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Rules appearing under this heading are filed under the
authority granted by section 536.025, RSMo 2000. An
emergency rule may be adopted by an agency if the agency
finds that an immediate danger to the public health, safety or
welfare, or a compelling governmental interest requires
emergency action; follows procedures best calculated to
assure fairness to all interested persons and parties under
the circumstances; follows procedures which comply with the
protections extended by the Missouri and the United States
Constitutions; limits the scope of such rule to the circum-
stances creating an emergency and requiring emergency
procedure, and at the time of or prior to the adoption of such
rule files with the secretary of state the text of the rule togeth-
er with the specific facts, reasons and findings which support
its conclusion that there is an immediate danger to the public
health, safety or welfare which can be met only through the
adoption of such rule and its reasons for concluding that the
procedure employed is fair to all interested persons and par-
ties under the circumstances.

ules filed as emergency rules may be effective not less

than ten (10) days after filing or at such later date as
may be specified in the rule and may be terminated at any
time by the state agency by filing an order with the secretary
of state fixing the date of such termination, which order shall
be published by the secretary of state in the Missouri Register
as soon as practicable.

Il emergency rules must state the period during which

hey are in effect, and in no case can they be in effect
more than one hundred eighty (180) calendar days or thirty
(30) legislative days, whichever period is longer. Emergency
rules are not renewable, although an agency may at any time
adopt an identical rule under the normal rulemaking proce-
dures.

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

EMERGENCY AMENDMENT

20 CSR 400-3.650 Medicare Supplement Insurance Minimum
Standards Act. The department is amending sections (1)-(10),
(12)-(16), (18) and (19) of this rule. The department is deleting sec-
tion (23) of this rule. This amendment also replaces a portion of the
form referred to in paragraph (15)(C)4., which is found on pages 59-
60 of 20 CSR 400-3 as published in the Code of State Regulations.

PURPOSE: This amendment changes the terms “agent” and “bro-
ker”to “insurance producer,” and also implements changes necessary
to remain consistent with minimum federal standards applicable to
Medicare Supplement Insurance.

EMERGENCY STATEMENT: This emergency amendment is neces-
sary fto preserve the public welfare of Missouri citizens by ensuring
the Missouri Department of Insurance has adequate time, before the
effective date of federal legislation on January 1, 2006, to review and
approve insurers’ Medicare supplement insurance filings that will
provide coverage for eligible Missouri residents. As a result, the
Missouri Department of Insurance finds an immediate danger to the
public welfare and a compelling governmental interest, which
requires emergency action. The scope of this emergency amendment
is limited to the conditions creating the emergency and complies with
the protections extended in the Missouri and United States

Constitutions. In developing this emergency amendment, represen-
tatives of the insurance industry were consulted. The department
believes this emergency amendment is fair to all interested persons
and parties under the circumstances. This emergency amendment
was filed May 16, 2005, effective June 1, 2005, expires February 2,
2006.

(1) Applicability and Scope.
(C) All forms printed with this rule are included herein.

(2) Definitions. For purposes of this rule—

(B) “Bankruptcy” means when a Medicare/ + Choice/Advantage
organization that is not an issuer has filed, or has had filed against
it, a petition for declaration of bankruptcy and has ceased doing busi-
ness in the state;

(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;

[(J)](K) “Issuer” includes insurance companies, fraternal benefit
societies, health care service plans, health maintenance organiza-
tions, and any other entity delivering or issuing for delivery in this
state Medicare supplement policies or certificates;

[(K)](L) “Medicare” means the “Health Insurance for the Aged
Act,” Title XVIII of the Social Security Amendments of 1965, as
then constituted or later amended;

[(L)]M) “Medicare/ + Choice/Advantage plan” means a plan of
coverage for health benefits under Medicare Part C as defined in sec-
tion 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 limited to health maintenance organization plans
(with or without a point-of-service option), plans offered by
provider-sponsored organizations, and preferred provider organiza-
tion plans;

2. Medical savings account plans coupled with a contribution
into a Medicare/ + Choice/Advantage medical savings account; and

3. Medicare/ + Choice/Advantage private fee-for-service
plans;

[(M)](N) “Medicare supplement policy” means a group or indi-
vidual policy of accident and sickness insurance or a subscriber con-
tract of hospital and health services corporations or health mainte-
nance organizations, other than a policy issued pursuant to a contract
under section 1876 of the federal Social Security Act (42 U.S.C. sec-
tion 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 per-
sons eligible for Medicare/;/. “Medicare supplement policy” does
not include MedicareAdvantage plans established under
Medicare Part C, Outpatient Prescription Drug plans established
under Medicare Part D, or any Health Care Prepayment Plan
(HCCP) that provides benefits pursuant to an agreement under
section 1833(a)(1)(A) of the Social Security Act;

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

[(O)](P) “Pre-standardized Medicare supplement plan” means a
Medicare supplement plan issued prior to July 30, 1992;

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

[(Q)J(R) “Standardized Medicare Supplement Plan” means a
Medicare supplement plan issued after July 30, 1992; and

[(R)](S) “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
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supplement policy or certificate unless the policy or certificate con-
tains definitions or terms which conform to the requirements of this
section.

(D) “Health care expenses” means, for purposes of section (12),
expenses of health maintenance organizations associated with the
delivery of health care services, which expenses are analogous to
incurred losses of insurers. [Expenses shall not include:

. Home office and overhead costs;

. Advertising costs;

. Commissions and other acquisition costs;
. Taxes;

. Capital costs;

. Administrative costs; and

. Claims processing costs.]

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

NOOGONWN=N

(4) Policy Provisions.
D)
1. Subject to paragraphs (5)(A)4., 5. and 7. and (6)(A)4. and
5., a Medicare supplement policy with benefits for outpatient
prescription drugs in existence prior to January 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 Medicare supplement policy
with benefits for outpatient prescription drugs may not be
renewed after the policyholder enrolls in Medicare Part D unless:
A. The policy is modified to eliminate outpatient pre-
scription 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 out-
patient 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 fol-
lowing minimum standards. These are minimum standards and do not
preclude the inclusion of other provisions or benefits which are not
inconsistent with these standards.

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

1. A Medicare supplement policy or certificate 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 con-
dition. The policy or certificate shall not define a preexisting condi-
tion more restrictively than a condition for which medical advice was
given or treatment was recommended by or received from a physician
within six (6) months before the effective date of coverage.

2. A Medicare supplement policy or certificate shall not indem-
nify against losses resulting from sickness on a different basis than
losses resulting from accidents.

3. A Medicare supplement policy or certificate 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 correspond with such changes.

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

A. Provide for termination of coverage of a spouse solely
because of the occurrence of an event specified for termination of
coverage of the insured, other than the nonpayment 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 director, an issuer shall nei-
ther cancel nor nonrenew a Medicare supplement policy or certificate
for any reason other than nonpayment of premium or material mis-
representation.

B. If a group Medicare supplement insurance policy is termi-
nated by the group policyholder and not replaced as provided in sub-
paragraph D. of this paragraph, the issuer shall offer certificate hold-
ers an individual Medicare supplement policy. The issuer shall offer
the certificate holder at least the following choices:

(I) An individual Medicare supplement policy currently
offered by the issuer having comparable benefits to those contained
in the terminated group Medicare supplement policy; and

(II) An individual Medicare supplement policy which pro-
vides only such benefits as are required to meet the minimum stan-
dards as defined in subsection (6)(B) of this rule.

C. If membership in a group is terminated, the issuer shall—

(I) Ofter the certificate holder the conversion opportunities
described in subparagraph 5.B. of this subsection; or

(II) At the option of the group policyholder, offer the cer-
tificate holder continuation 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 covered under the old group policy on its date of ter-
mination. 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 supplement policy or certificate
shall be without prejudice to any continuous loss which commenced
while the policy was in force, but the extension of benefits beyond the
period during which the policy was in force may be predicated upon
the continuous total disability of the insured, limited to the duration
of the policy benefit period, if any, or to payment 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, Improvement, and
Modernization Act of 2003, the modified policy shall be deemed
to satisfy the guaranteed renewal requirements of this subsection.

(6) Benefit Standards for Policies or Certificates Issued or Delivered
on or After July 30, 1992. 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. No policy or cer-
tificate may be advertised, solicited, delivered or issued for delivery
in this state as a Medicare supplement policy or certificate unless it
complies with these benefit standards.

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

1. A Medicare supplement policy or certificate 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 con-
dition. The policy or certificate may not define a preexisting condi-
tion more restrictively than a condition for which medical advice was
given or treatment was recommended by or received from a physician
within six (6) months before the effective date of coverage.

2. A Medicare supplement policy or certificate shall not indem-
nify against losses resulting from sickness on a different basis than
losses resulting from accidents.
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3. A Medicare supplement policy or certificate 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 correspond with such changes.

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

5. Each Medicare supplement policy shall be guaranteed renew-
able.

A. The issuer shall not cancel or nonrenew the policy solely
on the grounds of health status of the individual.

B. The issuer shall not cancel or nonrenew the policy for any
reason other than nonpayment of premium or material misrepresen-
tation.

C. If the Medicare supplement policy is terminated by the
group policyholder and is not replaced as provided under subpara-
graph (6)(A)5.E., the issuer shall offer certificate holders an indi-
vidual Medicare supplement policy which at the option of the cer-
tificate holder:

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

(II) Provides for benefits that otherwise meet the require-
ments of this subsection.

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

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

(II) At the option of the group policyholder, offer the cer-
tificate holder continuation 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 covered under the old group policy on its date of ter-
mination. Coverage under the new policy shall not result in any
exclusion for preexisting conditions that would have been covered
under the group policy being replaced.

F. If a Medicare supplement policy eliminates an outpa-
tient prescription drug benefit as a result of requirements
imposed by the Medicare Prescription Drug, Improvement and
Modernization Act of 2003, the modified policy shall be deemed
to satisfy the guaranteed renewal requirements of this paragraph.

6. Termination of a Medicare supplement policy or certificate
shall be without prejudice to any continuous loss which commenced
while the policy was in force, but the extension of benefits beyond the
period during which the policy was in force may be conditioned upon
the continuous total disability of the insured, limited to the duration
of the policy benefit period, if any, or payment of the maximum ben-
efits. 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 premiums 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 poli-
cyholder or certificate holder has applied for and is determined to be
entitled to medical 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 policyholder or certificate
holder loses entitlement to medical assistance, the policy or certifi-
cate shall be automatically reinstituted effective as of the date of ter-
mination 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, effec-
tive as of the date of termination of entitlement.

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 policyholder is entitled to benefits under
section 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 policyhold-
er 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.

[C./D. Reinstitution of coverages/—/as described in sub-
paragraphs (6)(A)7.B. and (6)(A)7.C:

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

(II) Shall provide for resumption of coverage which is sub-
stantially equivalent to coverage in effect before the date of suspen-
sion/;/. If the suspended Medicare supplement policy provided
coverage for outpatient prescription drugs, reinstitution of the
policy for Medicare Part D enrollees shall be without coverage for
outpatient prescription drugs and shall otherwise provide sub-
stantially equivalent 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 policy-
holder or certificate holder had the coverage not been suspended.

(B) Standards for Basic (Core) Benefits Common to [A// Benefit
Plans] Benefit Plans A-J. Every issuer shall make available a pol-
icy 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 Medicare 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 hospital-
ization 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 lifetime reserve days, coverage of one hundred percent
(100%) of the Medicare Part A eligible expenses for hospitalization
paid at the /diagnostic related group (DRG) day outlier per
diem] 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 federal regulations) unless
replaced in accordance with federal regulations.

5. Coverage for the coinsurance 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 included in Medicare Supplement Benefit Plans “B”
through “J” only as provided by section (7) of this rule.

1. Medicare Part A Deductible. Coverage for all of the Medicare
Part A inpatient hospital deductible amount per benefit period.

2. Skilled Nursing Facility Care. Coverage for the actual billed
charges up to the coinsurance amount from the twenty-first day
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through the hundredth day in a Medicare benefit period for post-hos-
pital skilled nursing facility care eligible under Medicare Part A.

3. Medicare Part B Deductible. Coverage for all of the Medicare
Part B deductible amount per calendar year regardless of hospital
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/s/ ($250) calendar year deductible, to a
maximum of one thousand two hundred fifty dollars ($1,250) in ben-
efits received by the insured per calendar year, to the extent not cov-
ered by Medicare. The outpatient 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/s/ ($250) calendar year deductible to a
maximum 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 Medicare-eligible expenses for med-
ically necessary emergency hospital, physician and medical care
received in a foreign country, which care would have been covered by
Medicare if provided in the United States and which care began dur-
ing 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 medical history and physical
examination that may include tests and services from subparagraph B.
and patient education to address preventive health care measures;

[B. Any one (1) or a combination of the following pre-
ventive screening tests or preventive services, the frequency
of which is considered medically appropriate:

(l) Fecal occult blood test or digital rectal examina-
tion, or both;

(ll) Mammogram;

(lll) Dipstick urinalysis for hematuria, bacteriuria and
proteinuria;

(IV) Pure tone (air only) hearing screening test,
administered or ordered by a physician;

(V) Serum cholesterol screening (every five (5)
years);

(VI) Thyroid function test;

(VIl) Diabetes screening,]

B. Preventive screening tests or preventive services, the selec-
tion and frequency of which is determined to be medically appro-
priate by the attending physician;

C. Influenza vaccine administered at any appropriate time dur-
ing the year and tetanus and diphtheria booster as medically appro-
priate; and

[D. Any other tests or preventive measures determined
appropriate by the attending physician; and]

[E.] D. 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 pay-
ment for any procedure covered by Medicare.

10. At-Home Recovery Benefit. Coverage for services to pro-
vide 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:

(I) “Activities of daily living” include, but are not limited
to bathing, dressing, personal hygiene, transferring, eating, ambulat-
ing, 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 provid-
ed through a licensed home health care agency or referred by a
licensed referral agency or licensed nurses registry;

(III) “Home” shall mean any place used by the insured as
a place of residence, provided that the place would qualify as a resi-
dence for home health care services covered by Medicare. A hospi-
tal 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 provide at-home recovery care, without limit on the dura-
tion of the visit, except each consecutive 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 Limitations.

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

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

(IIT) Coverage is limited to—

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

(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 cal-
endar 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 services 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 govern-

ment programs; and
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(II) Care provided by family members, unpaid volunteers
or providers who are not care providers.

11. 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 benefits provided in a policy or
certificate that otherwise complies with the applicable standards. The
new or innovative benefits may include benefits that are appropriate
to Medicare supplement insurance, new or innovative, not otherwise
available, cost-effective, and offered in a manner which 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.

(D) Standards for Plans K and L.

1. Standardized Medicare supplement benefit plan “K”
shall consist of the following:

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 lifetime reserve days, coverage of one hun-
dred percent (100%) of the Medicare Part A eligible 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 hun-
dred 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: Coverage for fifty percent
(50%) of the Medicare Part A inpatient hospital deductible
amount per benefit period until the out-of-pocket limitation is
met as described in subparagraph (6)(D)1.J.;

E. Skilled nursing facility care: Coverage for fifty percent
(50%) of the coinsurance 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 eligi-
ble under Medicare Part A until the out-of-pocket limitation is
met as described in subparagraph (6)(D)1.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 subpara-
graph (6)(D)1.J.;

G. 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 rules) unless replaced in accordance with federal
rules until the out-of-pocket limitation is met as described in sub-
paragraph (6)(D)1.J.;

H. Except for coverage provided in subparagraph
(6)(D)1.1. below, coverage for fifty percent (50%) of the cost shar-
ing otherwise applicable under Medicare Part B after the policy-
holder pays the Part B deductible until the out-of-pocket limita-
tion 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 policy-
holder 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 cal-
endar year after the individual has reached the out-of-pocket lim-
itation on annual expenditures under Medicare Parts A and B of
four thousand dollars ($4,000) in 2006, indexed each year by the
appropriate inflation adjustments specified by the secretary of
the U.S. Department of Health and Human Services.

2. Standardized Medicare supplement benefit plan “L” shall

consist of the following:

A. The benefits described in subparagraphs (6)(D)1.A.,
B., C., and I.;

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

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

(7) Standard Medicare Supplement Benefit Plans.

(A) An issuer shall make available to each prospective policyhold-
er and certificate holder a policy form or certificate form containing
only the basic core benefits, as defined in subsections (6)(B) and
(6)(C) of this rule.

(C) Benefit plans shall be uniform in structure, language, designa-
tion and format to the standard benefit plans “A” through /“J”] “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 for-
mat provided in subsections (6)(B)/and], (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.

(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 following: The core benefit as defined in subsection
(6)(B) of this rule, plus the Medicare Part A deductible as defined in
paragraph (6)(C)1.

3. Standardized Medicare supplement benefit plan “C” shall
include only the following: The core benefit as defined in subsection
(6)(B) of this rule, plus the Medicare Part A deductible, skilled nurs-
ing facility care, Medicare Part B deductible and medically necessary
emergency care in a foreign country as defined in paragraphs
(6)(O)1., 2., 3. and 8. respectively.

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

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

6. Standardized Medicare supplement benefit plan “F” shall
include only the following: The core benefit as defined in subsection
(6)(B) of this rule, plus the Medicare Part A deductible, the skilled
nursing facility care, the Part B deductible, 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
6)(O)1., 2., 3., 5. and 8. respectively.

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 subsection (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”
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deductible shall consist of out-of-pocket expenses, other than premi-
ums, for services covered by the Medicare supplement plan “F” pol-
icy, and shall be in addition to any other specific benefit deductibles.
The annual high deductible plan “F” deductible shall be one thou-
sand 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 Consumer Price Index for
all urban consumers for the twelve (12)-month period ending with
August of the preceding year, and rounded to the nearest multiple of
ten dollars ($10).

8. Standardized Medicare supplement benefit plan “G” shall
include only the following: The core benefit as defined in subsection
(6)(B) of this rule, plus the Medicare Part A deductible, skilled nurs-
ing 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 paragraphs (6)(C)1.,
2., 4., 8. and 10. respectively.

9. Standardized Medicare supplement benefit plan “H” shall
consist of only the following: The core benefit as defined in subsec-
tion (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 foreign country as defined in para-
graphs (6)(C)1., 2., 6. and 8. respectively. The outpatient pre-
scription drug benefit shall not be included in a Medicare sup-
plement policy sold after December 31, 2005.

10. Standardized Medicare supplement benefit plan “I” shall
consist of only the following: The core benefit as defined in subsec-
tion (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 prescription drug benefit, medically nec-
essary emergency care in a foreign country and at-home recovery
benefit as defined in paragraphs (6)/(B)/(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 following: The core benefit as defined in subsec-
tion (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 pre-
scription drug benefit, medically necessary emergency care in a for-
eign 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 prescription 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 percent (100%) of the Medicare Part
B excess charges, extended outpatient prescription drug benefit, med-
ically necessary emergency care in a foreign country, preventive med-
ical care benefit and at-home recovery benefit as defined in para-
graphs (6)(O)1., 2., 3., 5., 7., 8., 9. and 10. respectively. The annu-
al high deductible plan “J” deductible shall consist of out-of-pocket
expenses, other than premiums, for services covered by the Medicare
supplement plan “J” policy, and shall be in addition to any other spe-
cific benefit deductibles. The annual deductible shall be fifteen hun-
dred dollars ($1,500) for 1998 and 1999, and shall be based on a cal-
endar year. It shall be adjusted annually thereafter by the secretary to
reflect the change in the Consumer Price Index for all urban con-
sumers for the twelve (12)-month period ending with August of the
preceding year, and rounded 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 supplement plans mandated
by the Medicare Prescription Drug, Improvement and
Modernization 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.

(8) Medicare Select Policies and Certificates. This section shall apply
to Medicare Select policies and certificates, as defined in this sec-
tion.

(I) A Medicare Select issuer shall make full and fair disclosure in
writing of the provisions, 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 policies 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 physi-
cians, specialty physicians, hospitals and other providers;

3. A description of the restricted network 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-net-
work providers do not count toward the out-of-pocket annual
limit contained in plans “K” and “L”;

4. A description of coverage for emergency and urgently need-
ed care and other out-of-service area coverage;

5. A description of limitations on referrals to restricted network
providers and to other providers;

6. A description of the policyholder’s rights to purchase any
other Medicare supplement policy or certificate otherwise offered by
the issuer; and

7. A description of the Medicare Select issuer’s quality assur-
ance program and grievance procedure.

M)

1. At the request of an individual insured under a Medicare
Select policy or certificate, a Medicare Select issuer shall make avail-
able to the individual insured the opportunity to purchase a Medicare
supplement policy or certificate offered by the issuer which has com-
parable or lesser benefits and which does not contain a restricted net-
work 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 or more significant benefits not includ-
ed 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 prescription
drugs,] coverage for at-home recovery services or coverage for Part
B excess charges.

(N) Medicare Select policies and certificates shall provide for con-
tinuation of coverage in the event the secretary of Health and Human
Services determines that Medicare Select policies and certificates
issued pursuant 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
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opportunity to purchase any Medicare supplement policy or certifi-
cate 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 or more significant benefits not includ-
ed 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 prescription
drugs,] coverage for at-home recovery services or coverage for Part
B excess charges.

(9) Open Enrollment.

(A) No issuer shall deny or condition the issuance or effective-
ness of any Medicare supplement policy or certificate available for
sale in this state, nor discriminate in the pricing of a policy or cer-
tificate because of the health status, claims experience, receipt of
health care or medical condition of an applicant 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 current-
ly available from an insurer shall be made available to all appli-
cants who qualify under this subsection without regard to age.

(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 persons enrolled in Medicare Part B by reason of age, or discrim-
inate between persons entitled to enroll in the policy form number or
certificate 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 cer-
tificate form number.

1. An issuer must demonstrate compliance with this section for
each plan, type, and form level permitted under subsection
(13)/(C)](D) by either—

A. Charging a premium rate for disabled 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 disabled persons that does not
exceed the “weighted average aged premium rate” for that plan, type,
and form level, and providing, at the time of each rate filing, its cal-
culation 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.

(H) No Medicare supplement carrier shall, directly or indirectly
enter into any contract, agreement or arrangement with an /agent or
broker] insurance producer that provides for or results in the com-
pensation paid to an /agent or broker] 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 applicant eligible by reason of sub-
section (B) of this section for Medicare supplement insurance.

(I) A Medicare supplement carrier shall provide reasonable com-
pensation, as provided under the plan of operation of the program, to
an [agent or broker] insurance producer, if any, for the sale, dur-
ing the open enrollment periods described in subsection (B) of this
section, of a Medicare supplement insurance policy or certificate.

(J) No Medicare supplement insurance carrier shall terminate, fail
to renew or limit its contract or agreement of representation with an
[agent or broker] insurance producer for any reason related to the
age, health status, claims experience, receipt of health care or med-
ical condition of an applicant, eligible by reason of subsection (B) of
this section for Medicare supplement insurance, placed by the /agent
or broker] insurance producer with the Medicare supplement
insurance carrier.

(10) Guaranteed Issue for Eligible Persons.
(A) Guaranteed Issue.

1. Eligible persons are those individuals described in subsection
(B) of this section who /apply to enroll under the policy not later
than sixty-three (63) days after the date of the termination
of enrollment described in subsection (B) of this section,]
seek to enroll under the policy during the period specified in sub-
section (C) of this section, and who submit evidence/, acceptable
to the director,] of the date of termination /or disenrollment], dis-
enrollment, 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 supplement pol-
icy described in subsection /(C)J(E) of this section that is offered and
is available for issuance to new enrollees by the issuer, shall not dis-
criminate 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 Medicare supplement
policy.

(B) Eligible Persons. An eligible person is an individual described
in any of the following 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 pro-
vide [substantial health benefits to the individual either
because the plan is modified or amended, or because the
plan terminates, or because the individual leaves the plan] all
such supplemental health benefits to the individual;

2. The individual is enrolled with a Medicare/+ Choice]
Advantage organization under a Medicare/ + Choice/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 circumstances similar to those described below
that would permit discontinuance of the individual’s enrollment
with such provider if such individual were enrolled in a Medicare
Advantage plan:

A. The organization’s or plan’s certification has been termi-
nated or the organization has terminated or otherwise discontinued
providing the plan in the area in which the individual resides;
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B. The individual is no longer eligible to elect the plan
because of a change in the individual’s place of residence or because
the plan is terminated for all individuals within a residence area or
because of another change in circumstances specified by the secre-
tary, 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 time-
ly basis or has engaged in disruptive behavior as specified in stan-
dards under section 1856);

C. The individual demonstrates, in accordance with guide-
lines established by the secretary, that—

(I) The organization offering the plan substantially violated
a material provision 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
accordance with applicable quality standards; or

(II) The organization, /or agent] insurance producer, or
other entity acting on the organization’s behalf, materially misrepre-
sented the plan’s provisions in marketing the plan to the individual;
or

D. The individual meets such other exceptional conditions as
the secretary may provide;

A. The individual is enrolled with—

(I) An eligible organization under a contract under section
1876 (Medicare risk or cost);

(II) A similar organization operating under demonstration
project authority, effective for periods before April 1, 1999;

(III) An organization under an agreement under section
1833(a)(1)(A) (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 discontinuance of an individual’s election of coverage
under paragraph (10)(B)2.;

4. The individual is enrolled under a Medicare supplement pol-
icy and the enrollment ceases because—

A.

(I) Of the insolvency of the issuer or bankruptcy of the
nonissuer organization; or

(II) Of other involuntary termination of coverage or enroll-
ment under the policy;

B. The issuer of the policy substantially violated a material
provision of the policy; or

C. The issuer, /or an agent] insurance producer, or other
entity acting on the issuer’s behalf, materially misrepresented the
policy’s provisions in marketing the policy to the individual;

5.

A. The individual was enrolled under a Medicare supplement
policy and terminates enrollment and subsequently enrolls, for the
first time, with any Medicare/ + Choice/Advantage organization
under a Medicare/ + Choice/Advantage plan under Part C of
Medicare, any eligible organization under a contract under section
1876 (Medicare risk or cost), any similar organization operating
under demonstration project authority, any PACE provider under
section 1894 of the Social Security Act, an organization under an
agreement under section 1833(a)(1)(A) (health care prepayment
plan), or a Medicare Select policy; and

B. The subsequent enrollment under subparagraph
(10)(B)S.A. is terminated by the enrollee during any period within
the first twelve (12) months of such subsequent enrollment (during
which the enrollee is permitted 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 /and enrolling in Medicare Part BJ,
enrolls in a Medicare/ + Choice/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 enrollment;
and

7. The individual enrolls in a Medicare Part D plan during
the initial enrollment period and, at the time of enrollment in
Part D, was enrolled under a Medicare supplement policy that
covers outpatient prescription drugs and the individual termi-
nates enrollment in the Medicare supplement policy and submits
evidence of enrollment in Medicare Part D along with the appli-
cation for a policy described in paragraph (E)4. of this section;
and

[7.]8. Any individual who terminates Medicare 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 guaranteed issue period begins on the later of:
(i) the date the individual receives a notice of termination or ces-
sation of all supplemental health benefits (or, if a notice is not
received, notice that a claim has been denied because of a termi-
nation or cessation); or (ii) the date that the applicable coverage
terminates or ceases; and ends sixty-three (63) days thereafter;

2. In the case of an individual described in paragraph (B)2.,
(B)3., (B)5. or (B)6. of this section whose enrollment is terminat-
ed 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 coverage was
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 termi-
nation, a notice of the issuer’s bankruptcy or insolvency, or other
such similar 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 was terminated;

4. In the case of an individual described in paragraph (B)2.,
subparagraph (B)4.B., (B)4.C., paragraph (B)S. or (B)6., of this
section who disenrolls voluntarily, the guaranteed 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 guaranteed 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 preceding 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; and

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 Interrupted Trial Periods.

1. In the case of an individual described in paragraph (B)S.
of this section (or deemed to be so described, pursuant to this
paragraph) whose enrollment with an organization or provider
described in subparagraph (B)S.A. of this section is involuntari-
ly terminated within the first twelve (12) months of enrollment,
and who, without an intervening enrollment, enrolls with anoth-
er organization or provider, the subsequent enrollment shall be
deemed to be an initial enrollment described in paragraph
(10)(B)6.; and

2. In the case of an individual described in paragraph (B)6.
of this section (or deemed to be so described, pursuant to this
paragraph) whose enrollment with a plan or in a program
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described in paragraph (B)6. of this section is involuntarily ter-
minated 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 (10)(B)6.; and

3. For purposes of paragraphs (B)5. and (B)6. of this section,
no enrollment of an individual with an organization or provider
described in subparagraph (B)S.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 indi-
vidual first enrolled with such an organization, provider, plan or
program.

[(C)](E) Products to Which Eligible Persons Are Entitled. The
Medicare supplement policy to which eligible persons are entitled
under—

1. Paragraphs (10)(B)1., 2., 3. and 4. is a Medicare supplement
policy which has a benefit package classified as Plan A, B, C, or F
(including F with a high deductible), K or L offered by any issuer;

[2. Paragraph (10)(B)5. is the same Medicare supple-
ment policy in which the individual was most recently previ-
ously enrolled, if available from the same issuer, or, if not so
available, a policy described in paragraph (C)1. of this sec-
tion;]

A. Subject to subparagraph B, paragraph (10)(B)5. is the
same Medicare supplement 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 out-
patient prescription drug benefit, a Medicare supplement policy
described in this subparagraph is:

(I) The policy available from the same issuer but modi-
fied to remove the outpatient prescription drug coverage; or

(IT) At the election of the policyholder, an A, B, C, F
(including F with a high deductible), K or L policy that is offered
by any issuer;

[3.72. Paragraph(10)(B)6. shall include any Medicare supple-
ment policy offered by any issuer; /and]

3. Paragraph (10)(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 avail-
able for issuance to new enrollees by the same issuer that issued
the individual’s Medicare supplement policy with outpatient pre-
scription drug coverage; and

4. Paragraph (10)(B)/7./8. shall include any Medicare supple-
ment policy offered by any issuer but only a policy of the same plan
as the coverage in which the individual was most recently enrolled.

[(D)](F) Notification Provisions.

1. At the time of an event described in subsection (B) of this sec-
tion because of which an individual loses coverage or benefits due to
the termination of a contract or agreement, policy, or plan, the orga-
nization that terminates the contract or agreement, the issuer termi-
nating the policy, or the administrator of the plan being terminated,
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). 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 agreement, 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 sup-
plement policies under subsection (A) of this section. Such notice

shall be communicated within ten (10) working days of the issuer
receiving notification of disenrollment.

(12) Loss Ratio Standards and Refund or Credit of Premium.
(A) Loss Ratio Standards.

1.

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 estimated for the entire period
for which rates are computed to provide coverage, to return to poli-
cyholders and certificate holders in the form of aggregate benefits
(not including anticipated refunds or credits) provided under the pol-
icy form or certificate form the higher of the originally filed antici-
pated loss ratio or—

(I) At least seventy-five percent (75%) of the aggregate
amount of premiums earned in the case of group policies; or

(II) At least sixty-five percent (65%) of the aggregate
amount of premiums earned in the case of individual policies.

B. The ratios specified in this subsection shall be calculated
on the basis of incurred claims experience or incurred health care
expenses where coverage is provided by a health maintenance orga-
nization on a service rather than reimbursement basis and earned pre-
miums for the period and in accordance with accepted actuarial prin-
ciples and practices. 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 acquisition costs;
(IV) Taxes;

(V) Capital costs;

(VI) Administrative costs; and

(VII) Claims processing costs.

2. All filings of rates and rating schedules shall demonstrate that
expected claims in relation to premiums comply with the require-
ments 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
computed to provide coverage can be expected to meet the appropri-
ate loss ratio standards (future loss ratio).

3. For purposes of applying paragraph (A)1. of this section and
paragraph /(C)]/(D)3. of section (13) 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 premiums 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 requirement from parts
(A)1.A.(I) and (II) of this section when combined with actual expe-
rience beginning with /either April 28, 1996, or January 1,
7996] January 1, 2006 to date; and

C. The appropriate loss ratio requirement from parts
(A)1.A.(I) and (II) of this section over the entire future period for
which the rates are computed to provide coverage.

(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 con-
tained in Appendix A 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 calculation shall be done on a statewide basis
for each type in a standard Medicare supplement benefit plan. For
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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, policies or certificates issued
prior to July 30, 1992, the issuer shall make the refund or credit cal-
culation 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
[April 28, 1996] January 1, 2006. The first report shall be due
by May 31, [7998] 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 minimis 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 average 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.

(13) Filing and Approval of Policies and Certificates and Premium
Rates.

(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.

[(BJI(C) An issuer shall not use or change premium 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.

[(C)](D)

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) additional 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 /agent] insur-
ance producer marketing methods;

C. The addition of either guaranteed issue or underwritten
coverage; and

D. The offering of coverage to individuals eligible for
Medicare by reason of disability.

3. For the purposes of this section, a “type” means an individ-
ual policy, a group policy, an individual Medicare Select policy, or a
group Medicare Select policy.

[(D)](E)

1. Except as provided in subparagraph 1.A. of this subsection,
an issuer shall continue to make available for purchase any policy
form or certificate form issued after April 8, 1993, that has been
approved by the director. 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 availabili-
ty 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 supplement benefit plan
as the discontinued form for a period of five (5) years after the issuer

provides notice to the director of the discontinuance. 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. Effect of change in rating structure or methodology.

A. A change in the rating structure or methodology includes,
but is not limited to:

(I) A change between community rating, issue-age rating,
and attained-age rating;

(II) A change in class structure (e.g., one class v. smok-
er/non-smoker class, unisex v. male/female classes); and

(IIT) A change between rating for each age v. age-banded
rates.

B. A change in the rating structure or methodology shall be
considered a discontinuance under paragraph 1. of this subsection
unless the issuer complies with the following requirements:

(I) The issuer provides an actuarial memorandum, in a
form and manner prescribed by the director, describing the manner
in which the revised rating methodology and resultant rates differ
from the existing rating methodology and existing rates; and

(II) The issuer does not subsequently put into effect a
change of rates or rating factors that would cause the percentage dif-
ferential between the discontinued and subsequent rates as described
in the actuarial memorandum to change. Such actuarially equivalent
policies or certificates shall be combined for filing purposes under
paragraph (13)/(G)/(H)11. The director may approve a change to the
differential which is in the public interest.

C. Notwithstanding subparagraph B. of this paragraph,
where an issuer changes a rating structure or methodology and rates
calculated under the new methodology are not actuarially equivalent
to the old rates, the change in rating structure or methodology will
be considered a discontinuance under subparagraph (13)/(D)J(E)1.A.
The actuarial equivalency of rates must be determined by a compar-
ison of weighted average premium rate under the old and the new
methodology, except in the case of a change between attained-age and
issue-age rating where the actuarial equivalency of the rates will be
determined from a comparison of actuarial present value of lifetime
premiums by age or age-band.

[(E)](F)

1. Except as provided in paragraph /(E)](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
(12) 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.

[(FI(G)

1. An issuer shall not present for filing or approval a rate struc-
ture 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 poli-
cies and certificates issued prior to January 1, 2000.

2. Where an issuer files for approval of a rate structure for pol-
icy 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 (13)/(D)/(E)3.
If the policy forms or certificate forms were at any time approved by
the director under an issue age methodology, the issuer must use the
most recently approved issue age rate schedule as its proposed rate
schedule for the policy forms or certificate forms and need make no
further showing of actuarial equivalency under (13)/(D)](E)3.

[(G)](H) Filing requirements and procedures for change of
Medicare supplement insurance premium rate and for annual filing of
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premium rates.

1. When an issuer files for approval of annual premium rates for
a plan under subsection (12)(C) or a change of premium rates for a
plan under subsection (13)/(B)](C), the following documentation
must be provided to the director as part of the rate filing in addition
to any other documentation required by law or regulation:

A. A completed Medicare Supplement Rate Filing Document
(Missouri Form 375-0065, revised 10/98), which /[is incorporated
herein by reference] can be accessed at the department’s web-
site at www.insurance.mo.gov;

B. An actuarial memorandum supporting the rating schedule;

C. A report of durational experience (for standardized
Medicare supplement plans only);

D. A projection correctly derived from reasonable assump-
tions;

E. A clear statement of all of the assumptions used to pre-
pare the rate filing, including the source of trend,;

E. All formulas used to prepare the projection except for for-
mulas which can be ascertained from a cursory inspection of the pro-
jection 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 limited to: area;
smoker/non-smoker; standard/substandard.

2. The report of durational experience must contain for each cal-
endar year of issue the following data by duration: incurred claims
and earned premium; resultant loss ratio; and life-years. The dura-
tional split may be either by policy or certificate duration, calendar
duration or calendar year of experience 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 preceding cal-
endar years beginning with the year in which the policy or certificate
was first issued and must include the total for each category (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 subsequent to the rate filing
and must include the total for each category (projected incurred
claims and projected earned premium, resultant loss ratio, and cor-
responding 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 paragraph; and

D. Include, for pre-standardized Medicare supplement plans,
the respective totals of the incurred claims and earned premium,
resultant loss ratio, and corresponding life-years for the period begin-
ning April 28, 1996, or alternatively, January 1, 1996, through the
end of the projection period described in subparagraph B. of this
paragraph.

4. Where assumptions include interest, the totals for incurred
claims accumulated/discounted 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
[(G)](H)3. of this section.

5. Both the report of durational experience 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 throughout 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 supplemental
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 docu-
mentation must be calculated in the same manner as for refund cal-
culations.

11. Rate filings for each plan, type, and form level permitted
under subsection (13)//C)](D) for standardized Medicare supplement
plans marketed after June 30, 1998, must demonstrate compliance
with the requirements of subsection (9)(E). The “weighted average
aged premium,” must be recalculated for each filing using current
data, unless the issuer demonstrates compliance under subparagraph
(9)(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 supplement plans, the Medicare
Supplement Rate Filing Document, the report of durational experi-
ence, and the projection must be provided separately for each plan,
type, and form level permitted under subsection (13)/(C)/(D).

13. For pre-standardized Medicare supplement rate plans, the
information contained in the Medicare Supplement Rate Filing
Document and projection may be pooled within a type.

14. The rates, rating schedule and supporting documentation
required to be filed under subsection /(G)/(H) of this section as part
of a rate filing and all supplementary documentation in connection
with the rate filing must be accompanied by the certification of a
qualified actuary that to the best of the actuary’s knowledge and judg-
ment, the following items are true with respect to the documentation
submitted:

A. The assumptions present the actuary’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 (12)(A) for
policy forms or certificate forms of its type delivered or issued for
delivery in this state;

C. With respect to rate filings concerning 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 (12)(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 methodology, the percentage differen-
tial between the discontinued and subsequent (or new) rates has not
changed;

E. All components of the filing, including rates, rating sched-
ules, and supporting documentation, were prepared based on the cur-
rent standards of practice promulgated by the Actuarial Standards
Board;

E. The rate filing, including rates, rating schedule, and sup-
porting 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.
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(14) Permitted Compensation Arrangements.

(A) An issuer or other entity may provide commission or other
compensation to an /agent] insurance producer or other represen-
tative 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 hundred percent (200%) of the commission or other
compensation paid for selling or servicing the policy or certificate in
the second year or period.

(C) No issuer or other entity shall provide compensation to its
[agents or other producers] insurance producers and no /agent
or/ 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.

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

1. Medicare supplement policies and certificates shall include a
renewal or continuation provision. The language or specifications 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 automatic renewal premium
increases based on the policyholder’s age.

2. Except for riders or endorsements by which the issuer effec-
tuates a request made in writing by the insured, exercises a specifi-
cally 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 date of issue or at reinstatement or renewal
which reduce or eliminate benefits or coverage in the policy shall
require a signed acceptance by the insured. After the date of policy
or certificate issue, any rider or endorsement which increases bene-
fits 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 Medicare
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 pre-
mium charge shall be set forth in the policy.

3. Medicare supplement policies or certificates shall not provide
for the payment of benefits based on standards described as “usual
and customary,” “reasonable and customary” or words of similar
import.

4. If a Medicare supplement policy or certificate contains any
limitations with respect to preexisting conditions, such limitations
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 certifi-
cate or attached thereto stating in substance that the policyholder or
certificate holder shall have the right to return the policy or certifi-
cate 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.

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 eligible for Medicare shall
provide to those applicants a Guide to Health Insurance for People
with Medicare in the form developed jointly by the National
Association of Insurance Commissioners and the [Health Care
Financing Administration] 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 poli-
cies or certificates are advertised, solicited or issued as Medicare
supplement 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 lan-
guage, format, type size, type proportional spacing, bold character,
and line spacing.

(C) MMA Notice Requirements. Issuers shall comply with any
notice requirements of the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003.

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

1. Issuers shall provide an outline of coverage to all applicants
at the time application 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 outline, a substitute outline of
coverage properly describing the policy or certificate shall accompa-
ny the policy or certificate when it is delivered and contain the fol-
lowing statement, in no less than twelve (12)-point type, immediate-
ly above the company name: “NOTICE: Read this outline of cov-
erage carefully. It is not identical to the outline of coverage pro-
vided 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 displaying 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 A-/J/L shall be shown on the cover page, and
the plans that are offered by the issuer shall be prominently identi-
fied. Premium information for plans that are offered shall be shown
on the cover page or immediately following the cover page and shall
be prominently displayed. The premium and mode shall be stated for
all plans that are offered to the prospective applicant. All possible
premiums for the prospective applicant shall be illustrated.

4. The following items shall be included in the outline of cover-
age in the order prescribed below.
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[COMPANY NANME]
Outline of Medicarc Supplement Coverage-Cover Page: [ of 2

Benefit Plans [insert letters of plans being offered

[ Medicare supplement insurance can be sold in only ten standard plans plus two high deduciible plans.} {These] This chartfs]
show/s] the benefits included in cach of the standard Medicare supplement plans. Every company must make available Plan “A"
Some plans may not be available in vour state.

See Outlines of Coverage sections for details about ALL plans

Basic Benefits ffncluded in Alf Plansf for Plans A - J:

Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benelits end.

Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses) orf, in the case of hospital oufpatient
department services under a prospective payment system, applicable] copayments for hospital outpatient services.

Blood: First three pints of blood each year.

A R C D E F [P |G I 1 L
Basic Basic Basic Basic Basic Rasic Basic Basic Basic Basic
Benelits | Benefits Benefits Renefits Benefits Benefits Bencfits Benefits Benefits Benefits
Skitled Skilled Skilled Skilled Skilled Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Facility Facility Facility Facility Facility Fucility Facitity Facility
Cof-1f Cof-1] Coj-1} Cof-ff Cof-f] Cof-1} Cof-1} Cof-If
insurance | #nsurance |#nsuran¢e | fnsurance | insurance | fmsurance | fmsurance | insurancc

Part A Part A Part A Part A Pari A Part A Part A Part A Part A
Deductible | Deductible | Deductible | Deductible | Deductible | Deductible | Deductible | Deductible | Deductible
Part B Part B [art 13
Deductible Deductible Deductible
Part B Part 3 Part B Part B
Excess Excess Excess Excess
(100%) | (80%) (100%) | (100%)
Foreign Foreign Foreign Foreign Foreign Forcign Foreign Foreign
Travel Travel Travel Travel Travel Travel Travel Travel
Emergency | Emerpency | Emergency | Emergency | Emergency | Emergency | Emergency | Emergency
At-tHlome At-llome At-Home j At-lHome
Recovery Recovery Recovery | Recovery
[Basic [Basic [Extended
Drugs Druys Drugs

(81250 {81250 (53000
Limig)] Limit)] Limiti}

Preventive Preventive
Care NOT Care NOT
covered by covered by
Medicare Medicare

* Plans F and J also have an option called a high deductible plan F and a high deductible plan J. These high deduetible
plans pay the same for offer the same] benefits as Plans ¥ and J after one has paid a calendar year [$1690] deductible.
Benefits from high deductible plans F and J will not begin until out-of-pocket expenses exceed [$1690]. Out-of-pocket
expenses for this deductible are expenses that would ordinarily be paid by the policy. These expenses include the Medicare
deductibles for Part A and Part B, but dofes] not includef, in plan Jf the plan’s separate [prescription drug deductible or, in
plans F and J, the plan s foreign travel emergency deductible.
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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]
Usc this outline to compare benefits and premiums among policies.

READ YOUR POLICY VERY CAREFULLY [Boldface Type]

This is only an outline describing vour 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 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 [Boldfacc 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 insurance producers:|
Neither [insert company’s name| nor its insurance producers are connected with Medicare.

[for direct response:|
[insert company’s name] is not connected with Mcdicare.

This outline of coverage does not give all the details of Medicare coverage. Contact your local
Social Sceurity Office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT [Boldface Typc|

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
refusc 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. ]
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Review the application carcfully before you sign it. Be certain that all information has been
properly recorded.

[Include for each plan prominently identified in the cover page, a chart showing the services,
Medicare payments, plan payments and insured payments for cach 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 cach
plan are included in this rule. An issuer may use additional benefit plan designations on these
charts pursuant to Section (7)(ID) of this rule.]

| 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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PLAN A

MEDICARE (PART A}—HOSPITAL SERVICES—PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been cut of the hospital and have not received skilled care in
any other facility for 60 days in a row.

certifies you are terminally ill and
you elect to receive these services

coinsurance for out-
patient drugs and
inpatient respite care

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION"
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but §{{764]} [876] $0 S{[764]] [876]{Part A
61st thru 90th day All but $f1971Jj f219] a $/{191)] [219] a day deductible)
91st day and after: day s0
—While using 60 lifetime
reserve days ${f382]] [438] a day
—Once lifetime reserve days All but $/f382]7 (438} a $0
are used; day
—Additional 365 days 100% of Medicare
eligible expenses $0**
—Beyond the additional 365 30
days $0
All costs

$0
SKILLED NURSING FACILITY
CARE"
You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility
Within 30 days after leaving the
hospital
First 20 days All approved amounts $0 $0
21" thru 100th day All but ${{95.50j} $0 Up to $/f95.50]] {109.50] a
101st day and after [109.50] a day 30 day

$0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% %0 $0
HOSPICE CARE
Available as long as your doctor All but very limited 30 Balance

" NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLAN A

MEDICARE (PART B)}—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed ${100] of Medicare-approved amounts for covered services (which are noted with an

asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—
IN OR QUT OF THE HOSPITAL
AND QUTPATIENT HOSPITAL
TREATMENT, such as Physi-
cian's services, inpatient and
outpatient medical and surgical
services and supplies, physical
and speech therapy, diagnostic
tests, durable medical equipment,
First ${100] of Medicare
Approved Amounts”

Remainder of Medicare
Approved Amounts
[Part B Excess Charges
(Above Medicare Approved
Amourntsi

50

Generally 80%

{$9]

$0

Generally 20%

f80]

$ [100] (Part B
deductible)

30

{All costs]

Part B Excess Charges
(Above Medicare Approved
Amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next ${100} of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

$0
$0

80%

All costs

$0

20%

30

$ 100} (PartB
deductible)

$0

CLINICAL LABORATORY
SERVICES—[BLOODJTESTS
FOR DIAGNOSTIC SERVICES

100%

$0

50

PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

-—Medically necessary skilled
care services and medical
supplies

—Durable medical equipment
First ${100} of Medicare

Approved Amounts”

Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0

20%

$C

$[100] (Part B
deductible)

$0

June 15, 2005
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PLANB

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 80 days All but ${f764]} [876] $[764]] [BT6](Part A 30
61 thru 90th day All but $/f191]1 f219] a deductible) 50
81% day and after: day $/7191)j [219] a day
—While using B0 lifetime
reserve days $0
—Once lifetime reserve days All but $[f382]] [438] a ${1382}] [438] a day
are used: day
—Additional 365 days $0**
—Beyond the additional 365 100% of Medicare
days $0 eligible expenses All costs
50
30
SKILLED NURSING FACILITY
CARE”
You must meet Medicare’s
reguirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts S0 $0
21% thru 100" day All but ${{95.507} $0 Up to ${{95.50]}
101st day and after [109.50] a day $0 [108.50] a day
S0 All costs
BLOGOD
First 3 pints $0 3 pints S0
Additional amounts 100% 30 $0
HOSPICE CARE
Available as long as your dactor All but very limited
certifies you are terminally ill and coinsurance for out-
you elect to receive these services | patient drugs and
inpatient respite care S0 Balance

* NOTICE: When your Medicare Fart A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLAN B

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed ${100] of Medicare-approved amounts for covered services (which are noted with an
asterigk), your Part B deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES—

IN OR QUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as
physician’s services, inpatient
and outpatient medical and
surgical services and supplies,
physical and speech therapy,
diagnostic tests, durable medical

equipment,
First ${100] of Medicare
Approved Amounts* %0 30 ${100} (Part B
deductible)
Remainder of Medicare 30
Approved Amounts Generally 80% Generally 20%

[Part B Excess Charges
(Above Medicare Approved
Amounts)] {30} {$0] [Al costs]
Part B Excess Charges
{Above Medicare Approved

Amounts) 10 $0 All costs
BLOCD
First 3 pints $0 All costs 50
Next ${100] of Medicare
Approved Amounts” S0 $0 $[10cf (Part B
deductible)

Remainder of Medicare
Approved Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES—[BLOOD] TESTS
FOR DIAGNOSTIC SERVICES 100% 30 30

PARTSA&B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

—Medically necessary skilled
care services and medical
supplies 100% 50 S0

—Durable medical equipment
First ${100} of Medicare

Approved Amounts* S0 30 $[100] {(Part B
deductible)

Remainder of Medicare
Approved Amounts B0% 20% 30
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PLANC

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $/f764]] [876] $[[764]] [BTEJ{Part A %0
61 thru 90th day Allbut $/f191j][218] a deductible)} s0
91" day and after: day ${[191]] [219] a day
—While using 60 lifetime
reserve days $0
—Once lifetime reserve days All but ${{382]} [438] a $/[382]] [438] a day
are used: day
—Additional 365 days B0**
100% of Medicare
—Beyond the additional 365 50 eligible expenses
days All costs
$0
$0
SKILLED NURSING FACILITY
CARE"
You must meet Medicare's
reguirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts $0 30
21% thru 100th day All but ${{95.50]} Up to ${/95.50j} [109.50] | $0
101st day and after [108.50] a day a day All costs
30 $0
BLOOD
First 3 pints 0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Available as long as your doctor All but very limited
certifies you are terminally ill and coinsurance for out-
you elect to receive these services | patient drugs and
inpatient respite care $0 Balance

» NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy’'s "Core Benefits.” During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLANC

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed ${100] of Medicare-approved amounts for covered services (which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—
IN OR QUT OF THE HOSFPITAL
AND QUTPATIENT HOSPITAL
TREATMENT, such as physi-
cian's services, inpatient and
outpatient medical and surgical
services and supplies, physical
and speech therapy, diagnestic
tests, durable medical equipment,
First $f100} of Medicare
Approved Amounts®

Remainder of Medicare
Approved Amounts

{Part B Excess Charges
(Above Medicare Approved
Amounis}i

S0

Generally 80%

{39

$f100] {Part B deductible)

Generally 20%

{80]

$0

$0

[All costs]

Part B Excess Charges
(Above Medicare Approved
Amounts)

$o

$0

All costs

BLOOD

First 3 pints

Next ${100} of Medicare Approved
Amounts®

Remainder of Medicare Approved
Amounts

$0
$0
80%

All costs
$/100] (Part B deductible)

20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES—{BLOCD] TESTS
FOR DIAGNOSTIC SERVICES

100%

$0

$0

PARTSA&DB

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Medically necessary skilled
care services and medical
supplies
—DBurable medical equipment
First $[100} of Medicare
Approved Amounts”
Remainder of Medicare
Approved Amounts

100%

$0

80%

30

$7100] (Part B deductible)

20%

50

$0
$0

OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN TRAVEL—
NOT COVERED BY MEDICARE
Medically necessary emergency
care services beginning during the
first 60 days of each trip outside
the USA
First $250 each calendar year
Remainder of Charges

$0
$0

30
B0% to a lifetime maxi-
mum benefit of $50,000

3250
20% and amounts over the
$50,000 lifetime maximum
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PLAND

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

* A benefit period begins an the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION®
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $/{764]} [876] $/{764]] [876] (Part A $0
61st thru 90ih day All but $/{191]] [219] a deductible) $0
91st day and after: day $f{191]] [219] a day
—While using B0 lifetime
reserve days $0
—0Once lifetime reserve days All but §/f382]} f438] a ${/382}] [438] a day 30
are used: day
—Additional 385 days S0*=
100% of Medicare eligible
—Beyond the additional 365 50 expenses
gays All costs
30
$0
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts S0 $0
21% thru 100th day All but ${{95.50]} Upto $/{95.50)] [109.50]a | $0
101st day and after [109.50] a day day All costs
$0 $0
BLOOD
First 3 pints $0 3 pints 30
Additional amounts 100% $0 30
HOSPICE CARE
Available as long as your doctor All but very limited
certifies you are terminally ill and coinsurance for out-
you elect to receive these services | patient drugs and
inpatient respite care $0 Balance

* NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy’s “Core Benefits.” During this time the hospital is prohibited from billing you for the
balance based aon any difference between its billed charges and the amount Medicare would have paid.
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PLAN D

MEDICARE (PART B}—MEDICAL SERVICES—PER CALENDAR YEAR

* Once you have been billed $f100] of Medicare-approved amounts for covered services {which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—
IN OR QUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as physi-
cian's services, inpatient and
outpatient medical and surgical
services and supplies, physical
and speech therapy, diagnostic
{ests, durable medical equipment,
First ${100] of Medicare

Approved Amounts* 30 $0 $100f (Part B
deductible)
Remainder of Medicare
Approved Amounts Generally 80% Generally 20% S0

[Part B Excess Charges
{Above Medicare Approved
Amounts)] {$0] %0} fAll costs]
Part B Excess Charges
{Above Medicare Approved
Amounts) $0 30 All costs
BLOOD
First 3 pints $0 All costs $0
Next $[100] of Medicare

Approved Amounts® 30 $0 $100] (Part B

deductible)

Remainder of Medicare

Approved Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES—{BLOOD] TESTS
FOR DIAGNOSTIC SERVICES 100% $0 30

(continued)
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PLAN D
PARTS A&B
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Medically necessary skilled
care services and medical
supplies 100% $0 $0
—Durable medical equipment
First ${100] of Medicare
Approved Amounts™ $0 $0 ${100} (Part B
deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
AT-HOME RECOVERY
SERVICES—NQOT COVERED BY
MEDICARE
Home care certified by your
doctar, for personal care during
recovery from an injury or
sickness for which Medicare
approved a Home Care Treatment
Plan
—Benefit for each visit $0 Actual charges to 540 a | Balance
visit
—Number of visits covered
(Must be received within 8 weeks
of last Medicare Approved visit) S0 Up to the number of
Medicare Approved
visits, not to exceed ¥
each week
—Calendar year maximum S0 51,800

OTHER BENEFITS—NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL—NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during the
first 60 days of each trip outside
the USA

First $250 each calendar year

Remainder of charges

80
50

$0

80% to a lifetime maxi-
mum benefit of $50,000

$250

20% and amounts over
the $50,000 lifetime
maximum
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PLANE

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have
been out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate rcom and board,
general nursing and
miscellaneous services and
supplies
First 60 days All but $/{764]] [876] $/{764)] [876] (Part A $0
61% thru 90th day All but ${f191)} {219] a deductible) $0
91* day and after: day ${{191]] [219] a day
—While using 60 lifetime
reserve days $0
—Once lifetime reserve days All but ${f382]} f438] a ${{382]] [438] a day
are used: day
—Additional 365 days S0
100% of Medicare eligible
—Beyond the additional 365 $0 expenses
days All costs
S0
$0
SKILLED NURSING FACILITY
CARE"
You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital
First 20 days All approved amounts $0 50
21 thru 100" day All but ${{95.50) Up to $//95.50)] [109.50] a | SO
101st day and after [109.50] a day day All costs
$0 30
BLOOD
First 3 pints $0 3 pints S0
Additional amounts 100% $0 S0
HOSPICE CARE
Available as long as your doctor All but very limited
certifies you are terminally ill and coinsurance for out-
you elect to receive these services | patient drugs and
inpatient respite care $0 Balance

“* NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy's “Core Benefits.” During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.



June 15, 2005

Vol. 30, No. 12 Missouri Register Page 1245

PLAN E

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

" Once you have been billed ${100] of Medicare-approved amounts for covered services {which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDCICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—IN OR
OUT OF THE HOSPITAL AND
CUTPATIENT HOSPITAL
TREATMENT, such as Physi-
cian's services, inpatient and
outpatient medical and surgical
services and supplies, physical
and speech therapy, diagnostic
tests, durable medical equipment,
First $/100] of Medicare
Approved Amounts”

Remainder of Medicare
Approved Amounts

[Part B Excess Charges
(Above Medicare Approved
Amounis)]

$0

Generally 80%

(30}

$0

Generally 20%

[80]

$[100] (Part B
deductible}

$0

[All costs]

Part B Excess Charges
{Above Medicare Approved
Amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next $/100] of Medicare
Approved Amounts”

Remainder of Medicare
Approved Amounts

$0
50

80%

All costs

50

20%

$0

$/100] (Part B
deductible)

$0

CLINICAL LABORATORY
SERVICES—{BLOOD] TESTS
FOR DIAGNOSTIC SERVICES

100%

$C

$0

PARTSA&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Medically necessary skilled
care services and medical
supplies
—Durable medical equipment
First ${100] of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0
80%

$0

$0

20%

50

$100] (Part B
deductible)

$0

(continued)
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PLAN E
OTHER BENEFITS—NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL—NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during the
first 80 days of each trip outside
the USA

First $250 each calendar year

Remainder of Charges

$0
$0

30

80% to & lifetime maxi-
mum benefit of $50,000

$250

20% and amounts over
the $50,000 lifetime
maximum

*PREVENTIVE MEDICAL
CARE BENEFIT—NOT
COVERED BY MEDICARE
Some annual physical and
preventive tests and services
[such as. digital rectal exam,
hearing screening, dipstick
urinalysis, diabetes screening,
thyroid function test, tetanus and
diphtheria booster and education,j
administered or ordered by your
doctor when not covered by
Medicare

First $120 each calendar year

Additional charges

$0
30

$120
30

$0

All costs

*Medicare benefits are subject to change. Please consult the latest Guide to Health insurance for People with

Medicara.
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PLAN F or HIGH DEDUCTIBLE PLAN F

MEDICARE (PART A) — HOSPITAL SERVICES - PER BENEFIT PERIOD

* A benefit period begins on the first day you receive service as an inpatient in a hospital
and ends after you have been out of the hospital and have not received skilled care in

any other facility for 60 days in a row.
[**This high deductible plan pays the same for offers the same] benefits as Plan F after one has paid a
calendar year [{$1500)] f$1650] deductible. Benefits from the high deductible plan F will not begin until cut-
of-packet expenses are [{§7500)] {$1690]. Out-of-pocket expenses for this deductible are expenses that
would ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but
does not include the plan’s separate foreign travel emergency deductible ]

N ADDITICN
[AFTER YOU PAY TO $/{1500]
$//1500]] [1680] 16907
SERVICES MEDICARE PAYS DEDUCTIBLE,*} DEDUCTIBLE,**}
PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and beard,
general nursing and miscellaneous
services and supplies
First 80 days All but ${f764]] [876] 3/[764]] [876] (Part A $0
61st thru 90" day All but $/f181]] [219} a day deductible) $0
91st day and after: 31191} [219] a day
While using 80
Lifetime reserve days Ali but ${{382)] [438] a day $0
Once lifetime reserve days $/[382]] [438] a day
Are used:
Additiona! 365 days %0 1 il
100% of Medicare
Beyond the additional eligible expenses
365 days 30 All costs
$0
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’'s
requirements, including having been
in a hospital for at least 3 days and
entered a Medicare-approved facility
within 30 days after leaving the
hospital
First 20 days All approved amounts $0 80
21st thru 100th day All but ${/95.50]] [109.50] a | Up to $/95.50}j [109.50] a | $O
101" day and after day day All costs
$0 $0
BLOOD
First 3 pints %0 3 pints $0
Additional amounts 100% S0 $0
HOSPICE CARE
Available as long as your doctor All but very limited coinsur-
certifies you are terminally ill and you | ance for cut-patient drugs
elect to receive these services and inpatient respite care S0 Balance
{continued)

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the pface of
Medicare and will pay whatever amount Medicare would have paid for up to an additional 365 days as
provided in the policy's “Core Benefits.” During this time the hospital is prohibited from billing you for the
balance based on any difference between its billed charges and the amount Medicare would have paid.
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PLAN F or HIGH DEDUCTIBLE PLAN F

MEDICARE (PART B} - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed ${100] of Medicare-approved amounts for covered services
(which are noted with an asterisk), your Part B deductible will have been met for the

calendar year.

[**This high deductible plan pays the same for offers the sams] benefits as Plan F after one has paid a
calendar year [{$15007] {$1690] deductible. Benefits from the high deductible plan F will not begin until out-
of-pocket expenses are {[$1500]] [$1690]. Out-of-pocket expenses for this deductible are expenses that
would ordinarily be paid by the policy. This includes the Medicare deductibles for Part A and Part B, but
does nat include the plan's separate foreign travel emergency deductible.j

[AFTER YOU PAY [IN ADDITION TO
$/[1500]] [1690] ${{1500]] [1690]
DEDUCTIBLE,*] DEDUCTIBLE ™}

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES -
IN OR OUT OF THE
HOSPITAL AND QUTPATIENT
HOSPITAL TREATMENT,
Such as physician's
Services, inpatient and
Outpatient medical and
Surgical services and
Supplies, physical and
Speech therapy,
Diagnostic tests,
Durable medical
Equipment,
First ${100] of Medicare
Approved amounts® $0 $[100} (Part B So
deductible)

Rerainder of Medicare
Approved amounts Generally 80% Generally 20% $0

[Part B excess charges {Above
Medicare approved amounts)] {80} [100%] 1]
Part B excess charges

(Above Medicare Approved

Amounts) $0 100% 30
BLOCD
First 3 pints $0 All costs S0
Next $100] of Medicare
Approved amounts* S0 $100} (Part B S0
deductible)

Remainder of Medicare
Approved amounts 80% 20% S0
CLINICAL LABORATORY
SERVICES—[BLOOD] TESTS
FOR DIAGNQOSTIC SERVICES 100% S0 30

{continued)
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PLAN F or HIGH DEDUCTIBLE PLAN F

PARTS A&B
fAFTER YOU PAY [IN ADDITION TO
3r1699] 81690}
DEDUCTIBLE, ™ DEDUCTIBLE, **
SERVICES MEDICARE PAYS PLAN PAYS] YOU PAY]
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Medically necessary skilled
care services and medical
supplies 100% $0 $0
-—Durable medical equipment
First $100] of
Medicare approved
Amounts” 30 $/100] (Part B 30
deductible)
Remainder of
Medicare approved B0% 20% 30
Amounts
OTHER BENEFITS - NOT COVERED BY MEDICARE
fAFTER YOU PAY fIN ADDITION TO
${{1500]] (1690} $/{1500]] [1690]
DEDUCTIBLE,**} DEDUCTIBLE,*}
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
FOREIGN TRAVEL -
NOT COVERED BY MEDICARE
Medically necessary
Emergency care services
Beginning during the
first 80 days of each
trip outside the USA
First $250 each
calendar year $0 30 3250
Remainder of charges 50 80% to a lifetime 20% and amounts
maximum benefit over the $50,000
of $50,000 lifetime maximum

Next Section
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