefit may
be included for sale or issuance in a Medicare
supplement policy until January 1, 2006.

8. Medically Necessary Emergency
Care in a Foreign Country. Coverage to the
extent not covered by Medicare for eighty
percent (80%) of the billed charges for Medi-
care-eligible expenses for medically neces-
sary emergency hospital, physician, and med-
ical care received in a foreign country, which
care would have been covered by Medicare if
provided in the United States and which care
began during the first sixty (60) consecutive
days of each trip outside the United States,
subject to a calendar year deductible of two
hundred fifty dollars ($250), and a lifetime
maximum benefit of fifty thousand dollars
($50,000). For purposes of this benefit,
“emergency care” shall mean care needed
immediately because of an injury or an ill-
ness of sudden and unexpected onset.

9. Preventive Medical Care Benefit.
Coverage for the following preventive health
services not covered by Medicare:

A. An annual clinical preventive med-
ical history and physical examination that
may include tests and services from subpara-
graph B. and patient education to address pre-
ventive health care measures;

B. Preventive screening tests or pre-
ventive services, the selection and frequency
of which is determined to be medically
appropriate by the attending physician;

C. Reimbursement shall be for the
actual charges up to one hundred percent
(100%) of the Medicare-approved amount for
each service, as if Medicare were to cover the
service as identified in American Medical
Association Current Procedural Terminology
(AMA CPT) codes, to a maximum of one
hundred twenty dollars ($120) annually under
this benefit. This benefit shall not include
payment for any procedure covered by Medi-
care.

10. At-Home Recovery Benefit. Cover-
age for services to provide short-term, at-
home assistance with activities of daily living
for those recovering from an illness, injury,
or surgery.

A. For purposes of this benefit, the
following definitions shall apply:
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(D) “Activities of daily living”
include, but are not limited to bathing, dress-
ing, personal hygiene, transferring, eating,
ambulating, assistance with drugs that are
normally self-administered, and changing
bandages or other dressings;

(II) “Care provider” means a duly
qualified or licensed home health aide or
homemaker, personal care aide, or nurse pro-
vided through a licensed home health care
agency or referred by a licensed referral
agency or licensed nurses registry;

(IIT) “Home” shall mean any place
used by the insured as a place of residence,
provided that the place would qualify as a res-
idence for home health care services covered
by Medicare. A hospital or skilled nursing
facility shall not be considered the insured’s
place of residence; and

(IV) “At-home recovery visit”
means the period of a visit required to pro-
vide at-home recovery care, without limit on
the duration of the visit, except each consec-
utive four (4) hours in a twenty-four (24)-
hour period of services provided by a care
provider is one (1) visit.

B. Coverage Requirements and Limi-
tations.

(I) At-home recovery services pro-
vided must be primarily services which assist
in activities of daily living.

(II) The insured’s attending physi-
cian must certify that the specific type and
frequency of at-home recovery services are
necessary because of a condition for which a
home care plan of treatment was approved by
Medicare.

(M) Coverage is limited to—

(a) No more than the number
and type of at-home recovery visits certified
as necessary by the insured’s attending physi-
cian. The total number of at-home recovery
visits shall not exceed the number of Medi-
care-approved home health care visits under a
Medicare-approved home care plan of treat-
ment;

(b) The actual charges for each
visit up to a maximum reimbursement of
forty dollars ($40) per visit;

(¢c) One thousand six hundred
dollars ($1,600) per calendar year;

(d) Seven (7) visits in any one (1)
week;

(e) Care furnished on a visiting
basis in the insured’s home;

(f) Services provided by a care
provider as defined in this section;

(g) At-home recovery visits
while the insured is covered under the policy
or certificate and not otherwise excluded;

(h) At-home recovery visits
received during the period the insured is

receiving Medicare-approved home care ser-
vices or no more than eight (8) weeks after
the service date of the last Medicare-
approved home health care visit.

C. Coverage is excluded for—

(I) Home care visits paid for by
Medicare or other government programs; and
(D) Care provided by family mem-
bers, unpaid volunteers, or providers who are
not care providers.
(D) Standards for Plans K and L.

1. Standardized Medicare supplement
benefit plan “K” shall consist of the follow-
ing:

A. Coverage of one hundred percent
(100%) of the Part A hospital coinsurance
amount for each day used from the sixty-first
through the ninetieth day in any Medicare
benefit period;

B. Coverage of one hundred percent
(100%) of the Part A hospital coinsurance
amount for each Medicare lifetime inpatient
reserve day used from the ninety-first through
the one hundred fiftieth day in any Medicare
benefit period;

C. Upon exhaustion of the Medicare
hospital inpatient coverage, including the life-
time reserve days, coverage of one hundred
percent (100%) of the Medicare Part A eligi-
ble expenses for hospitalization paid at the
applicable prospective payment system (PPS)
rate, or other appropriate Medicare standard
of payment, subject to a lifetime maximum
benefit of an additional three hundred sixty-
five (365) days. The provider shall accept the
issuer’s payment as payment in full and may
not bill the insured for any balance;

D. Medicare Part A deductible: Cov-
erage for fifty percent (50%) of the Medicare
Part A inpatient hospital deductible amount
per benefit period until the out-of-pocket lim-
itation is met as described in subparagraph
©6)(D)1.].;

E. Skilled nursing facility care: Cov-
erage for fifty percent (50%) of the coinsur-
ance amount for each day used from the
twenty-first day through the one hundredth
day in a Medicare benefit period for post-
hospital skilled nursing facility care eligible
under Medicare Part A until the out-of-pock-
et limitation is met as described in subpara-
graph (6)(D)1.].;

F. Hospice care: Coverage for fifty
percent (50%) of cost sharing for all Part A
Medicare eligible expenses and respite care
until the out-of-pocket limitation is met as
described in subparagraph (6)(D)1.].;

G. Coverage for fifty percent (50%),
under Medicare Part A or B, of the reason-
able cost of the first three (3) pints of blood
(or equivalent quantities of packed red blood
cells, as defined under federal rules) unless

replaced in accordance with federal rules
until the out-of-pocket limitation is met as
described in subparagraph (6)(D)1.].;

H. Except for coverage provided in
subparagraph (6)(D)1.1. below, coverage for
fifty percent (50%) of the cost sharing other-
wise applicable under Medicare Part B after
the policyholder pays the Part B deductible
until the out-of-pocket limitation is met as
described in subparagraph (6)(D)1.J. below;

I. Coverage of one hundred percent
(100%) of the cost sharing for Medicare Part
B preventive services after the policyholder
pays the Part B deductible; and

J. Coverage of one hundred percent
(100%) of all cost sharing under Medicare
parts A and B for the balance of the calendar
year after the individual has reached the out-
of-pocket limitation on annual expenditures
under Medicare Parts A and B of four thou-
sand dollars ($4,000) in 2006, indexed each
year by the appropriate inflation adjustments
specified by the secretary of the U.S. Depart-
ment of Health and Human Services.

2. Standardized Medicare supplement
benefit plan “L” shall consist of the follow-
ing:

A. The benefits described in subpara-
graphs (6)(D)1.A., B., C., and [;

B. The benefit described in subpara-
graphs (6)(D)1.D., E., E, G., and H., but
substituting seventy-five percent (75%) for
fifty percent (50%); and

C. The benefit described in subpara-
graph (6)(D)1.J., but substituting two thou-
sand dollars ($2,000) for four thousand dol-
lars ($4,000).

(7) Benefit Standards for 2010 Standardized
Medicare Supplement Benefit Plan Policies
or Certificates Issued for Delivery with an
Effective Date of Coverage on or After June
1, 2010. The following standards are applica-
ble to all Medicare supplement policies or
certificates delivered or issued for delivery in
this state with an effective date for coverage
on or after June 1, 2010. No policy or cer-
tificate may be advertised, solicited, deliv-
ered, or issued for delivery in this state as a
Medicare supplement policy or certificate
unless it complies with these benefit stan-
dards. No issuer may offer any 1990 Stan-
dardized Medicare supplement benefit plan
for sale on or after June 1, 2010. Benefit
standards applicable to Medicare supplement
policies and certificates issued with an effec-
tive date for coverage prior to June 1, 2010,
remain subject to the requirements of section
(6) of this regulation.

(A) General Standards. The following stan-
dards apply to Medicare supplement policies

JOHN R. ASHCROFT
Secretary of State

(10/31/19)

CODE OF STATE REGULATIONS

49



20 CSR 400-3—DEPARTMENT OF COMMERCE
csn AND INSURANCE

Division 400—Life, Annuities and Health

and certificates and are in addition to all
other requirements of this regulation.

1. A Medicare supplement policy or cer-
tificate shall not exclude or limit benefits for
losses incurred more than six (6) months
from the effective date of coverage because it
involved a preexisting condition. The policy
or certificate may not define a preexisting
condition more restrictively than a condition
for which medical advice was given or treat-
ment was recommended by or received from
a physician within six (6) months before the
effective date of coverage.

2. A Medicare supplement policy or cer-
tificate shall not indemnify against losses
resulting from sickness on a different basis
than losses resulting from accidents.

3. A Medicare supplement policy or cer-
tificate shall provide that benefits designed to
cover cost sharing amounts under Medicare
will be changed automatically to coincide
with any changes in the applicable Medicare
deductible, copayment, or coinsurance
amounts. Premiums may be modified to cor-
respond with such changes.

4. No Medicare supplement policy or
certificate shall provide for termination of
coverage of a spouse solely because of the
occurrence of an event specified for termina-
tion of coverage of the insured, other than the
nonpayment of premium.

5. Each Medicare supplement policy
shall be guaranteed renewable.

A. The issuer shall not cancel or non-
renew the policy solely on the ground of
health status of the individual.

B. The issuer shall not cancel or non-
renew the policy for any reason other than
nonpayment of premium or material misrep-
resentation.

C. If the Medicare supplement policy
is terminated by the group policyholder and is
not replaced as provided under subparagraph
(7)(A)S5.E. of this regulation, the issuer shall
offer certificate holders an individual Medi-
care supplement policy which (at the option
of the certificate holder)—

(I) Provides for continuation of the
benefits contained in the group policy; or

(IT) Provides for benefits that other-
wise meet the requirements of this section.

D. If an individual is a certificate
holder in a group Medicare supplement poli-
cy and the individual terminates membership
in the group, the issuer shall—

(I) Offer the certificate holder the
conversion opportunity described in subpara-
graph (7)(A)S5.C. of this regulation; or

(II) At the option of the group pol-
icyholder, offer the certificate holder contin-
uation of coverage under the group policy.

E. If a group Medicare supplement

policy is replaced by another group Medicare
supplement policy purchased by the same
policyholder, the issuer of the replacement
policy shall offer coverage to all persons cov-
ered under the old group policy on its date of
termination. Coverage under the new policy
shall not result in any exclusion for preexist-
ing conditions that would have been covered
under the group policy being replaced.

6. Termination of a Medicare supple-
ment policy or certificate shall be without
prejudice to any continuous loss which com-
menced while the policy was in force, but the
extension of benefits beyond the period dur-
ing which the policy was in force may be con-
ditioned upon the continuous total disability
of the insured, limited to the duration of the
policy benefit period, if any, or payment of
the maximum benefits. Receipt of Medicare
Part D benefits will not be considered in
determining a continuous loss.

7.

A. A Medicare supplement policy or
certificate shall provide that benefits and pre-
miums under the policy or certificate shall be
suspended at the request of the policyholder
or certificate holder for the period (not to
exceed twenty-four (24) months) in which the
policyholder or certificate holder has applied
for and is determined to be entitled to medi-
cal assistance under Title XIX of the Social
Security Act, but only if the policyholder or
certificate holder notifies the issuer of the
policy or certificate within ninety (90) days
after the date the individual becomes entitled
to assistance.

B. If suspension occurs and if the pol-
icyholder or certificate holder loses entitle-
ment to medical assistance, the policy or cer-
tificate shall be automatically reinstituted
(effective as of the date of termination of enti-
tlement) as of the termination of entitlement
if the policyholder or certificate holder pro-
vides notice of loss of entitlement within
ninety (90) days after the date of loss and
pays the premium attributable to the period,
effective as of the date of termination of enti-
tlement.

C. Each Medicare supplement policy
shall provide that benefits and premiums
under the policy shall be suspended (for any
period that may be provided by federal regu-
lation) at the request of the policyholder if the
policyholder is entitled to benefits under sec-
tion 226(b) of the Social Security Act and is
covered under a group health plan (as defined
in section 1862 (b)(1)(A)(v) of the Social
Security Act). If suspension occurs and if the
policyholder or certificate holder loses cover-
age under the group health plan, the policy
shall be automatically reinstituted (effective
as of the date of loss of coverage) if the poli-

cyholder provides notice of loss of coverage
within ninety (90) days after the date of the
loss and pays the premium attributable to the
period, effective as of the date of termination
of enrollment in the group health plan.

D. Reinstitution of coverages as
described in subparagraphs (7)(A)7.B. and
M(A)7.C.—

(I) Shall not provide for any waiting
period with respect to treatment of preexist-
ing conditions;

(II) Shall provide for resumption of
coverage that is substantially equivalent to
coverage in effect before the date of suspen-
sion; and

(IIT) Shall provide for classification
of premiums on terms at least as favorable to
the policyholder or certificate holder as the
premium classification terms that would have
applied to the policyholder or certificate
holder had the coverage not been suspended.

(B) Standards for Basic (Core) Benefits
Common to Medicare Supplement Insurance
Benefit Plans A, B, C, D, F, F with High
Deductible, G, M, and N. Every issuer of
Medicare supplement insurance benefit plans
shall make available a policy or certificate
including only the following basic “core”
package of benefits to each prospective
insured. An issuer may make available to
prospective insureds any of the other Medi-
care Supplement Insurance Benefit Plans in
addition to the basic core package, but not in
lieu of it.

1. Coverage of Part A Medicare eligible
expenses for hospitalization to the extent not
covered by Medicare from the sixty-first day
through the ninetieth day in any Medicare
benefit period.

2. Coverage of Part A Medicare eligible
expenses incurred for hospitalization to the
extent not covered by Medicare for each
Medicare lifetime inpatient reserve day used.

3. Upon exhaustion of the Medicare
hospital inpatient coverage, including the life-
time reserve days, coverage of one hundred
percent (100%) of the Medicare Part A eligi-
ble expenses for hospitalization paid at the
applicable prospective payment system (PPS)
rate, or other appropriate Medicare standard
of payment, subject to a lifetime maximum
benefit of an additional three hundred sixty-
five (365) days. The provider shall accept the
issuer’s payment as payment in full and may
not bill the insured for any balance.

4. Coverage under Medicare Parts A and
B for the reasonable cost of the first three (3)
pints of blood (or equivalent quantities of
packed red blood cells, as defined under fed-
eral regulations) unless replaced in accor-
dance with federal regulations.

5. Coverage for the coinsurance amount,
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or in the case of hospital outpatient depart-
ment services paid under a prospective pay-
ment system, the copayment amount, of
Medicare eligible expenses under Part B
regardless of hospital confinement, subject to
the Medicare Part B deductible.

6. Hospice care. Coverage of cost shar-
ing for all Part A Medicare eligible hospice
care and respite care expenses.

(C) Standards for Additional Benefits. The
following additional benefits shall be includ-
ed in Medicare supplement benefit Plans B,
C, D, F, F with High Deductible, G, M, and
N as provided by section (9) of this regula-
tion:

1. Medicare Part A Deductible. Cover-
age for one hundred percent (100%) of the
Medicare Part A inpatient hospital deductible
amount per benefit period;

2. Medicare Part A Deductible. Cover-
age for fifty percent (50%) of the Medicare
Part A inpatient hospital deductible amount
per benefit period;

3. Skilled Nursing Facility Care. Cover-
age for the actual billed charges up to the
coinsurance amount from the twenty-first day
through the one hundredth day in a Medicare
benefit period for post-hospital skilled nurs-
ing facility care eligible under Medicare Part
A;

4. Medicare Part B Deductible. Cover-
age for one hundred percent (100%) of the
Medicare Part B deductible amount per cal-
endar year regardless of hospital confine-
ment;

5. One Hundred Percent (100%) of the
Medicare Part B Excess Charges. Coverage
for all of the difference between the actual
Medicare Part B charges as billed, not to
exceed any charge limitation established by
the Medicare program or state law, and the
Medicare-approved Part B charge; and

6. Medically Necessary Emergency
Care in a Foreign Country. Coverage to the
extent not covered by Medicare for eighty
percent (80%) of the billed charges for Medi-
care-eligible expenses for medically neces-
sary emergency hospital, physician, and med-
ical care received in a foreign country, which
care would have been covered by Medicare if
provided in the United States and which care
began during the first sixty (60) consecutive
days of each trip outside the United States,
subject to a calendar year deductible of two
hundred fifty dollars ($250), and a lifetime
maximum benefit of fifty thousand dollars
($50,000). For purposes of this benefit,
“emergency care” shall mean care needed
immediately because of an injury or an ill-
ness of sudden and unexpected onset.

(8) Standard Medicare Supplement Benefit
Plans for 1990 Standardized Medicare Sup-
plement Benefit Plan Policies or Certificates
Issued for Delivery on or After July 30,
1992, and with an Effective Date for Cover-
age Prior to June 1, 2010.

(A) An issuer shall make available to each
prospective policyholder and certificate hold-
er a policy form or certificate form contain-
ing only the basic core benefits, as defined in
subsection (6)(B) of this rule.

(B) No groups, packages, or combinations
of Medicare supplement benefits other than
those listed in this section shall be offered for
sale in this state, except as may be permitted
in paragraph (6)(C)11. and in section (11) of
this rule.

(C) Benefit plans shall be uniform in struc-
ture, language, designation, and format to the
standard benefit plans “A” through “L” listed
in this section and conform to the definitions
in section (3) of this rule. Each benefit shall
be structured in accordance with the format
provided in subsections (6)(B), (6)(C), and
(6)(D) and list the benefits in the order shown
in this section. For purposes of this section,
“structure, language, and format” means
style, arrangement, and overall content of a
benefit.

(D) An issuer may use, in addition to the
benefit plan designations required in subsec-
tion (8)(C), other designations to the extent
permitted by law.

(E) Make-Up of Benefit Plans.

1. Standardized Medicare supplement
benefit plan “A” shall be limited to the basic
(core) benefits common to all benefit plans,
as defined in subsection (6)(B) of this rule.

2. Standardized Medicare supplement
benefit plan “B” shall include only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible as defined in paragraph
6)(O)1.

3. Standardized Medicare supplement
benefit plan “C” shall include only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, Medicare Part B deductible, and medi-
cally necessary emergency care in a foreign
country as defined in paragraphs (6)(C)1.,
2., 3., and 8., respectively.

4. Standardized Medicare supplement
benefit plan “D” shall include only the fol-
lowing: The core benefit (as defined in sub-
section (6)(B) of this rule), plus the Medicare
Part A deductible, skilled nursing facility
care, medically necessary emergency care in
a foreign country, and the at-home recovery
benefit as defined in paragraphs (6)(C)1., 2.,
8., and 10., respectively.

5. Standardized Medicare supplement
benefit plan “E” shall include only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, medically necessary emergency care in
a foreign country, and preventive medical
care as defined in paragraphs (6)(C)1., 2.,
8., and 9., respectively.

6. Standardized Medicare supplement
benefit plan “F” shall include only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, the skilled nursing facility
care, the Part B deductible, one hundred per-
cent (100%) of the Medicare Part B excess
charges, and medically necessary emergency
care in a foreign country as defined in para-
graphs (6)(C)1., 2., 3., 5., and 8., respec-
tively.

7. Standardized Medicare supplement
benefit high deductible plan “F” shall include
only the following: One hundred percent
(100%) of covered expenses following the
payment of the annual high deductible plan
“F” deductible. The covered expenses
include the core benefit as defined in subsec-
tion (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, the Medicare Part B deductible, one
hundred percent (100%) of the Medicare Part
B excess charges, and medically necessary
emergency care in a foreign country as
defined in paragraphs (6)(C)1., 2., 3., 5.,
and 8., respectively. The annual high
deductible plan “F” deductible shall consist
of out-of-pocket expenses, other than premi-
ums, for services covered by the Medicare
supplement plan “F” policy, and shall be in
addition to any other specific benefit
deductibles. The annual high deductible plan
“F” deductible shall be one thousand five
hundred dollars ($1,500) for 1998 and 1999,
and shall be based on the calendar year. It
shall be adjusted annually thereafter by the
secretary to reflect the change in the Con-
sumer Price Index for all urban consumers
for the twelve- (12-) month period ending
with August of the preceding year, and round-
ed to the nearest multiple of ten dollars ($10).

8. Standardized Medicare supplement
benefit plan “G” shall include only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, eighty percent (80%) of the Medicare
Part B excess charges, medically necessary
emergency care in a foreign country, and the
at-home recovery benefit as defined in para-
graphs (6)(C)1., 2., 4., 8., and 10., respec-
tively.
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9. Standardized Medicare supplement
benefit plan “H” shall consist of only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, basic prescription drug benefit, and
medically necessary emergency care in a for-
eign country as defined in paragraphs
6)(O)1., 2., 6., and 8., respectively. The
outpatient prescription drug benefit shall not
be included in a Medicare supplement policy
sold after December 31, 2005.

10. Standardized Medicare supplement
benefit plan “I” shall consist of only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, one hundred percent (100%) of the
Medicare Part B excess charges, basic pre-
scription drug benefit, medically necessary
emergency care in a foreign country, and
at-home recovery benefit as defined in para-
graphs (6)(C)1., 2., 5., 6., 8., and 10.,
respectively. The outpatient prescription drug
benefit shall not be included in a Medicare
supplement policy sold after December 31,
2005.

11. Standardized Medicare supplement
benefit plan “J” shall consist of only the fol-
lowing: The core benefit as defined in sub-
section (6)(B) of this rule, plus the Medicare
Part A deductible, skilled nursing facility
care, Medicare Part B deductible, one hun-
dred percent (100%) of the Medicare Part B
excess charges, extended prescription drug
benefit, medically necessary emergency care
in a foreign country, preventive medical care,
and at-home recovery benefit as defined in
paragraphs (6)(C)1., 2., 3., 5., 7., 8., 9.,
and 10., respectively. The outpatient pre-
scription drug benefit shall not be included in
a Medicare supplement policy sold after
December 31, 2005.

12. Standardized Medicare supplement
benefit high deductible plan “J” shall consist
of only the following: one hundred percent
(100%) of covered expenses following the
payment of the annual high deductible plan
“J” deductible. The covered expenses include
the core benefit as defined in subsection
(6)(B) of this rule, plus the Medicare Part A
deductible, skilled nursing facility care,
Medicare Part B deductible, one hundred per-
cent (100%) of the Medicare Part B excess
charges, extended outpatient prescription
drug benefit, medically necessary emergency
care in a foreign country, preventive medical
care benefit, and at-home recovery benefit as
defined in paragraphs (6)(C)1., 2., 3., 5., 7.,
8., 9., and 10., respectively. The annual high
deductible plan “J” deductible shall consist
of out-of-pocket expenses, other than premi-

ums, for services covered by the Medicare
supplement plan “J” policy, and shall be in
addition to any other specific benefit
deductibles. The annual deductible shall be
fifteen hundred dollars ($1,500) for 1998 and
1999, and shall be based on a calendar year.
It shall be adjusted annually thereafter by the
secretary to reflect the change in the Con-
sumer Price Index for all urban consumers
for the twelve- (12-) month period ending
with August of the preceding year, and round-
ed to the nearest multiple of ten dollars ($10).
The outpatient prescription drug benefit shall
not be included in a Medicare supplement
policy sold after December 31, 2005.

(F) Make-up of two (2) Medicare supple-
ment plans mandated by the Medicare Pre-
scription Drug, Improvement and Modern-
ization Act of 2003 (MMA).

1. Standardized Medicare supplement
benefit plan “K” shall consist of only those
benefits described in paragraph (6)(D)1.

2. Standardized Medicare supplement
plan “L” shall consist only of those benefits
described in paragraph (6)(D)2.

(G) New or Innovative Benefits. An issuer
may, with the prior approval of the commis-
sioner, offer policies or certificates with new
or innovative benefits in addition to the ben-
efits provided in a policy or certificate that
otherwise complies with the applicable stan-
dards. The new or innovative benefits may
include benefits that are appropriate to Medi-
care supplement insurance, new or innova-
tive, not otherwise available, cost-effective,
and offered in a manner that is consistent
with the goal of simplification of Medicare
supplement policies. After December 31,
2005, the innovative benefit shall not include
an outpatient prescription drug benefit.

(9) Standard Medicare Supplement Benefit
Plans for 2010 Standardized Medicare Sup-
plement Benefit Plan Policies or Certificates
with an Effective Date for Coverage on or
After June 1, 2010. The following standards
are applicable to all Medicare supplement
policies or certificates delivered or issued for
delivery in this state with an effective date for
coverage on or after June 1, 2010. No poli-
cy or certificate may be advertised, solicited,
delivered, or issued for delivery in this state
as a Medicare supplement policy or certifi-
cate unless it complies with these benefit plan
standards. Benefit plan standards applicable
to Medicare supplement policies and certifi-
cates with an effective date for coverage
before June 1, 2010, remain subject to the
requirements of section (6) of this regulation.
(A) Reserved

1. An issuer shall make available to each

prospective policyholder and certificate hold-

er a policy form or certificate form contain-
ing only the basic (core) benefits, as defined
in subsection (7)(B) of this regulation.

2. If an issuer makes available any of the
additional benefits described in subsection
(7)(C), or offers standardized benefit Plans K
or L (as described in paragraphs (9)(E)8. and
9. of this regulation), then the issuer shall
make available to each prospective policy-
holder and certificate holder, in addition to
the basic (core) benefits as described in para-
graph (9)(A)1. above, a policy form or cer-
tificate form containing either standardized
benefit Plan C (as described in paragraph
(9)(E)3. of this regulation) or standardized
benefit Plan F (as described in paragraph
(9)(E)S. of this regulation).

(B) No groups, packages, or combinations
of Medicare supplement benefits other than
those listed in this section shall be offered for
sale in this state, except as may be permitted
in subsection (9)(F) and in sections (10) and
(11) of this regulation.

(C) Benefit plans shall be uniform in struc-
ture, language, designation, and format to the
standard benefit plans listed in this subsection
and conform to the definitions in section (2)
of this regulation. Each benefit shall be struc-
tured in accordance with the format provided
in subsections (7)(B) and (7)(C) of this regu-
lation; or, in the case of Plans K or L, in
paragraphs (9)(E)8. or 9. of this regulation
and list the benefits in the order shown. For
purposes of this section, “structure, lan-
guage, and format” means style, arrange-
ment, and overall content of a benefit.

(D) In addition to the benefit plan designa-
tions required in subsection (C) of this sec-
tion, an issuer may use other designations to
the extent permitted by law.

(E) Make-up of 2010 Standardized Benefit
Plans.

1. Standardized Medicare supplement
benefit Plan A shall include only the follow-
ing: The basic (core) benefits as defined in
subsection (7)(B) of this regulation.

2. Standardized Medicare supplement
benefit Plan B shall include only the follow-
ing: The basic (core) benefit as defined in
subsection (7)(B) of this regulation, plus one
hundred percent (100%) of the Medicare Part
A deductible as defined in paragraph (7)(C)1.
of this regulation.

3. Standardized Medicare supplement
benefit Plan C shall include only the follow-
ing: The basic (core) benefit as defined in
subsection (7)(B) of this regulation, plus one
hundred percent (100%) of the Medicare Part
A deductible, skilled nursing facility care,
one hundred percent (100%) of the Medicare
Part B deductible, and medically necessary
emergency care in a foreign country as
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defined in paragraphs (7)(C)1., 3., 4., and 6.
of this regulation, respectively.

4. Standardized Medicare supplement
benefit Plan D shall include only the follow-
ing: The basic (core) benefit (as defined in
subsection (7)(B) of this regulation), plus one
hundred percent (100%) of the Medicare Part
A deductible, skilled nursing facility care,
and medically necessary emergency care in a
foreign country as defined in paragraphs
(MH(C)1., 3., and 6. of this regulation,
respectively.

5. Standardized Medicare supplement
(regular) Plan F shall include only the fol-
lowing: The basic (core) benefit as defined in
subsection (7)(B) of this regulation, plus one
hundred percent (100%) of the Medicare Part
A deductible, the skilled nursing facility care,
one hundred percent (100%) of the Medicare
Part B deductible, one hundred percent
(100%) of the Medicare Part B excess
charges, and medically necessary emergency
care in a foreign country as defined in para-
graphs (7)(C)1., 2., 4., 5., and 6., respec-
tively.

6. Standardized Medicare supplement
Plan F With High Deductible shall include
only the following: One hundred percent
(100%) of covered expenses following the
payment of the annual deductible set forth in
subparagraph (9)(E)6.B.

A. The basic (core) benefit as defined
in subsection (7)(B) of this regulation, plus
one hundred percent (100%) of the Medicare
Part A deductible, skilled nursing facility
care, one hundred percent (100%) of the
Medicare Part B deductible, one hundred per-
cent (100%) of the Medicare Part B excess
charges, and medically necessary emergency
care in a foreign country as defined in para-
graphs (7)(O)1., 3., 4., 5., and 6., of this
regulation, respectively.

B. The annual deductible in Plan F
With High Deductible shall consist of out-of-
pocket expenses, other than premiums, for
services covered by regular Plan F, and shall
be in addition to any other specific benefit
deductibles. The basis for the deductible shall
be one thousand five hundred dollars
($1,500) and shall be adjusted annually from
1999 by the Secretary of the U.S. Depart-
ment of Health and Human Services to reflect
the change in the Consumer Price Index for
all urban consumers for the twelve- (12-)
month period ending with August of the pre-
ceding year, and rounded to the nearest mul-
tiple of ten dollars ($10).

7. Standardized Medicare supplement
benefit Plan G shall include only the follow-
ing: The basic (core) benefit as defined in
subsection (7)(B) of this regulation, plus one
hundred percent (100%) of the Medicare Part

A deductible, skilled nursing facility care,
one hundred percent (100%) of the Medicare
Part B excess charges, and medically neces-
sary emergency care in a foreign country as
defined in paragraphs (7)(C)1., 3., 5., and
6., respectively. Effective January 1, 2020,
the standardized benefit plan described in
paragraph (10)(A)4. of this rule (Redesignat-
ed Plan G High Deductible) may be offered
to any individual who was eligible for Medi-
care prior to January 1, 2020.

8. Standardized Medicare supplement
Plan K is mandated by The Medicare Pre-
scription Drug, Improvement and Modern-
ization Act of 2003, and shall include only
the following:

A. Part A Hospital Coinsurance sixty-
first through ninetieth days: Coverage of one
hundred percent (100%) of the Part A hospi-
tal coinsurance amount for each day used
from the sixty-first through the ninetieth day
in any Medicare benefit period;

B. Part A Hospital Coinsurance nine-
ty-first through the one hundred fiftieth day:
Coverage of one hundred percent (100%) of
the Part A hospital coinsurance amount for
each Medicare lifetime inpatient reserve day
used from the ninety-first through the one
hundred fiftieth day in any Medicare benefit
period;

C. Part A Hospitalization After One
Hundred Fifty (150) Days: Upon exhaustion
of the Medicare hospital inpatient coverage,
including the lifetime reserve days, coverage
of one hundred percent (100%) of the Medi-
care Part A eligible expenses for hospitaliza-
tion paid at the applicable prospective pay-
ment system (PPS) rate, or other appropriate
Medicare standard of payment, subject to a
lifetime maximum benefit of an additional
three hundred sixty-five (365) days. The
provider shall accept the issuer’s payment as
payment in full and may not bill the insured
for any balance;

D. Medicare Part A Deductible: Cov-
erage for fifty percent (50%) of the Medicare
Part A inpatient hospital deductible amount
per benefit period until the out-of-pocket lim-
itation is met as described in subparagraph
) (E)8.J.;

E. Skilled Nursing Facility Care:
Coverage for fifty percent (50%) of the coin-
surance amount for each day used from the
twenty-first day through the one hundredth
day in a Medicare benefit period for post-
hospital skilled nursing facility care eligible
under Medicare Part A until the out-of-pock-
et limitation is met as described in subpara-
graph (9)(E)8.J.;

F. Hospice Care: Coverage for fifty
percent (50%) of cost sharing for all Part A
Medicare eligible expenses and respite care

until the out-of-pocket limitation is met as
described in subparagraph (9)(E)8.J.;

G. Blood: Coverage for fifty percent
(50%), under Medicare Part A or B, of the
reasonable cost of the first three (3) pints of
blood (or equivalent quantities of packed red
blood cells, as defined under federal regula-
tions) unless replaced in accordance with fed-
eral regulations until the out-of-pocket limita-
tion is met as described in subparagraph
9)E)8.J.;

H. Part B Cost Sharing: Except for
coverage provided in subparagraph (9)(E)8.1.,
coverage for fifty percent (50%) of the cost
sharing otherwise applicable under Medicare
Part B after the policyholder pays the Part B
deductible until the out-of-pocket limitation is
met as described in subparagraph (9)(E)8.J.;

1. Part B Preventive Services: Cover-
age of one hundred percent (100%) of the
cost sharing for Medicare Part B preventive
services after the policyholder pays the Part B
deductible; and

J. Cost Sharing After Out-of-Pocket
Limits: Coverage of one hundred percent
(100%) of all cost sharing under Medicare
Parts A and B for the balance of the calendar
year after the individual has reached the out-
of-pocket limitation on annual expenditures
under Medicare Parts A and B of four thou-
sand dollars ($4,000) in 2006, indexed each
year by the appropriate inflation adjustment
specified by the secretary of the U.S. Depart-
ment of Health and Human Services.

9. Standardized Medicare supplement
Plan L is mandated by The Medicare Pre-
scription Drug, Improvement and Modern-
ization Act of 2003, and shall include only
the following:

A. The benefits described in subpara-
graphs (9)(E)8.A., B., C., and L;

B. The benefit described in subpara-
graphs (9)(E)8.D., E., E, G., and H., but
substituting seventy-five percent (75%) for
fifty percent (50%); and

C. The benefit described in subpara-
graph (9)(E)8.J; but substituting two thou-
sand dollars ($2,000) for four thousand dol-
lars ($4,000).

10. Standardized Medicare supplement
Plan M shall include only the following: The
basic (core) benefit as defined in subsection
(7)(B) of this regulation, plus fifty percent
(50%) of the Medicare Part A deductible,
skilled nursing facility care, and medically
necessary emergency care in a foreign coun-
try as defined in paragraphs (7)(C)2., 3., and
6. of this regulation, respectively.

11. Standardized Medicare supplement
Plan N shall include only the following: The
basic (core) benefit as defined in subsection
(7)(B) of this regulation, plus one hundred
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percent (100%) of the Medicare Part A
deductible, skilled nursing facility care, and
medically necessary emergency care in a for-
eign country as defined in paragraphs
(M(O)1., 3., and 6., of this regulation,
respectively, with copayments in the follow-
ing amounts:

A. The lesser of twenty dollars ($20)
or the Medicare Part B coinsurance or copay-
ment for each covered health care provider
office visit (including visits to medical spe-
cialists); and

B. The lesser of fifty dollars ($50) or
the Medicare Part B coinsurance or copay-
ment for each covered emergency room visit,
however, this copayment shall be waived if
the insured is admitted to any hospital and the
emergency Vvisit is subsequently covered as a
Medicare Part A expense.

(F) New or Innovative Benefits. An issuer
may, with the prior approval of the director,
offer policies or certificates with new or
innovative benefits, in addition to the stan-
dardized benefits provided in a policy or cer-
tificate that otherwise complies with the
applicable standards. The new or innovative
benefits shall include only benefits that are
appropriate to Medicare supplement insur-
ance, are new or innovative, are not other-
wise available, and are cost-effective.
Approval of new or innovative benefits must
not adversely impact the goal of Medicare
supplement simplification. New or innova-
tive benefits shall not include an outpatient
prescription drug benefit. New or innovative
benefits shall not be used to change or reduce
benefits, including a change of any cost-shar-
ing provision, in any standardized plan.

(10) Standard Medicare Supplement Benefit
Plans for 2020 Standardized Medicare Sup-
plement Benefit Plan Policies or Certificates
Issued for Delivery to Individuals Newly Eli-
gible for Medicare on or after January 1,
2020. The Medicare Access and CHIP Reau-
thorization Act of 2015 (MACRA) requires
the following standards are applicable to all
Medicare supplement policies or certificates
delivered or issued for delivery in this state to
individuals newly eligible for Medicare on or
after January 1, 2020. No policy or certifi-
cate that provides coverage of the Medicare
Part B deductible may be advertised, solicit-
ed, delivered, or issued for delivery in this
state as a Medicare supplement policy or cer-
tificate to individuals newly eligible for
Medicare on or after January 1, 2020. All
policies must comply with the following ben-
efit standards. Benefit plan standards applica-
ble to Medicare supplement policies and cer-
tificates issued to individuals eligible for
Medicare before January 1, 2020 remain sub-
ject to the requirements of section (9) of this

rule.

(A) Benefit Requirements. The standards
and requirements of section (9) shall apply to
all Medicare supplement policies or certifi-
cates delivered or issued for delivery to indi-
viduals newly eligible for Medicare on or
after January 1, 2020, with the following
exceptions:

1. Standardized Medicare supplement
benefit Plan C is redesignated as Plan D and
shall provide the benefits contained in para-
graph (9)(E)3. of this rule but shall not pro-
vide coverage for one hundred percent
(100%) or any portion of the Medicare Part B
deductible;

2. Standardized Medicare supplement
benefit Plan F is redesignated as Plan G and
shall provide the benefits contained in para-
graph (9)(E)S. of this rule but shall not pro-
vide coverage for one hundred percent
(100%) or any portion of the Medicare Part B
deductible;

3. Standardized Medicare supplement
benefit Plan C, F and F with High
Deductible may not be offered to individuals
newly eligible for Medicare on or after Jan-
uary 1, 2020;

4. Standardized Medicare supplement
benefit Plan F with High Deductible is redes-
ignated as Plan G with High Deductible and
shall provide the benefits contained in para-
graph (9)(E)6. of this rule but shall not pro-
vide coverage for one hundred percent
(100%) or any portion of the Medicare Part B
deductible; provided further that, the Medi-
care Part B deductible paid by the beneficia-
ry shall be considered an out-of-pocket
expense in meeting the annual high
deductible; and

5. The reference to Plans C or F con-
tained in paragraph (9)(A)2. is deemed a ref-
erence to Plans D or G for purposes of this
section (10).

(B) Applicability to Certain Individuals.
This section (10) applies only to individuals
that are newly eligible for Medicare on or
after January 1, 2020—

1. By reason of attaining age 65 on or
after January 1, 2020; or

2. By reason of entitlement to benefits
under Part A pursuant to section 226(b) or
226A of the Social Security Act, or who is
deemed to be eligible for benefits under sec-
tion 226(a) of the Social Security Act on or
after January 1, 2020.

(C) Guaranteed Issue for Eligible Persons.
For purposes of subsection (13)(E) of this
rule, in the case of any individual newly eli-
gible for Medicare on or after January 1,
2020, any reference to a Medicare supple-
ment policy C or F (including F with High
Deductible) shall be deemed to be a reference
to Medicare supplement Policy D or G
(including G with High Deductible) respec-

tively that meets the requirements of this sec-
tion (10).

(D) Offer of Redesignated Plans to Indi-
viduals other than Newly Eligible. On or
after January 1, 2020, the standardized bene-
fit plans described in paragraph (A)4. of this
section (10) may be offered to any individual
who was eligible for Medicare prior to Jan-
uary 1, 2020 in addition to the standardized
plans described in subsection (9)(E) of this
rule.

(11) Medicare Select Policies and Certifi-
cates.

(A) Reserved

1. This section shall apply to Medicare
Select policies and certificates, as defined in
this section.

2. No policy or certificate may be adver-
tised as a Medicare Select policy or certifi-
cate unless it meets the requirements of this
section.

(B) For the purposes of this section—

1. “Complaint” means any dissatisfac-
tion expressed by an individual concerning a
Medicare Select issuer or its network
providers;

2. “Grievance” means dissatisfaction
expressed in writing by an individual insured
under a Medicare Select policy or certificate
with the administration, claims practices, or
provision of services concerning a Medicare
Select issuer or its network providers;

3. “Medicare Select issuer” means an
issuer offering, or seeking to offer, a Medi-
care Select policy or certificate;

4. “Medicare Select policy” or “Medi-
care Select certificate” mean respectively a
Medicare supplement policy or certificate
that contains restricted network provisions;

5. “Network provider” means a provider
of health care, or a group of providers of
health care, which has entered into a written
agreement with the issuer to provide benefits
insured under a Medicare Select policy;

6. “Restricted network provision”
means any provision which conditions the
payment of benefits, in whole or in part, on
the use of network providers; and

7. “Service area” means the geographic
area approved by the director within which an
issuer is authorized to offer a Medicare Select
policy.

(C) The director may authorize an issuer to
offer a Medicare Select policy or certificate,
pursuant to this section and Section 4358 of
the Omnibus Budget Reconciliation Act
(OBRA) of 1990, if the director finds that the
issuer has satisfied all of the requirements of
this rule.

(D) A Medicare Select issuer shall not
issue a Medicare Select policy or certificate
in this state until its plan of operation has
been approved by the director.
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(E) A Medicare Select issuer shall file a
proposed plan of operation with the director
in a format prescribed by the director. The
plan of operation shall contain at least the fol-
lowing information:

1. Evidence that all covered services
that are subject to restricted network provi-
sions are available and accessible through
network providers, including a demonstration
that:

A. Services can be provided by net-
work providers with reasonable promptness
with respect to geographic location, hours of
operation, and after-hour care. The hours of
operation and availability of after-hour care
shall reflect usual practice in the local area.
Geographic availability shall reflect the usual
travel times within the community;

B. The number of network providers
in the service area is sufficient, with respect
to current and expected policyholders,
either—

(I) To deliver adequately all ser-
vices that are subject to a restricted network
provision; or

(II) To make appropriate referrals;

C. There are written agreements with
network providers describing specific respon-
sibilities;

D. Emergency care is available twen-
ty-four (24) hours per day and seven (7) days
per week; and

E. In the case of covered services that
are subject to a restricted network provision
and are provided on a prepaid basis, there are
written agreements with network providers
prohibiting the providers from billing or oth-
erwise seeking reimbursement from or
recourse against any individual insured under
a Medicare Select policy or certificate. This
paragraph shall not apply to supplemental
charges or coinsurance amounts as stated in
the Medicare Select policy or certificate;

2. A statement or map providing a clear
description of the service area;

3. A description of the grievance proce-
dure to be utilized;

4. A description of the quality assurance
program, including:

A. The formal organizational struc-
ture;

B. The written criteria for selection,
retention, and removal of network providers;
and

C. The procedures for evaluating
quality of care provided by network
providers, and the process to initiate correc-
tive action when warranted;

5. A list and description, by specialty, of
the network providers;

6. Copies of the written information
proposed to be used by the issuer to comply
with subsection (I) of this section; and

7. Any other information requested by

the director.

(F) Reserved

1. A Medicare Select issuer shall file
any proposed changes to the plan of opera-
tion, except for changes to the list of network
providers, with the director prior to imple-
menting the changes. Changes shall be con-
sidered approved by the director after thirty
(30) days unless specifically disapproved.

2. An updated list of network providers
shall be filed with the director at least quar-
terly.

(G) A Medicare Select policy or certificate
shall not restrict payment for covered services
provided by non-network providers if—

1. The services are for symptoms
requiring emergency care or are immediately
required for an unforeseen illness, injury, or
a condition; and

2. It is not reasonable to obtain services
through a network provider.

(H) A Medicare Select policy or certificate
shall provide payment for full coverage under
the policy for covered services that are not
available through network providers.

(I) A Medicare Select issuer shall make
full and fair disclosure in writing of the pro-
visions, restrictions, and limitations of the
Medicare Select policy or certificate to each
applicant. This disclosure shall include at
least the following:

1. An outline of coverage sufficient to
permit the applicant to compare the coverage
and premiums of the Medicare Select policy
or certificate with—

A. Other Medicare supplement poli-
cies or certificates offered by the issuer; and

B. Other Medicare Select policies or
certificates;

2. A description (including address,
phone number, and hours of operation) of the
network providers, including primary care
physicians, specialty physicians, hospitals,
and other providers;

3. A description of the restricted net-
work provisions, including payments for
coinsurance and deductibles when providers
other than network providers are utilized.
Except to the extent specified in the policy or
certificate, expenses incurred when using
out-of-network providers do not count toward
the out-of-pocket annual limit contained in
plans “K” and “L”;

4. A description of coverage for emer-
gency and urgently needed care and other
out-of-service area coverage;

5. A description of limitations on refer-
rals to restricted network providers and to
other providers;

6. A description of the policyholder’s
rights to purchase any other Medicare sup-
plement policy or certificate otherwise
offered by the issuer; and

7. A description of the Medicare Select

issuer’s quality assurance program and
grievance procedure.

(J) Prior to the sale of a Medicare Select
policy or certificate, a Medicare Select issuer
shall obtain from the applicant a signed and
dated form stating that the applicant has
received the information provided pursuant to
subsection (I) of this section and that the
applicant understands the restrictions of the
Medicare Select policy or certificate.

(K) A Medicare Select issuer shall have
and use procedures for hearing complaints
and resolving written grievances from the
subscribers. The procedures shall be aimed at
mutual agreement for settlement and may
include arbitration procedures.

1. The grievance procedure shall be
described in the policy and certificates and in
the outline of coverage.

2. At the time the policy or certificate is
issued, the issuer shall provide detailed infor-
mation to the policyholder describing how a
grievance may be registered with the issuer.

3. Grievances shall be considered in a
timely manner and shall be transmitted to
appropriate decision-makers who have
authority to fully investigate the issue and
take corrective action.

4. If a grievance is found to be valid,
corrective action shall be taken promptly.

5. All concerned parties shall be notified
about the results of a grievance.

6. The issuer shall report no later than
each March thirty-first to the director regard-
ing its grievance procedure. The report shall
be in a format prescribed by the director and
shall contain the number of grievances filed
in the past year and a summary of the subject,
nature, and resolution of such grievances.

(L) At the time of initial purchase, a Medi-
care Select issuer shall make available to each
applicant for a Medicare Select policy or cer-
tificate the opportunity to purchase any Medi-
care supplement policy or certificate other-
wise offered by the issuer.

(M) Reserved

1. At the request of an individual
insured under a Medicare Select policy or
certificate, a Medicare Select issuer shall
make available to the individual insured the
opportunity to purchase a Medicare supple-
ment policy or certificate offered by the
issuer which has comparable or lesser bene-
fits and which does not contain a restricted
network provision. The issuer shall make the
policies or certificates available without
requiring evidence of insurability after the
Medicare Select policy or certificate has been
in force for six (6) months.

2. For the purposes of this subsection, a
Medicare supplement policy or certificate
will be considered to have comparable or
lesser benefits unless it contains one (1) or
more significant benefits not included in the
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Medicare Select policy or certificate being
replaced. For the purposes of this paragraph,
a significant benefit means coverage for the
Medicare Part A deductible, coverage for at-
home recovery services, or coverage for Part
B excess charges.

(N) Medicare Select policies and certifi-
cates shall provide for continuation of cover-
age in the event the secretary of Health and
Human Services determines that Medicare
Select policies and certificates issued pur-
suant to this section should be discontinued
due to either the failure of the Medicare
Select Program to be reauthorized under law
or its substantial amendment.

1. Each Medicare Select issuer shall
make available to each individual insured
under a Medicare Select policy or certificate
the opportunity to purchase any Medicare
supplement policy or certificate offered by
the issuer which has comparable or lesser
benefits and which does not contain a
restricted network provision. The issuer shall
make the policies and certificates available
without requiring evidence of insurability.

2. For the purposes of this subsection, a
Medicare supplement policy or certificate
will be considered to have comparable or
lesser benefits unless it contains one (1) or
more significant benefits not included in the
Medicare Select policy or certificate being
replaced. For the purposes of this paragraph,
a significant benefit means coverage for the
Medicare Part A deductible, coverage for at-
home recovery services, or coverage for Part
B excess charges.

(O) A Medicare Select issuer shall comply
with reasonable requests for data made by
state or federal agencies, including the Unit-
ed States Department of Health and Human
Services, for the purpose of evaluating the
Medicare Select Program.

(12) Open Enrollment.

(A) An issuer shall not deny or condition
the issuance or effectiveness of any Medicare
supplement policy or certificate available for
sale in this state, nor discriminate in the pric-
ing of a policy or certificate because of the
health status, claims experience, receipt of
health care, or medical condition of an appli-
cant in the case of an application for a policy
or certificate that is submitted prior to or dur-
ing the six- (6-) month period beginning with
the first day of the first month in which the
applicant is both sixty-five (65) years of age
or older and is enrolled for benefits under
Medicare Part B.

1. Each Medicare supplement policy
and certificate currently available from an
insurer shall be made available to all appli-
cants who qualify under this subsection with-
out regard to age.

(B) No issuer shall deny or condition the

issuance or effectiveness of any Medicare
supplement policy or certificate available for
sale in this state, nor discriminate in the pric-
ing of that policy or certificate because of the
health status, claims experience, receipt of
health care, or medical condition of an appli-
cant under age sixty-five (65), if:

1. The application for the policy or cer-
tificate is submitted prior to or during the six-
(6-) month period beginning with the first day
of the first month during which the applicant
becomes enrolled for benefits under Medi-
care Part B, without regard to age, after June
30, 1998; or

2. The applicant was enrolled for bene-
fits under Medicare Part B without regard to
age on or prior to June 30, 1998, and the
application for a policy or certificate is sub-
mitted during the six- (6-) month period
beginning with June 30, 1998.

(C) Reserved

1. If an applicant qualifies under either
subsection (12)(A) or (B), submits an appli-
cation during the applicable time period ref-
erenced in those subsections, and, as of the
date of application, has had a continuous
period of creditable coverage of at least six
(6) months, the issuer shall not exclude ben-
efits based on a preexisting condition.

2. If the applicant qualifies under either
subsection (12)(A) or (B), submits an appli-
cation during the applicable time period ref-
erenced in those subsections, and, as of the
date of application, has had a continuous
period of creditable coverage that is less than
six (6) months, the issuer shall reduce the
period of any preexisting condition exclusion
by the aggregate of the period of creditable
coverage applicable to the applicant as of the
enrollment date. The secretary shall specify
the manner of the reduction under this sub-
section.

(D) Each Medicare supplement policy and
certificate currently available from an issuer
shall be made available to all applicants to
whom an issuer is required to issue a policy
or certificate of Medicare supplement insur-
ance under this section.

(E) No issuer required by subsection (B) of
this section to issue policies or certificates of
Medicare supplement insurance shall dis-
criminate as to rates, between the rates
charged to persons enrolled under subsection
(B) of this section and the average rates
charged for participation in that policy form
number or certificate form number by per-
sons enrolled in Medicare Part B by reason of
age, or discriminate between persons entitled
to enroll in the policy form number or cer-
tificate form number under subsection (B) of
this section and other enrollees in the policy
form number or certificate form number in
other terms or conditions of the plan, policy
form number, or certificate form number.

1. An issuer must demonstrate compli-
ance with this section for each plan, type, and
form level permitted under subsection
(16)(D) by either—

A. Charging a premium rate for dis-
abled persons that does not exceed the lowest
available aged premium rate for that plan,
type, and form level; or

B. Charging a premium rate for dis-
abled persons that does not exceed the
“weighted average aged premium rate” for
that plan, type, and form level, and provid-
ing, at the time of each rate filing, its calcu-
lation of the “weighted average aged premium
rate” for each plan, type, and form level.

2. The “weighted average aged premium
rate” is determined by—

A. First multiplying the premium rate
(calculated prior to modal, area, and other
factors) for each age band, age sixty-five (65)
and over, by the number of Missouri insureds
in-force in that age band to arrive at the total
Missouri premium for each age band age
sixty-five (65) and over; and

B. Then calculating the sum of the
Missouri premium for all age bands age
sixty-five (65) and over to arrive at the total
Missouri premium for all age bands age
sixty-five (65) and over; and

C. Then calculating the sum of the
Missouri insureds in-force for all age bands
age sixty-five (65) and over to arrive at the
total number of Missouri insureds in-force
for all age bands age sixty-five (65) and over;
and

D. Then dividing the total Missouri
premium for all age bands age sixty-five (65)
and over by the total number of Missouri
insureds in-force for all age bands, age sixty-
five (65) and over to determine the weighted
average aged premium rate.

3. Modal, area, and other factors may
be added to the disabled premium.

(F) Each Medicare supplement carrier
shall actively market Medicare supplement
insurance during the open enrollment periods
described in subsection (B) of this section.

(G) No Medicare supplement carrier shall
directly or indirectly engage in the following
activities respecting persons enrolled in
Medicare Part B by reason of disability dur-
ing the open enrollment periods described in
subsection (B) of this section:

1. Encouraging or directing such per-
sons to refrain from filing an application for
Medicare supplement insurance because of
the health status, claims experience, receipt
of health care, or medical condition of the
person; and

2. Encouraging or directing such per-
sons to seek coverage from another carrier
because of the health status, claims experi-
ence, receipt of health care, or medical con-
dition of the person.
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(H) No Medicare supplement carrier shall,
directly or indirectly, enter into any contract,
agreement, or arrangement with an insurance
producer that provides for or results in the
compensation paid to an insurance producer
for the sale of a Medicare supplement policy
or certificate to be varied because of the age,
health status, claims experience, receipt of
health care, or medical condition of an appli-
cant eligible by reason of subsection (B) of
this section for Medicare supplement insur-
ance.

(I) A Medicare supplement carrier shall
provide reasonable compensation, as provid-
ed under the plan of operation of the pro-
gram, to an insurance producer, if any, for
the sale, during the open enrollment periods
described in subsection (B) of this section, of
a Medicare supplement insurance policy or
certificate.

(J) No Medicare supplement insurance car-
rier shall terminate, fail to renew, or limit its
contract or agreement of representation with
an insurance producer for any reason related
to the age, health status, claims experience,
receipt of health care, or medical condition of
an applicant, eligible by reason of subsection
(B) of this section for Medicare supplement
insurance, placed by the insurance producer
with the Medicare supplement insurance car-
rier.

(K) Denial by a Medicare supplement
insurance carrier of an application for cover-
age made during either of the open enroll-
ment periods described in subsection (B) of
this section shall be in writing and state the
specific reason or reasons for the denial.

(L) Except as provided in subsection (C) of
this section and section (24), subsections (A)
and (B) of this section shall not be construed
as preventing the exclusion of benefits under
a policy, during the first six (6) months, based
on a preexisting condition for which the pol-
icyholder or certificate holder received treat-
ment or was otherwise diagnosed during the
six (6) months before the coverage became
effective.

(13) Guaranteed Issue for Eligible Persons.
(A) Guaranteed Issue.

1. Eligible persons are those individuals
described in subsection (B) of this section
who seek to enroll under the policy during
the period specified in subsection (C) of this
section, and who submit evidence of the date
of termination, disenrollment, or Medicare
Part D enrollment with the application for a
Medicare supplement policy.

2. With respect to eligible persons, an
issuer shall not deny or condition the
issuance or effectiveness of a Medicare sup-
plement policy described in subsection (E) of
this section that is offered and is available for
issuance to new enrollees by the issuer, shall

not discriminate in the pricing of such a
Medicare supplement policy because of
health status, claims experience, receipt of
health care, or medical condition, and shall
not impose an exclusion of benefits based on
a preexisting condition under such a Medi-
care supplement policy.

(B) Eligible Persons. An eligible person is
an individual described in any of the follow-
ing paragraphs:

1. The individual is enrolled under an
employee welfare benefit plan that provides
health benefits that supplement the benefits
under Medicare; and the plan terminates, or
the plan ceases to provide all such supple-
mental health benefits to the individual, or
the individual leaves the plan;

2. The individual is enrolled with a
Medicare Advantage organization under a
Medicare Advantage plan under Part C of
Medicare, and any of the following circum-
stances apply, or the individual is sixty-five
(65) years of age or older and is enrolled with
a Program of All-Inclusive Care for the
Elderly (PACE) provider under section 1894
of the Social Security Act, and there are cir-
cumstances similar to those described below
that would permit discontinuance of the indi-
vidual’s enrollment with such provider if
such individual were enrolled in a Medicare
Advantage plan:

A. The certification of the organiza-
tion or plan has been terminated;

B. The organization has terminated or
otherwise discontinued providing the plan in
the area in which the individual resides;

C. The individual is no longer eligible
to elect the plan because of a change in the
individual’s place of residence or other
change in circumstances specified by the sec-
retary, but not including termination of the
individual’s enrollment on the basis described
in section 1851(g)(3)(B) of the federal Social
Security Act (where the individual has not
paid premiums on a timely basis or has
engaged in disruptive behavior as specified in
standards under section 1856), or the plan is
terminated for all individuals within a resi-
dence area;

D. The individual demonstrates, in
accordance with guidelines established by the
secretary, that—

(I) The organization offering the
plan substantially violated a material provi-
sion of the organization’s contract under this
part in relation to the individual, including
the failure to provide an enrollee on a timely
basis medically necessary care for which
benefits are available under the plan or the
failure to provide such covered care in accor-
dance with applicable quality standards; or

(II) The organization, insurance
producer, or other entity acting on the orga-
nization’s behalf materially misrepresented

the plan’s provisions in marketing the plan to
the individual; or

E. The individual meets such other
exceptional conditions as the secretary may
provide;

3. Reserved

A. The individual is enrolled with—

(I) An eligible organization under a
contract under section 1876 of the Social
Security Act (Medicare risk or cost);

(II) A similar organization operat-
ing under demonstration project authority,
effective for periods before April 1, 1999

(IIT) An organization under an
agreement under section 1833(a)(1)(A) of the
Social Security Act (health care prepayment
plan); or

(IV) An organization under a
Medicare Select Policy; and

B. The enrollment ceases under the
same circumstances that would permit dis-
continuance of an individual’s election of
coverage under paragraph (13)(B)2.;

4. The individual is enrolled under a
Medicare supplement policy and the enroll-
ment ceases because—

A. Reserved

(I) Of the insolvency of the issuer
or bankruptcy of the non-issuer organization;
or

(II) Of other involuntary termina-
tion of coverage or enrollment under the pol-
icy;

B. The issuer of the policy substan-
tially violated a material provision of the pol-
icy; or

C. The issuer, insurance producer, or
other entity acting on the issuer’s behalf
materially misrepresented the policy’s provi-
sions in marketing the policy to the individu-
al;

5. Reserved

A. The individual was enrolled under
a Medicare supplement policy and terminates
enrollment and subsequently enrolls, for the
first time, with any Medicare Advantage
organization under a Medicare Advantage
plan under Part C of Medicare, any eligible
organization under a contract under section
1876 (Medicare cost), any similar organiza-
tion operating under demonstration project
authority, any PACE provider under section
1894 of the Social Security Act, or a Medi-
care Select policy; and

B. The subsequent enrollment under
subparagraph (13)(B)5.A. is terminated by
the enrollee during any period within the first
twelve (12) months of such subsequent
enrollment (during which the enrollee is per-
mitted to terminate such subsequent enroll-
ment under section 1851(e) of the federal
Social Security Act); or

6. The individual, upon first becoming
eligible for benefits under Part A of Medicare
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at age sixty-five (65), enrolls in a Medicare
Advantage plan under Part C of Medicare, or
with a PACE provider under section 1894 of
the Social Security Act, and disenrolls from
the plan or program by not later than twelve
(12) months after the effective date of enroll-
ment;

7. The individual enrolls in a Medicare
Part D plan during the initial enrollment peri-
od and, at the time of enrollment in Part D,
was enrolled under a Medicare supplement
policy that covers outpatient prescription
drugs and the individual terminates enroll-
ment in the Medicare supplement policy and
submits evidence of enrollment in Medicare
Part D along with the application for a policy
described in paragraph (E)4. of this section;
and

8. Any individual who terminates Medi-
care supplement coverage within thirty (30)
days of the annual policy anniversary.

(C) Guarantee Issue Time Periods.

1. In the case of an individual described
in paragraph (B)1. of this section, the guar-
anteed issue period begins on the later of: i)
the date the individual receives a notice of
termination or cessation of all supplemental
health benefits (or, if a notice is not received,
notice that a claim has been denied because
of a termination or cessation); or ii) the date
that the applicable coverage terminates or
ceases; and ends sixty-three (63) days there-
after.

2. In the case of an individual described
in paragraph (B)2., (B)3., (B)S., or (B)6. of
this section whose enrollment is terminated
involuntarily, the guaranteed issue period
begins on the date that the individual receives
a notice of termination and ends sixty-three
(63) days after the date the applicable cover-
age is terminated.

3. In the case of an individual described
in subparagraph (B)4.A. of this section, the
guarantee issue period begins on the earlier
of: i) the date that individual receives a notice
of termination, a notice of the issuer’s
bankruptcy or insolvency, or other such sim-
ilar notice if any, and ii) the date that the
applicable coverage is terminated, and ends
on the date that is sixty-three (63) days after
the date the coverage is terminated.

4. In the case of an individual described
in paragraph (B)2., subparagraph (B)4.B. or
(B)4.C., or paragraph (B)5. or (B)6. of this
section who disenrolls voluntarily, the guar-
anteed issue period begins on the date that is
sixty (60) days before the effective date of the
disenrollment and ends on the date that is
sixty-three (63) days after the effective date.

5. In the case of an individual described
in paragraph (B)7. of this section, the guar-
anteed issue period begins on the date the
individual receives notice pursuant to section
1882(v)(2)(B) of the Social Security Act from

the Medicare supplement issuer during the
sixty- (60-) day period immediately preced-
ing the initial Part D enrollment period and
ends on the date that is sixty-three (63) days
after the effective date of the individual’s
coverage under Medicare Part D.

6. In the case of an individual described
in subsection (B) of this section but not
described in the preceding provisions of this
subsection, the guaranteed issue period
begins on the effective date of disenrollment
or the effective date of the loss of coverage
under the group health plan and ends on the
date that is sixty-three (63) days after the
effective date.

(D) Extended Medigap Access for Inter-
rupted Trial Periods.

1. In the case of an individual described
in paragraph (B)5. of this section (or deemed
to be so described, pursuant to this para-
graph) whose enrollment with an organiza-
tion or provider described in subparagraph
(B)5.A. of this section is involuntarily termi-
nated within the first twelve (12) months of
enrollment, and who, without an intervening
enrollment, enrolls with another organization
or provider, the subsequent enrollment shall
be deemed to be an initial enrollment
described in paragraph (13)(B)S5.

2. In the case of an individual described
in paragraph (B)6. of this section (or deemed
to be so described, pursuant to this para-
graph) whose enrollment with a plan or in a
program described in paragraph (B)6. of this
section is involuntarily terminated within the
first twelve (12) months of enrollment, and
who, without an intervening enrollment,
enrolls in another such plan or program, the
subsequent enrollment shall be deemed to be
an initial enrollment described in paragraph
(13)(B)6.

3. For purposes of paragraphs (B)S. and
(B)6. of this section, no enrollment of an
individual with an organization or provider
described in subparagraph (B)5.A. of this
section, or with a plan or in a program
described in paragraph (B)6. of this section,
may be deemed to be an initial enrollment
under this paragraph after the two- (2-) year
period beginning on the date on which the
individual first enrolled with such an organi-
zation, provider, plan, or program.

(E) Products to Which Eligible Persons
Are Entitled. The Medicare supplement poli-
cy to which eligible persons are entitled
under—

1. Paragraphs (13)(B)1., 2., 3., and 4.
is a Medicare supplement policy which has a
benefit package classified as Plan A, B, C, F
(including F with a high deductible), K, or L
offered by any issuer;

2. Reserved

A. Subject to subparagraph B., para-
graph (13)(B)S. is the same Medicare supple-

ment policy in which the individual was most
recently enrolled, if available from the same
issuer, or, if not so available, a policy
described in paragraph 1. of this subsection;

B. After December 31, 2005, if the
individual was most recently enrolled in a
Medicare supplement policy with an outpa-
tient prescription drug benefit, a Medicare
supplement policy described in this subpara-
graph is—

(I) The policy available from the
same issuer but modified to remove the out-
patient prescription drug coverage; or

(II) At the election of the policy-
holder, an A, B, C, F (including F with a
high deductible), K, or L policy that is
offered by any issuer;

3. Paragraph (13)(B)6. shall include any
Medicare supplement policy offered by any
issuer;

4. Paragraph (13)(B)7. is a Medicare
supplement policy that has a benefit package
classified as Plan A, B, C, F (including F
with a high deductible), K, or L, and that is
offered and is available for issuance to new
enrollees by the same issuer that issued the
individual’s Medicare supplement policy with
outpatient prescription drug coverage; and

5. Paragraph (13)(B)8. shall include any
Medicare supplement policy offered by any
issuer, but only a policy of the same plan as
the coverage in which the individual was most
recently enrolled, if available, or, if not so
available due to changes in the Medicare sup-
plement plan designs, a policy with a benefit
package classified as Plan A, B, C, F (includ-
ing F with a high deductible), K, or L.

(F) Notification Provisions.

1. At the time of an event described in
subsection (B) of this section because of
which an individual loses coverage or bene-
fits due to the termination of a contract or
agreement, policy, or plan, the organization
that terminates the contract or agreement, the
issuer terminating the policy, or the adminis-
trator of the plan being terminated, respec-
tively, shall notify the individual of his or her
rights under this section, and of the obliga-
tions of issuers of Medicare supplement poli-
cies under subsection (A). Such notice shall
be communicated contemporaneously with
the notification of termination.

2. At the time of an event described in
subsection (B) of this section because of
which an individual ceases enrollment under
a contract or agreement, policy, or plan, the
organization that offers the contract or agree-
ment, regardless of the basis for the cessation
of enrollment, the issuer offering the policy,
or the administrator of the plan, respectively,
shall notify the individual of his or her rights
under this section, and of the obligations of
issuers of Medicare supplement policies
under subsection (A) of this section. Such
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notice shall be communicated within ten (10)
working days of the issuer receiving notifica-
tion of disenrollment.

(14) Standards for Claims Payment.

(A) An issuer shall comply with section
1882(c)(3) of the Social Security Act (as
enacted by section 4081(b)(2)(C) of the
Omnibus Budget Reconciliation Act of 1987
(OBRA) 1987, P.L. No. 100-203) by—

1. Accepting a notice from a Medicare
carrier on dually assigned claims submitted
by participating physicians and suppliers as a
claim for benefits in place of any other claim
form otherwise required and making a pay-
ment determination on the basis of the infor-
mation contained in that notice;

2. Notifying the participating physician
or supplier and the beneficiary of the pay-
ment determination;

3. Paying the participating physician or
supplier directly;

4. Furnishing, at the time of enrollment,
each enrollee with a card listing the policy
name, number, and a central mailing address
to which notices from a Medicare carrier may
be sent;

5. Paying user fees for claim notices that
are transmitted electronically or otherwise;
and

6. Providing to the secretary of Health
and Human Services, at least annually, a cen-
tral mailing address to which all claims may
be sent by Medicare carriers.

(B) Compliance with the requirements set
forth in subsection (A) above shall be certi-
fied on the Medicare supplement insurance
experience reporting form.

(15) Loss Ratio Standards and Refund or
Credit of Premium.
(A) Loss Ratio Standards.
1. Reserved

A. A Medicare Supplement policy
form or certificate form shall not be delivered
or issued for delivery unless the policy form
or certificate form can be expected, as esti-
mated for the entire period for which rates
are computed to provide coverage, to return
to policyholders and certificate holders in the
form of aggregate benefits (not including
anticipated refunds or credits) provided under
the policy form or certificate form the higher
of the originally filed anticipated loss ratio
or—

(I) At least seventy-five percent
(75%) of the aggregate amount of premiums
earned in the case of group policies; or
(Il) At least sixty-five percent

(65%) of the aggregate amount of premiums
earned in the case of individual policies.

B. Calculated on the basis of incurred
claims experience or incurred health care
expenses where coverage is provided by a

health maintenance organization on a service
rather than reimbursement basis and earned
premiums for the period and in accordance
with accepted actuarial principles and prac-
tices. Incurred health care expenses where
coverage is provided by a health maintenance
organization shall not include:

(I) Home office and overhead
costs;

(II) Advertising costs;

(III) Commissions and other acqui-
sition costs;

(IV) Taxes;

(V) Capital costs;

(VI) Administrative costs; and

(VID) Claims processing costs.

2. All filings of rates and rating sched-
ules shall demonstrate that expected claims in
relation to premiums comply with the
requirements of this section when combined
with actual experience to date. Filings of rate
revisions shall also demonstrate that the
anticipated loss ratio over the entire future
period for which the revised rates are com-
puted to provide coverage can be expected to
meet the appropriate loss ratio standards.

3. For purposes of applying paragraph
(A)1. of this section and paragraph (C)3. of
section (16) only, policies issued as a result of
solicitations of individuals through the mails
or by mass media advertising (including both
print and broadcast advertising) shall be
deemed to be individual policies.

4. For policies issued prior to July 30,
1992, expected claims in relation to premi-
ums shall meet—

A. The originally filed anticipated
loss ratio when combined with the actual
experience since inception (the lifetime loss
ratio);

B. The appropriate loss ratio require-
ment from parts (A)1.A.(I) and (II) of this
section when combined with actual experi-
ence beginning with January 1, 2006, to date;
and

C. The appropriate loss ratio require-
ment from parts (A)1.A.(I) and (II) of this
section over the entire future period for
which the rates are computed to provide cov-
erage.

(B) Refund or Credit Calculation.

1. An issuer shall collect and file with
the director by May 31 of each year the data
contained in the applicable reporting form
contained in Appendix A, included herein,
for each type in a standard Medicare supple-
ment benefit plan.

2. If on the basis of the experience as
reported the benchmark ratio since inception
(ratio 1) exceeds the adjusted experience ratio
since inception (ratio 3), then a refund or
credit calculation is required. The refund cal-
culation shall be done on a statewide basis for
each type in a standard Medicare supplement

benefit plan. For purposes of the refund or
credit calculation, experience on policies
issued within the reporting year shall be
excluded.

3. For the purposes of this section, poli-
cies or certificates issued prior to July 30,
1992, the issuer shall make the refund or
credit calculation separately for all individual
policies (including all group policies subject
to an individual loss ratio standard when
issued) combined and all other group policies
combined for experience after January 1,
2006. The first report shall be due by May
31, 2008.

4. A refund or credit shall be made only
when the benchmark loss ratio exceeds the
adjusted experience loss ratio and the amount
to be refunded or credited exceeds a de min-
imis level. The refund shall include interest
from the end of the calendar year to the date
of the refund or credit at a rate specified by
the secretary of Health and Human Services,
but in no event shall it be less than the aver-
age rate of interest for thirteen- (13-) week
Treasury notes. A refund or credit against
premiums due shall be made by September
30 following the experience year upon which
the refund or credit is based.

(C) Annual Filing of Premium Rates. An
issuer of Medicare supplement policies and
certificates issued before or after the effective
date of April 3, 1993, in this state shall file
annually its rates, rating schedule, and sup-
porting documentation including ratios of
incurred losses to earned premiums by policy
duration for approval by the director in accor-
dance with the filing requirements and proce-
dures prescribed by the director. The sup-
porting documentation shall also demonstrate
in accordance with actuarial standards of
practice using reasonable assumptions that
the appropriate loss ratio standards can be
expected to be met over the entire period for
which rates are computed. The demonstration
shall exclude active life reserves. An expect-
ed third-year loss ratio which is greater than
or equal to the applicable percentage shall be
demonstrated for policies or certificates in
force less than three (3) years. As soon as
practicable, but prior to the effective date of
enhancements in Medicare benefits, every
issuer of Medicare supplement policies or
certificates in this state shall file with the
director, in accordance with the applicable
filing procedures of this state—

1. Reserved

A. Appropriate premium adjustments
necessary to produce loss ratios as anticipat-
ed for the current premium for the applicable
policies or certificates. The supporting docu-
ments necessary to justify the adjustment
shall accompany the filing;

B. An issuer shall make premium
adjustments necessary to produce an expected
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loss ratio under the policy or certificate to
conform to minimum loss ratio standards for
Medicare supplement policies and which are
expected to result in a loss ratio at least as
great as that originally anticipated in the rates
used to produce current premiums by the
issuer for the Medicare supplement policies
or certificates. No premium adjustment
which would modify the loss ratio experience
under the policy other than the adjustments
described herein shall be made with respect
to a policy at any time other than upon its
renewal date or anniversary date; and

C. If an issuer fails to make premium
adjustments acceptable to the director, the
director may order premium adjustments,
refunds, or premium credits deemed neces-
sary to achieve the loss ratio required by this
section;

2. Any appropriate riders, endorse-
ments, or policy forms needed to accomplish
the Medicare supplement policy or certificate
modifications necessary to eliminate benefit
duplications with Medicare. The riders,
endorsements, or policy forms shall provide a
clear description of the Medicare supplement
benefits provided by the policy or certificate.

(D) Public Hearings. The director may
conduct a public hearing to gather informa-
tion concerning a request by an issuer for an
increase in a rate for a policy form or certifi-
cate form issued before or after the effective
date of April 8, 1993, if the experience of the
form for the previous reporting period is not
in compliance with the applicable loss ratio
standard. The determination of compliance is
made without consideration of any refund or
credit for the reporting period. Public notice
of the hearing shall be furnished in a manner
deemed appropriate by the director.

(16) Filing and Approval of Policies and Cer-
tificates and Premium Rates.

(A) An issuer shall not deliver or issue for
delivery a policy or certificate to a resident of
this state unless the policy form or certificate
form has been filed with and approved by the
director in accordance with filing require-
ments prescribed by the director.

(B) An issuer shall file any riders or
amendments to policy or certificate forms to
delete outpatient prescription drug benefits as
required by the Medicare Prescription Drug,
Improvement, and Modernization Act of
2003 only with the director in the state in
which the policy or certificate was issued.

(C) An issuer shall not use or change pre-
mium rates for a Medicare supplement policy
or certificate unless the rates, rating schedule
and supporting documentation have been
filed with and approved by the director in
accordance with the filing requirements and
procedures prescribed by the director.

(D) Reserved

1. Except as provided in paragraph 2. of
this subsection, an issuer shall not file for
approval more than one (1) form of a policy
or certificate of each type for each standard
Medicare supplement benefit plan.

2. An issuer may offer, with the
approval of the director, up to four (4) addi-
tional policy forms or certificate forms of the
same type for the same standard Medicare
supplement benefit plan, one (1) for each of
the following cases:

A. The inclusion of new or innovative
benefits;

B. The addition of either direct
response or insurance producer marketing
methods;

C. The addition of either guaranteed
issue or underwritten coverage; and

D. The offering of coverage to indi-
viduals eligible for Medicare by reason of
disability.

3. For the purposes of this section, a
“type” means an individual policy, a group
policy, an individual Medicare Select policy,
or a group Medicare Select policy.

(E) Reserved

1. Except as provided in subparagraph
1.A. of this subsection, an issuer shall con-
tinue to make available for purchase any pol-
icy form or certificate form issued after April
8, 1993, that has been approved by the direc-
tor. A policy form or certificate form shall
not be considered to be available for purchase
unless the issuer has actively offered it for
sale in the previous twelve (12) months.

A. An issuer may discontinue the
availability of a policy form or certificate
form if the issuer provides to the director in
writing its decision at least thirty (30) days
prior to discontinuing the availability of the
form of the policy or certificate. After receipt
of the notice by the director, the issuer shall
no longer offer for sale the policy form or
certificate form in this state.

B. An issuer that discontinues the
availability of a policy form or certificate
form pursuant to subparagraph 1.A. of this
subsection shall not file for approval a new
policy form or certificate form of the same
type for the same standard Medicare supple-
ment benefit plan as the discontinued form
for a period of five (5) years after the issuer
provides notice to the director of the discon-
tinuance. The period of discontinuance may
be reduced if the director determines that a
shorter period is appropriate.

2. The sale or other transfer of Medicare
supplement business to another issuer shall
be considered a discontinuance for the pur-
poses of this subsection.

3. A change in the rating structure or
methodology shall be considered a discontin-
uance under paragraph 1. of this subsection
unless the issuer complies with the following

requirements:

A. The issuer provides an actuarial
memorandum, in a form and manner pre-
scribed by the director, describing the man-
ner in which the revised rating methodology
and resultant rates differ from the existing
rating methodology and existing rates; and

B. The issuer does not subsequently
put into effect a change of rates or rating fac-
tors that would cause the percentage differen-
tial between the discontinued and subsequent
rates as described in the actuarial memoran-
dum to change. Such actuarially equivalent
policies or certificates shall be combined for
filing purposes under paragraph (16)(H)11.
The director may approve a change to the dif-
ferential which is in the public interest.

(F) Reserved

1. Except as provided in paragraph (F)2.
of this section, the experience of all policy
forms or certificate forms of the same type in
a standard Medicare supplement benefit plan
shall be combined for purposes of the refund
or credit calculation prescribed in section
(15) of this rule.

2. Forms assumed under an assumption
reinsurance agreement shall not be combined
with the experience of other forms for pur-
poses of the refund or credit calculation.

(G) Reserved

1. An issuer shall not present for filing
or approval a rate structure for its Medicare
supplement policies or certificates issued
after January 1, 2000, based upon attained-
age rating as a structure or methodology.
Notwithstanding, an issuer may continue in-
force policies and certificates issued prior to
January 1, 2000.

2. Where an issuer files for approval of
a rate structure for policy forms or certificate
forms which reflects a change in methodolo-
gy from attained age to issue age, the issuer
must demonstrate the actuarial equivalency of
the rates proposed with the previously
approved attained-age rates as required by
paragraph (16)(E)3. If the policy forms or
certificate forms were at any time approved
by the director under an issue-age methodol-
ogy, the issuer must use the most recently
approved issue-age rate schedule as its pro-
posed rate schedule for the policy forms or
certificate forms and need make no further
showing of actuarial equivalency under
(16)(E)3.

(H) Filing requirements and procedures for
change of Medicare supplement insurance
premium rate and for annual filing of premi-
um rates.

1. When an issuer files for approval of
annual premium rates for a plan under subsec-
tion (15)(C) or a change of premium rates for
a plan under subsection (16)(C), the following
documentation must be provided to the direc-
tor as part of the rate filing in addition to any
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other documentation required by law or regu-
lation:

A. A completed Medicare Supple-
ment Rate Filing Document (Missouri Form
375-0065, revised 10/98), which can be
accessed at the department’s website at
WWW.insurance.mo. gov. ;

B. An actuarial memorandum sup-
porting the rating schedule;

C. A report of durational experience
(for standardized Medicare supplement plans
only);

D. A projection correctly derived
from reasonable assumptions;

E. A clear statement of all of the
assumptions used to prepare the rate filing,
including the source of trend;

E All formulas used to prepare the
projection except for formulas which can be
ascertained from a cursory inspection of the
projection itself; and

G. The issuer’s current rate schedule
and the proposed rate schedule for this state,
including rates for disabled persons, if any,
and all rating factors, including, but not lim-
ited to: area; smoker/non-smoker; stan-
dard/substandard.

2. The report of durational experience
must contain for each calendar year of issue
the following data by duration: incurred
claims and earned premium; resultant loss
ratio, and life-years. The durational split may
be either by policy or certificate duration,
calendar duration, or calendar year of experi-
ence within each calendar year of issue.

3. The projection must—

A. State the incurred claims and
earned premium, resultant loss ratio, and
corresponding life-years for each of the pre-
ceding calendar years beginning with the year
in which the policy or certificate was first
issued and must include the total for each cat-
egory (incurred claims and earned premium,
resultant loss ratio, and corresponding life-
years) for all preceding calendar years;

B. State the projected incurred claims
and projected earned premium, resultant loss
ratios, and corresponding life-years for at
least each of the ten (10) calendar years sub-
sequent to the rate filing and must include the
total for each category (projected incurred
claims and projected earned premium, resul-
tant loss ratio, and corresponding life-years)
for all projected calendar years;

C. Include a calculation of the sums
of the combined total figures reported under
subparagraph A. of this paragraph and those
reported under subparagraph B. of this para-
graph; and

D. Include, for pre-standardized
Medicare supplement plans, the respective
totals of the incurred claims and earned pre-
mium, resultant loss ratio, and corresponding
life-years for the period beginning April 28,

1996, or alternatively, January 1, 1996,
through the end of the projection period
described in subparagraph B. of this para-
graph.

4. Where assumptions include interest,
the totals for incurred claims accumulated/dis-
counted with interest, earned premium accu-
mulated/discounted with interest, and the
resultant loss ratio must also be shown in all
parts of the projection described in paragraph
(H)3. of this section.

5. Both the report of durational experi-
ence and the projection must report Missouri
and national data with respect to incurred
claims, earned premium, loss ratio, and life-
years. The projection must also report this
information both with and without the rate
change requested.

6. The issuer must specify whether the
figures reported as incurred claims were
determined by adding claims paid to unpaid
claims reserves or by the actual runoff of
claims. The method of determining the
incurred claims must be consistent through-
out the filing and supporting documentation.

7. Changes in active life reserves or
claims expenses may not be included in
incurred claims in the rate filing or any sup-
plemental documentation.

8. For purposes of this section,
“incurred claims” means the dollar amount
of incurred claims.

9. Earned premium reported in the rate
filing or any supporting documentation must
include modal loadings and policy fees. An
adjustment for premium refunds, if any, must
also be made to earned premium and the
details of the adjustment must be provided to
the director with the filing. Changes in active
life reserves may not be included in earned
premium.

10. Life-years reported in a rate filing or
supplemental documentation must be calcu-
lated in the same manner as for refund calcu-
lations.

11. Rate filings for each plan, type, and
form level permitted under subsection
(16)(D) for standardized Medicare supple-
ment plans marketed after June 30, 1998,
must demonstrate compliance with the
requirements of subsection (12)(E). The
“weighted average aged premium,” must be
recalculated for each filing using current
data, unless the issuer demonstrates compli-
ance under subparagraph (12)(E)1.A. The
figure used in the calculation for the total
number of insureds in-force for all age bands,
age sixty-five (65) and over, must be the same
as the figure reported on Missouri Form 375-
0065 for the “Number of Missouri Aged
Insureds.”

12. For standardized Medicare supple-
ment plans, the Medicare Supplement Rate
Filing Document, the report of durational

experience, and the projection must be pro-
vided separately for each plan, type, and
form level permitted under subsection
(16)(D).

13. For pre-standardized Medicare sup-
plement rate plans, the information contained
in the Medicare Supplement Rate Filing Doc-
ument and projection may be pooled within a
type.

14. The rates, rating schedule, and sup-
porting documentation required to be filed
under subsection (H) of this section as part of
a rate filing and all supplementary documen-
tation in connection with the rate filing must
be accompanied by the certification of a qual-
ified actuary that to the best of the actuary’s
knowledge and judgment, the following items
are true with respect to the documentation
submitted:

A. The assumptions present the actu-
ary’s best judgment as to the expected value
for each assumption and are consistent with
the issuer’s business plan at the time of the
filing;

B. The anticipated lifetime, future,
and third-year loss ratios for the policy form
or certificate form for which the rates are
filed comply with the loss ratio requirements
of subsection (15)(A) for policy forms or cer-
tificate forms of its type delivered or issued
for delivery in this state;

C. With respect to rate filings con-
cerning pre-standardized plans, the loss ratio
for year 1996 (from April 28 or from January
1) through the end of the projection period
complies with the loss ratio requirements of
subsection (15)(A) for policies or certificates
issued prior to July 30, 1992, and delivered
or issued for delivery in this state;

D. Where the rate filing concerns a
policy or certificate as to which rating
methodologies have changed or are presented
for approval based on a change in methodol-
ogy, the percentage differential between the
discontinued and subsequent (or new) rates
has not changed;

E. All components of the filing,
including rates, rating schedules, and sup-
porting documentation, were prepared based
on the current standards of practice promul-
gated by the Actuarial Standards Board;

E The rate filing, including rates, rat-
ing schedule, and supporting documentation,
is in compliance with the applicable laws and
regulations of this state; and

G. The rates requested are reasonable
in relationship to the benefits provided by the
policy or certificate.

(17) Permitted Compensation Arrangements.

(A) An issuer or other entity may provide
commission or other compensation to an
insurance producer or other representative
for the sale of a Medicare supplement policy
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or certificate only if the first year commis-
sion or other first year compensation is no
more than two hundred percent (200 %) of the
commission or other compensation paid for
selling or servicing the policy or certificate in
the second year or period.

(B) The commission or other compensa-
tion provided in subsequent (renewal) years
must be the same as that provided in the sec-
ond year or period and must be provided for
no fewer than five (5) renewal years.

(C) No issuer or other entity shall provide
compensation to its insurance producers and
no producer shall receive compensation
greater than the renewal compensation
payable by the replacing issuer on renewal
policies or certificates if an existing policy or
certificate is replaced.

(D) For purposes of this section, “compen-
sation” includes pecuniary or non-pecuniary
remuneration of any kind relating to the sale
or renewal of the policy or certificate includ-
ing but not limited to bonuses, gifts, prizes,
awards, and finder’s fees.

(18) Required Disclosure Provisions.
(A) General Rules.

1. Medicare supplement policies and
certificates shall include a renewal or contin-
uation provision. The language or specifica-
tions of the provision shall be consistent with
the type of contract issued. The provision
shall be appropriately captioned and shall
appear on the first page of the policy, and
shall include any reservation by the issuer of
the right to change premiums and any auto-
matic renewal premium increases based on
the policyholder’s age.

2. Except for riders or endorsements by
which the issuer effectuates a request made in
writing by the insured, exercises a specifical-
ly reserved right under a Medicare supple-
ment policy, or is required to reduce or elim-
inate benefits to avoid duplication of
Medicare benefits, all riders or endorsements
added to a Medicare supplement policy after
date of issue or at reinstatement or renewal
which reduce or eliminate benefits or cover-
age in the policy shall require a signed accep-
tance by the insured. After the date of policy
or certificate issue, any rider or endorsement
which increases benefits or coverage with a
concomitant increase in premium during the
policy term shall be agreed to in writing
signed by the insured, unless the benefits are
required by the minimum standards for Medi-
care supplement policies, or if the increased
benefits or coverage is required by law.
Where a separate additional premium is
charged for benefits provided in connection
with riders or endorsements, the premium
charge shall be set forth in the policy.

3. Medicare supplement policies or cer-
tificates shall not provide for the payment of

benefits based on standards described as
“usual and customary,” “reasonable and cus-
tomary,” or words of similar import.

4. If a Medicare supplement policy or
certificate contains any limitations with
respect to preexisting conditions, such limita-
tions shall appear as a separate paragraph of
the policy and be labeled as “Preexisting
Condition Limitations.”

5. Medicare supplement policies and
certificates shall have a notice prominently
printed on the first page of the policy or cer-
tificate or attached thereto stating in sub-
stance that the policyholder or certificate
holder shall have the right to return the poli-
cy or certificate within thirty (30) days of its
delivery and to have the premium refunded if,
after examination of the policy or certificate,
the insured person is not satisfied for any rea-
son.

6. Reserved

A. Issuers of accident and sickness
policies or certificates which provide hospital
or medical expense coverage on an expense
incurred or indemnity basis to persons eligi-
ble for Medicare shall provide to those appli-
cants a Guide to Health Insurance for People
with Medicare in the form developed jointly
by the National Association of Insurance
Commissioners and the Centers for Medicare
and Medicaid Services (CMS) and in a type
size no smaller than twelve- (12-) point type.
Delivery of the Guide shall be made whether
or not the policies or certificates are adver-
tised, solicited, or issued as Medicare sup-
plement policies or certificates as defined in
this rule. Except in the case of direct response
issuers, delivery of the Guide shall be made
to the applicant at the time of application and
acknowledgement of receipt of the Guide
shall be obtained by the issuer. Direct
response issuers shall deliver the Guide to the
applicant upon request but not later than at
the time the policy is delivered.

B. For the purposes of this section,
“form” means the language, format, type
size, type proportional spacing, bold charac-
ter, and line spacing.

(B) Notice Requirements.

1. As soon as practicable, but no later
than thirty (30) days prior to the annual effec-
tive date of any Medicare benefit changes, an
issuer shall notify its policyholders and cer-
tificate holders of modifications it has made
to Medicare supplement insurance policies or
certificates in a format acceptable to the
director. The notice shall—

A. Include a description of revisions
to the Medicare program and a description of
each modification made to the coverage pro-
vided under the Medicare supplement policy
or certificate; and

B. Inform each policyholder or cer-
tificate holder as to when any premium

adjustment is to be made due to changes in
Medicare.

2. The notice of benefit modifications
and any premium adjustments shall be in out-
line form and in clear and simple terms so as
to facilitate comprehension.

3. The notices shall not contain or be
accompanied by any solicitation.

(C) MMA Notice Requirements. Issuers
shall comply with any notice requirements of
the Medicare Prescription Drug, Improve-
ment, and Modernization Act of 2003.

(D) Outline of Coverage Requirements for
Medicare Supplement Policies.

1. Issuers shall provide an outline of
coverage to all applicants at the time applica-
tion is presented to the prospective applicant
and, except for direct response policies, shall
obtain an acknowledgement of receipt of the
outline from the applicant.

2. If an outline of coverage is provided
at the time of application and the Medicare
supplement policy or certificate is issued on a
basis which would require revision of the out-
line, a substitute outline of coverage properly
describing the policy or -certificate shall
accompany the policy or certificate when it is
delivered and contain the following state-
ment, in no less than twelve- (12-) point type,
immediately above the company name:

“NOTICE: Read this outline of coverage
carefully. It is not identical to the outline of
coverage provided upon application and
the coverage originally applied for has not
been issued.”

3. The outline of coverage provided to
applicants pursuant to this section consists of
four (4) parts: a cover page, premium infor-
mation, disclosure pages, and charts display-
ing the features of each benefit plan offered
by the issuer. The outline of coverage shall be
in the language and format prescribed below
in no less than twelve- (12-) point type. All
plans shall be shown on the cover page, and
the plans that are offered by the issuer shall
be prominently identified. Premium informa-
tion for plans that are offered shall be shown
on the cover page or immediately following
the cover page and shall be prominently dis-
played. The premium and mode shall be stat-
ed for all plans that are offered to the
prospective applicant. All possible premiums
for the prospective applicant shall be illus-
trated.

4. The following items shall be included in
the outline of coverage in the order prescribed
below.
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Benefit Chart of Medicare Supplement Plans Sold on or after January 1, 2020
This chart shows the benefits included in each of the standard Medicare supplement plans, Sonic
plans may not be available. Only applicants first eligible for Medicare before 2020 may

purchase Plans C. F, and high deductible

Noter a v meany 100% of the benefit is paid.

— —_—
Muedicare tirst
Plans available to All Applicants elivlhie before 2024
only
Benefits A|lBI D |G ] K L M N | ¢ | F
Medicare Purt A cainsurance
and hospiial coverage (up o an
additionad 363 davs after
Medware benefis arc wsedap) | v | v L Y \ v v v ¥
-+
Medicare Part B coinsurance or v copays
Cupayment v v v i ERE N ;@g[y'1 W Y |
Blood {lirst three pints) Vv . S04 AR i { \ v
Part A Busipice care comsurance
WSO e Vol W S 0% 73t ¥ v y v
Skilled nursing facihly
SOOI UTHICL y S T34 B v N
Medware Puet A deductible % v S Aty Sl v ] . Y
INedicare Pact B deductible ¥
[Medicare Part B excess charges | I
Forcign ravelemergency tup 1o
S ity ) N v Y y y
Out-of-pocked fimit in [2019]° 1353601 1§82.7807

P Plans Fand G also have a high deduclible option which require first paying a plan deductible of
[$2300] before the plan begins to pay. Once the plan deductible is inet. the plan pays 100% of
covered services for the rest of the calendar year. High deductible plan G does not cover the
Medivare Part B deductible. However, high deductible plans F and G count your payment of the
Medicare Part B deductible toward mecting the plan deductible.

Plans K and L pay 100% of covered services for the vest of the calendar year once you mect the
out-of-pocket yearly Himit.

“ Plan N pays 100% of the Part B coinsurance, excepl for a co-payment of up to 820 for some
office visits and up to a S50 co-payment for cmergency room visits that do not result in an
inpatient admission.
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PREMIUM INFORMATION [Boldface Type]

We [insert issuer’s name] can only raise your premium if we raise the premium for all policies like yours in
this State. [If the premium is based on the increasing age of the insured, include information specifying when
premiums will change.]

DISCLOSURES [Boldface Type]
Use this outline to compare benefits and premiums among policies.

This outline shows benefits and premiums of policies sold for effective dates on or after June 1, 2010. Policies
sold for effective dates prior to June 1, 2010, have different benefits and premiums. Plans E, H, I, and J are
no longer available for sale. [This paragraph shall not appear after June 1, 2011.]

READ YOUR POLICY VERY CAREFULLY [Boldface Type]

This is only an outline describing your policy’s most important features. The policy is your insurance
contract. You must read the policy itself to understand all of the rights and duties of both you and your
insurance company.

RIGHT TO RETURN POLICY [Boldface Type]

If you find that you are not satisfied with your policy, you may return it to [insert issuer’s address]. If you
send the policy back to us within thirty (30) days after you receive it, we will treat the policy as if it had never
been issued and return all of your payments.

POLICY REPLACEMENT [Boldface Type]

If you are replacing another health insurance policy, do NOT cancel it until you have actually received your
new policy and are sure you want to keep it.

NOTICE [Boldface Type]
This policy may not fully cover all of your medical costs.

[for agents:]
Neither [insert company’s name] nor its agents are connected with Medicare.

[for direct response:]
[insert company’s name] is not connected with Medicare.

This outline of coverage does not give all the details of Medicare coverage. Contact your local Social Security
Office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT [Boldface Type]

When you fill out the application for the new policy, be sure to answer truthfully and completely all questions
about your medical and health history. The company may cancel your policy and refuse to pay any claims if
you leave out or falsify important medical information. [If the policy or certificate is guaranteed issue, this
paragraph need not appear.]

Review the application carefully before you sign it. Be certain that all information has been properly
recorded.

CODE OF STATE REGULATIONS (10/31/19) JOHN R. ASHCROFT
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[Include for each plan prominently identified in the cover page, a chart showing the services, Medicare
payments, plan payments, and insured payments for each plan, using the same language, in the same order,
using uniform layout and format as shown in the charts below. No more than four plans may be shown on
one chart. For purposes of illustration, charts for each plan are included in this regulation. An issuer may use
additional benefit plan designations on these charts pursuant to subsection (9)(D) of this regulation.]

[Include an explanation of any innovative benefits on the cover page and in the chart, in a manner approved
by the director.]
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