
Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, Professional Land Surveyors, and Landscape

Architects
Chapter 5—Examinations

PROPOSED RESCISSION

4 CSR 30-5.030 Standards for Admission to Examination
Architects. This rule set out standards for admission to architectur-
al examinations.

PURPOSE: This rule is being rescinded and readopted to bring the
rule language into compliance with section 327.131, RSMo as
amended by HB 567 of the 91st General Assembly (2001).

AUTHORITY: section 327.041, RSMo Supp. 1989. Original rule filed
March 16, 1970, effective April 16, 1970. Amended: Filed Dec. 8,
1981, effective March 11, 1982. Amended: Filed Sept. 13, 1983,
effective Dec. 11, 1983. Amended: Filed Sept. 12, 1985, effective
Dec. 12, 1985. Amended: Filed Feb. 4, 1992, effective June 25,
1992. Rescinded: Filed May 13, 2005.

PUBLIC COST: This proposed rescission will not cost state agencies
or political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rescission will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rescission with the
Missouri Board for Architects, Professional Engineers, Professional
Land Surveyors, and Landscape Architects,  PO Box 184, Jefferson
City, MO 65102  or via e-mail at moapels@pr.mo.gov.  To be con-
sidered, comments must be received within thirty (30) days after pub-
lication of this notice in the Missouri Register. No public hearing is
scheduled. 

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, Professional Land Surveyors, and Landscape

Architects
Chapter 5—Examinations

PROPOSED RULE

4 CSR 30-5.030 Standards for Admission to Examination—
Architects

PURPOSE: This rule sets out standards for admission to architec-
tural examinations.

PUBLISHER’S NOTE: The secretary of state has determined that
the publication of the entire text of the material which is incorporat-
ed by reference as a portion of this rule would be unduly cumbersome
or expensive. This material as incorporated by reference in this rule
shall be maintained by the agency at its headquarters and shall be
made available to the public for inspection and copying at no more
than the actual cost of reproduction. This note applies only to the ref-
erence material. The entire text of the rule is printed here.

(1) Every graduate from a curriculum fully accredited by the
National Architectural Accreditation Board (NAAB), or other desig-
nated agencies as recognized by the National Council of
Architectural Registration Boards (NCARB), who shall apply for
architectural licensure shall submit with and as a part of the applica-
tion documents as required in section 327.131, RSMo, a fully certi-
fied and completed Intern Development Program (IDP) record.

(2) Prior to January 1, 2012, every nongraduate applying for archi-
tectural licensure shall submit with and as part of the application doc-
uments as required in section 327.131, RSMo, a weekly record or
log of diversified architectural experience covering a period of not
fewer than two hundred eight (208) weeks immediately prior to
application.  Every weekly record or log shall be witnessed by the
signature of a licensed architect having direct personal supervision of
that experience.  In addition to the experience log, there also shall be
included in the application a chronological list of the education and
architectural experience the applicant claims prior to the period of
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the log which will furnish a total of eight (8) years of architectural
experience.

(3) The standard for satisfactory architectural experience shall be the
criteria set forth in the National Council of Architectural Registration
Board’s Circular of Information No. 1, Appendix A dated
1990–1991, which is incorporated herein by reference.  A copy of
the information may be obtained by contacting the National Council
of Architectural Registration Boards, 1801 K Street NW, Suite 1100,
Washington DC 20006-1301. The referenced material does not
include any later amendments or additions.

(4) The standard for satisfactory architectural education shall be the
criteria set forth in the National Council of Architectural Registration
Board’s Circular of Information  No. 1, Appendix A dated 1978,
which is incorporated herein by reference.  A copy of the informa-
tion may be obtained by contacting the National Council of
Architectural Registration Boards, 1801 K Street NW, Suite 1100,
Washington DC 20006-1301. The referenced material does not
include any later amendments or additions.

AUTHORITY: section 327.041, and 327.121, 327.131, RSMo Supp.
2004 and 327.141, RSMo 2000. Original rule filed March 16, 1970,
effective April 16, 1970. For intervening history, please consult the
Code of State Regulations. Rescinded and readopted: Filed May 13,
2005.

PUBLIC COST: This proposed rule will cost state agencies or polit-
ical subdivisions approximately one thousand one hundred eleven
dollars and seventy-six cents ($1,111.76) annually for the life of the
rule. It is anticipated that the costs will recur for the life of the rule,
may vary with inflation and are expected to increase at the rate pro-
jected by the Legislative Oversight Committee.

PRIVATE COST: This proposed rule will cost private entities approx-
imately three thousand two hundred eleven dollars and eighty-four
cents ($3,211.84) annually for the life of the rule. It is anticipated
that the costs will recur for the life of the rule, may vary with infla-
tion and are expected to increase at the rate projected by the
Legislative Oversight Committee.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Missouri
Board for Architects, Professional Engineers, Professional Land
Surveyors, and Landscape Architects,  PO Box 184, Jefferson City,
MO 65102  or via e-mail at moapels@pr.mo.gov.  To be considered,
comments must be received within thirty (30) days after publication
of this notice in the Missouri Register. No public hearing is sched-
uled. 
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Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, Professional Land Surveyors, and Landscape

Architects
Chapter 5—Examinations

PROPOSED AMENDMENT

4 CSR 30-5.080 Standards for Admission to Examination—
Engineers.  The board is proposing to amend sections (1) and (3),
add new language in section (4), renumber the remaining sections
accordingly, and amend the newly renumbered sections (6)–(8).

PURPOSE: This rule sets out standards for admission to engineering
examinations.  It is being amended to require foreign-educated appli-
cants to have their educational credentials evaluated by the
Engineering Credentials Evaluation International (ECEI) and to pro-
vide clarification of the evaluation process.  It also deletes reference
to the doctorate degree and addresses several other minor house-
cleaning issues.

(1) Before being admitted to the examination, an applicant for [reg-
istration] licensure as a professional engineer shall have the knowl-
edge, skills and experience as the board deems necessary to qualify
the applicant for being placed in responsible charge of engineering
work. The minimum length of experience required of the applicant,
based on education, is three (3) years for any applicant holding a
master’s degree [or a doctorate degree] in engineering; however,
an applicant will not be admitted to the examination sooner than four
(4) years after the applicant has satisfied the educational require-
ments of sections 327.221 and 327.241, RSMo, provided, however,
any applicant who shall have been conferred a master’s degree [or
doctorate degree] in engineering concurrently while acquiring
three (3) years of satisfactory engineering experience, as provided in
this rule, shall be admitted to the examination. The Engineers’
Council for Professional Development (ECPD) has been succeeded
by the Accreditation Board for Engineering and Technology, Inc.
(ABET).  For purposes of evaluating engineering curricula at the
baccalaureate level, the programs accredited by the Engineering
Accreditation Commission (EAC) of ABET shall be the basis used
for evaluation of programs not accredited by EAC of ABET.

(3)  [When an engineering curriculum has not been accredit-
ed by ECPD, ABET, or its successor organizations, the pro-
fessional engineering division shall evaluate the educational
program of the applicant in order to determine  whether or
not, in its opinion, the educational program is equal to or
exceeds the programs accredited by ECPD, ABET, or their
successor organizations. The professional engineering divi-
sion shall select one (1) registered engineer experienced in
evaluating academic credentials to assist in making this
determination.] Foreign-educated applicants holding an engi-
neering degree not accredited by ECPD, ABET, or its successor
organizations will be required to submit a favorable evaluation
report completed by the Engineering Credentials Evaluation
International (ECEI) or by another evaluation service acceptable
by the professional engineering division of the board certifying
equivalency to an ABET accredited degree.  Applicants holding a
United States of America (U.S.A.) engineering degree not accred-
ited by ECPD, ABET, or its successor organizations will be
required to have their educational degree program evaluated in
order to determine whether or not it is equal to or exceeds the
programs accredited by ECPD, ABET, or their successor organi-
zations. The evaluation must be completed by an engineer(s)
experienced in evaluating academic credentials selected by the
professional engineering division or by an evaluation service
acceptable by the professional engineering division of the board.

The evaluator, by evaluation of transcripts and an official publication
describing the engineering degree program of the institution, per-
sonal interview, by examination, or both in any other manner deemed
suitable, shall make an evaluation as to whether the academic pro-
gram completed by the applicant meets the minimum educational
requirements established by section 327.221, RSMo. The evaluator
shall recommend to the professional engineering division and report
how any deficiencies can be corrected, listing prescribed education-
al areas to bring the applicant’s academic qualifications up to the
required minimum. The report of the evaluator shall not be binding
upon the division.

(4) A degree in engineering technology does not meet the educa-
tional requirements of section 327.221, RSMo.

[(4)](5) Any applicant deemed by the professional engineering divi-
sion under section (3) of this rule to have completed an educational
program which is equal to or exceeds those programs accredited by
ECPD, ABET, or their successor organizations shall be required to
have obtained the minimum engineering work experience as is
required in section (1) of this rule. In all cases, the board will con-
sider only that experience the applicant has obtained after satisfying
the educational requirements of sections 327.221 and 327.241,
RSMo.

[(5)](6) In evaluating the minimum engineering work experience
required of all applicants, the professional engineering division shall
grant maximum credit as follows: 

(A) Engineering teaching at collegiate level (only advanced engi-
neering subjects or courses related to advanced engineering at board-
approved schools), assistant professor and higher—year-for-year;

(B) [Graduate education, m]Master’s degree [or PhD degree]
in engineering—one (1) year for completion [of either];

(C) Military service (commissioned only—normally this service is
in a technical branch such as engineering, ordinance, civil work ser-
vices (CWS), civil engineering corps (CEC), etc.): Generally year-
for-year subject to evaluation; 

(D) Construction (technical decision-making level), above average
complexity, non-standard design, or both involving field modifica-
tion—year-for-year; 

(E) Project planning including layout and twenty-five percent
(25%) or more design—year-for-year;

(F) Research and development at the planning and decision-mak-
ing level—year-for-year; and

(G) Engineering management and administration—year-for-year.

[(6)] (7) Individual evaluation may result in less than full credit.

[(7)] (8) In accordance with the authority conferred upon the board
at section 327.241.6., RSMo, the board provides that any person,
upon satisfactory showing of an urgent need, such as absence from
the United States, economic hardship or professional necessity, and
who has graduated from and holds an engineering degree from an
accredited school of engineering, and has acquired at least three and
one-half (3 1/2) years of satisfactory experience, and previously has
been classified an engineer-in-training or engineer-intern by having
successfully passed the first part of the examination, shall be eligible
to take the second part of the examination and, upon passing, shall
be entitled to receive a certificate of [registration] licensure to prac-
tice as a professional engineer subject, however, to other provisions
of Chapter 327, RSMo, including having acquired four (4) years of
satisfactory experience.

AUTHORITY: sections 327.041, RSMo [1994] Supp. 2004 and
327.221, and 327.241, RSMo 2000. Original rule filed March 16,
1970, effective April 16, 1970. For intervening history, please con-
sult the Code of State Regulations.  Amended: Filed May 13, 2005.
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PUBLIC COST: This proposed amendment will cost state agencies or
political subdivisions approximately three thousand dollars ($3,000)
annually for the life of the rule. It is anticipated that the costs will
recur for the life of the rule, may vary with inflation and is expected
to increase at the rate projected by the Legislative Oversight
Committee.

PRIVATE COST: This proposed amendment will cost private entities
approximately eight thousand six hundred twenty-nine dollars
($8,629.15) annually for the life of the rule. It is anticipated that the
costs will recur for the life of the rule, may vary with inflation and is
expected to increase at the rate projected by the Legislative Oversight
Committee.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Missouri Board for Architects, Professional Engineers, Professional
Land Surveyors, and Landscape Architects,  PO Box 184, Jefferson
City, MO 65102  or via e-mail at moapels@pr.mo.gov.  To be con-
sidered, comments must be received within thirty (30) days after pub-
lication of this notice in the Missouri Register. No public hearing is
scheduled. 
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Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, [and] Professional Land Surveyors, and

Landscape Architects
Chapter 8—Land Surveying

PROPOSED AMENDMENT

4 CSR 30-8.020 Professional Land Surveyor—Professional
Development Units.  The board is proposing to amend section (1).

PURPOSE: This amendment requires a land surveyor to obtain a cer-
tain number of continuing education credits in Minimum Standards
and limits the number of noncontact professional development units.

(1) Each licensed professional land surveyor, as a condition for
renewal of his/her license, shall complete a minimum of twenty (20)
professional development units (PDU) each two (2)-year period
immediately preceding renewal, except as provided in section (2) of
this rule.

(A) Of the required professional development units, licensed
professional land surveyors shall complete a minimum of four (4)
professional development units in Minimum Standards (4 CSR
30, Chapters 16, 17 and 19) during the four (4)-year period
immediately preceding renewal.

(B)  Of the required professional development units in the two
(2)-year renewal period, not more than twelve (12) shall be
obtained in nonpersonal contact activities.  Nonpersonal contact
activities include correspondence courses, video and televised
courses, Internet and e-mail courses, or other activities where the
presenter is not in physical proximity to the attendee.

AUTHORITY: section 327.041, RSMo [2000] Supp. 2004. Original
rule filed Dec. 8, 1981, effective March 11, 1982. For intervening
history, please consult the Code of State Regulations. Amended:
Filed May 13, 2005.

PUBLIC COST: This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Missouri Board for Architects, Professional Engineers, Professional
Land Surveyors, and Landscape Architects,  PO Box 184, Jefferson
City, MO 65102  or via e-mail at moapels@pr.mo.gov.  To be con-
sidered, comments must be received within thirty (30) days after pub-
lication of this notice in the Missouri Register. No public hearing is
scheduled.

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, Professional Land Surveyors, and Landscape

Architects
Chapter 10—Corporations

PROPOSED RESCISSION

4 CSR 30-10.010 Application for Certificate of Authority. This
rule established standards for corporations to obtain and maintain
certificates of authority.

PURPOSE:  This rule is being rescinded and readopted in order to
change the term “person in responsible charge” to “managing agent”
and define the agent’s responsibilities and when a certificate of
authority is not required.

AUTHORITY: sections 327.041, RSMo Supp. 2001 and 327.401,
RSMo 2000. Original rule filed Dec. 8, 1981, effective March 11,
1982. Amended: Filed Oct. 30, 2002, effective April 30, 2003.
Rescinded: Filed May 13, 2005.

PUBLIC COST: This proposed rescission will not cost state agencies
or political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rescission will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rescission with the
Missouri Board for Architects, Professional Engineers, Professional
Land Surveyors, and Landscape Architects,  PO Box 184, Jefferson
City, MO 65102  or via e-mail at moapels@pr.mo.gov.  To be con-
sidered, comments must be received within thirty (30) days after pub-
lication of this notice in the Missouri Register. No public hearing is
scheduled. 

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, Professional Land Surveyors, and Landscape

Architects
Chapter 10—Corporations

PROPOSED RULE

4 CSR 30-10.010 Application for Certificate of Authority

PURPOSE: This rule establishes standards for corporations to obtain
and maintain certificates of authority.

(1) A corporation desiring a certificate of authority authorizing it to
render architectural, professional engineering, land surveying or
landscape architectural services in this state shall submit an applica-
tion to the executive director of the board, listing the names and
addresses of all officers and directors for a corporation or members
and managers for a limited liability company.  It shall also list the
managing agent for each profession who is licensed in this state to
practice architecture, engineering, surveying or landscape architec-
ture.

(2) The managing agent shall be an owner, officer, partner, or a full-
time employee. If the managing agent is also the person providing
immediate personal supervision, as defined by board rule(s) 4 CSR
30-13.010 and/or 4 CSR 30-13.020, then that person must work in
the same office where the work is being performed.

(3) The managing agent’s responsibilities include:
(A) Renewal of the certificate of authority and notification to the

board of any changes in the firm;
(B) Overall supervision of the professional and licensing activities

of the firm and its employees;
(C) Assurance that the firm institutes and adheres to policies that

are in accordance with Chapter 327, RSMo and 4 CSR 30; and
(D) Assurance, in the case of multiple offices, that the require-

ments for immediate personal supervision, as defined by board
rule(s) 4 CSR 30-13.010 and/or 4 CSR 30-13.020, are being met. 
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(4) A certificate of authority is not required by a principal firm if the
work is being done by a subconsultant who is licensed in this state.
The principal firm cannot advertise itself as being able to provide
architecture, engineering, land surveying, or landscape architecture
services, or include the names of those professions in the name of
their firm unless exempted pursuant to section 327.101(7), RSMo or
section 327.191(5), RSMo. 

(5) A corporation which is currently authorized by this board to pro-
vide professional services may continue to renew its certificate of
authority under the rules that were in effect prior to October 30,
2005 so long as the persons listed in the corporation’s application do
not change.  If there is any change in any of the persons listed in the
corporation’s application, the provisions in this section, 4 CSR 30-
10.010 shall apply. The change shall be reported on a new form and
submitted to the executive director of the board within thirty (30)
days after the effective day of the change. 

AUTHORITY: section 327.041, RSMo Supp. 2004. Original rule filed
Dec. 8, 1981, effective March 11, 1982.  Amended: Filed Oct. 30,
2002, effective April 30, 2003.  Rescinded and readopted: Filed May
13, 2005.

PUBLIC COST: This proposed rule will cost state agencies or polit-
ical subdivisions approximately four thousand eight hundred ninety-
five dollars and six cents ($4,895.06) annually for the life of the rule.
It is anticipated that the costs will recur for the life of the rule, may
vary with inflation and are expected to increase at the rate projected
by the Legislative Oversight Committee.

PRIVATE COST: This proposed rule will cost private entities approx-
imately one hundred forty-five thousand nine hundred thirty-seven
dollars and ninety-one cents ($145,937.91) annually for the life of
the rule. It is anticipated that the costs will recur for the life of the
rule, may vary with inflation and are expected to increase at the rate
projected by the Legislative Oversight Committee.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Missouri
Board for Architects, Professional Engineers, Professional Land
Surveyors, and Landscape Architects,  PO Box 184, Jefferson City,
MO 65102  or via e-mail at moapels@pr.mo.gov.  To be considered,
comments must be received within thirty (30) days after publication
of this notice in the Missouri Register. No public hearing is sched-
uled. 
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Title 4—DEPARTMENT OF ECONOMIC 
DEVELOPMENT

Division 30—Missouri Board for Architects, Professional
Engineers, Professional Land Surveyors, and Landscape

Architects
Chapter 21—Professional Engineering

PROPOSED RULE

4 CSR 30-21.010 Design of Fire Suppression Systems

PURPOSE:  This rule requires the design of fire suppression systems
to be designed, prepared, and sealed by a professional engineer.

(1) Pursuant to section 327.181, RSMo the design of fire suppression
systems is engineering and therefore the plans for those systems must
be designed, prepared, and sealed by a professional engineer.  This
can be accomplished two (2) ways:

(A) The design engineer seals the construction documents that
specify the design and criteria for the fire suppression system,
including sprinklers, fire alarms, and other suppression systems.
The layout and sizing of these systems, done by a Level III
Technician certified by the National Institute for Certification in
Engineering Technologies (NICET) or a professional engineer, can
be submitted as a shop drawing.  These shop drawings may be sealed
by a professional engineer.  The design engineer must review and
approve the shop drawings for compliance with the design and spec-
ifications shown on the construction documents; and

(B) If there is no design engineer for the fire suppression system,
then the shop drawings for the sprinklers, fire alarms, and other sup-
pression systems must be designed and prepared under the immedi-
ate personal supervision of a professional engineer.  These shop
drawings must be sealed by the professional engineer who prepared
them.

(2) Nothing in this section shall prohibit the design engineer, at
his/her discretion, to specify and require the shop drawings to be
designed, prepared, and sealed, by a professional engineer.  

AUTHORITY: section 327.041, RSMo Supp. 2004. Original rule filed
May 13, 2005.

PUBLIC COST: This proposed rule will not cost state agencies or
political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rule will not cost private entities
more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Missouri
Board for Architects, Professional Engineers, Professional Land
Surveyors, and Landscape Architects,  PO Box 184, Jefferson City,
MO 65102  or via e-mail at moapels@pr.mo.gov.  To be considered,
comments must be received within thirty (30) days after publication
of this notice in the Missouri Register. No public hearing is sched-
uled.

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 40—Office of Athletics
Chapter 3—Ticket Procedures

PROPOSED RESCISSION

4 CSR 40-3.011 Tickets and Taxes. This rule defined the proce-
dures for printing, selling and counting tickets.

AUTHORITY: section 317.006, RSMo 2000. Original rule filed April
30, 1982, effective Sept. 11, 1982. Rescinded and readopted: Filed
March 2, 1989, effective May 11, 1989. Amended: Filed July 25,
1994, effective Jan. 29, 1995. Rescinded and readopted: Filed Nov.
15, 2001, effective May 30, 2002. Rescinded: Filed May 13, 2005.

PUBLIC COST: This proposed rescission will not cost state agencies
or political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rescission will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rescission with the Office
of Athletics, PO Box 1335, Jefferson City, MO 65102, by facsimile
at (573)751-5649 or via e-mail at athletic@pr.mo.gov. To be con-
sidered, comments must be received within thirty (30) days after pub-
lication of this notice in the Missouri Register. No public hearing
is scheduled.

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 40—Office of Athletics
Chapter 3—Ticket Procedures

PROPOSED RULE

4 CSR 40-3.011 Tickets and Taxes

PURPOSE: This rule defines the procedures for printing, selling and
counting tickets.

(1) The right of admission to a contest of professional boxing, pro-
fessional wrestling, professional kickboxing, and professional full-
contact karate shall not be sold or otherwise granted to a person or
entity unless that person or entity is provided with a ticket.

(2) The promoter of a contest of professional boxing, professional
wrestling, professional kickboxing, and professional full-contact
karate shall:

(A) Prepare an inventory that identifies all tickets that were print-
ed for the contest and that accounts for any tickets that are overprints,
changes or extras;

(B) Sign the inventory acknowledging that the inventory is true
and correct;

(C) Send the inventory to the office with the permit application;
and

(D) Submit with the permit application, a copy of the contract if
the event was sold in part or in whole by means of a contract or other
agreement for a contracted or otherwise agreed amount on partial
sale and/or a contracted amount.

(3) Every ticket shall have the price, the name of the promoter and
the date of the contest.

(4) A notice specifying a change in ticket prices or the dates of a
contest or a notice specifying an amendment to the contract value of
a contest of professional boxing, professional wrestling, professional
kickboxing, and professional full-contact karate shall be made in
writing to the office within ten (10) business days of the event. The
promoter shall obtain prior approval from the office for any date
changes for the contest.
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(5) A promoter shall not issue complimentary tickets for more than
four percent (4%) of the seats in the house without the office’s writ-
ten authorization. The promoter shall be responsible to pay the ath-
letic tax prescribed in section 317.006.1(3), RSMo, for all compli-
mentary tickets over and above the four percent (4%) maximum cap
on complimentary tickets. If the office approves the issuance of
complimentary tickets over and above the four percent (4%) cap, the
complimentary tickets that are exempt from the athletic tax shall be
based on the lowest value complimentary tickets distributed. All
complimentary tickets must indicate on the ticket that it is a compli-
mentary ticket and its value had the ticket actually been purchased.

(6) A promoter shall be assessed the athletic tax prescribed in sec-
tion 317.006.1(3), RSMo, for any complimentary ticket that the
office allows to be distributed over the four percent (4%) maximum
cap. The face value of the complimentary tickets over the four per-
cent (4%) maximum cap shall be the same as other like tickets sold
in that particular section of the venue.

(7) Each promoter shall provide a ticket and/or credential without
charge to:

(A) Licensed contestants, seconds and managers who are
engaged in a bout which is part of the contest of professional boxing,
professional wrestling, professional kickboxing, and professional
full-contact karate; and

(B) Journalists who are performing his/her duties as such. Each
ticket issued to a journalist must be clearly marked “PRESS.” No
more tickets may be issued to journalists than will permit seating in
the press area.

(8) Notwithstanding other provisions of law in this regulation, the
promoter of a contest of professional boxing, professional wrestling,
professional kickboxing, and professional full-contact karate shall
admit to such contest the division director, executive director, admin-
istrator, and inspectors of the office, or authorized firefighters, police
officers, security officers and any other individuals authorized by the
office assigned to work the event, any referee, judge, timekeeper,
ringside physician, and medical personnel who are independent
contractors of the office who are assigned to the event and who pre-
sents photo identification and an official badge or other credential
evidencing such status. The promoter of a contest and officials of
the venue shall allow a person listed in this section full access to the
site of the contest and dressing rooms.

(9) Tickets of different prices shall be printed on cardstock of dis-
tinctly different colors. The ticket stub shall indicate the price of the
ticket.

(10) The inspector shall have supervision over the sale of tickets,
ticket boxes and entrances and exits for the purpose of checking
admission controls. All ticket stubs collected by a ticket taker shall
be deposited in a lock box provided by the office or other containers
approved by the office. The inspector shall ensure that all tickets are
counted and that the final accounting includes the number of com-
plimentary tickets, the face value of each ticket and the total number
of each ticket price category sold and the gross receipts from all tick-
et sales. 

(11) The final accounting shall be completed. The final accounting
shall include the amount of tax due from the promoter to the office. 

(12) Any promoter holding a license and permit under these rules
shall pay the office five percent (5%) of its gross receipts, less state,
county and city taxes, derived from admission charges. The gross
receipts shall be the amount received from the face value of all tick-
ets sold, any complimentary tickets redeemed in excess of the four
percent (4%) cap, and the value of any contracted amount, if applic-
able.

(13) The promoter is liable for payment of the athletic tax prescribed
in section 317.006.1(3), RSMo, based upon the gross receipts.
Such payment shall be made within ten (10) days of the event or two
(2) days prior to the promoter’s next scheduled event in Missouri,
whichever occurs first.

(14) The office’s executive director, administrator or their designee
shall collect all fees and taxes due.

AUTHORITY: section 317.006, RSMo 2000. Original rule filed April
30, 1982, effective Sept. 11, 1982. Rescinded and readopted: FIled
March 2, 1989, effective May 11, 1989. Amended: Filed July 25,
1994, effective Jan. 29, 1995. Rescinded and readopted: Filed Nov.
15, 2001, effective May 30, 2002. Rescinded and readopted: Filed
May 13, 2005.

PUBLIC COST: This proposed rule will not cost state agencies or
political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rule will cost private entities approx-
imately eight thousand five hundred dollars ($8,500) annually for the
life of the rule. It is anticipated that the costs will recur for the life
of the rule, may vary with inflation and are expected to increase at
the rate projected by the Legislative Oversight Committee. 

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Office of
Athletics, PO Box 1335, Jefferson City, MO 65102, by facsimile at
(573) 751-5649 or via e-mail at athletic@pr.mo.gov. To be consid-
ered, comments must be received within thirty (30) days after publi-
cation of this notice in the Missouri Register. No public hearing is
scheduled.
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Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 40—Office of Athletics
Chapter 4—Licensees and Their Responsibilities

PROPOSED RESCISSION

4 CSR 40-4.090 Contestants. This rule defined and clarified the
duties and responsibilities of contestants.

PURPOSE: This rule is being rescinded and readopted to clarify the
duties and responsibilities of contestants.

AUTHORITY: sections 317.006 and 317.015, RSMo 2000. Original
rule filed April 30, 1982, effective Sept. 11, 1982. Rescinded and
readopted: Filed March 2, 1989, effective May 11, 1989. Amended:
Filed Nov. 15, 2001, effective May 30, 2002. Rescinded: Filed May
13, 2005.

PUBLIC COST: This proposed rescission will not cost state agencies
or political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rescission will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rescission with the Office
of Athletics, PO Box 1335, Jefferson City, MO 65102, by facsimile
at (573) 751-5649 or via e-mail at athletic@pr.mo.gov. To be con-
sidered, comments must be received within thirty (30) days after pub-
lication of this notice in the Missouri Register. No public hearing
is scheduled.

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 40—Office of Athletics
Chapter 4—Licensees and Their Responsibilities

PROPOSED RULE

4 CSR 40-4.090 Contestants

PURPOSE: This rule outlines the procedures for applying for and
renewal of a license and  clarifies the duties and responsibilities of
contestants.

(1) An applicant applying for a license as a contestant shall:
(A) Complete an application as required in section (2) of 4 CSR

40-2.011. Any person who provides incorrect information in an
application for license as a contestant may be disciplined by the
office;

(B) Be at least sixteen (16) years of age;
(C) Submit a signed notarized affidavit from their legal guardian

approving them to participate in a contest if he/she is under the age
of eighteen (18);

(D) Disclose in writing on a form provided by the office a com-
plete medical history including any prior or existing medical condi-
tions;

(E) Within thirty (30) days of application for licensure successful-
ly complete a physical examination by physician with the designation
“medical doctor” or “doctor of osteopathy” and submit a written
statement from the physician attesting to the physical and mental
health of the applicant. The office may increase the thirty (30)-day
limit under special circumstances approved by the office; and

(F) Submit a certified copy of medical tests performed by a certi-
fied laboratory verifying the applicant is not infected with the human

immunodeficiency virus (HIV) or hepatitis B or C virus. The med-
ical tests shall not be dated more than ninety (90) days before the
application is submitted.

(2) A contestant applying for renewal of a license:
(A) Complete an application as required in section (2) of 4 CSR

40-2.011. Any person who provides incorrect information in an
application for license as a contestant may be disciplined by the
office;

(B) Disclose in writing on a form provided by the office a com-
plete medical history including any prior or existing medical condi-
tions;

(C) Within thirty (30) days of application for licensure successful-
ly complete a physical examination by physician with the designation
“medical doctor” or “doctor of osteopathy” and submit a written
statement from the physician attesting to the physical and mental
health of the licensee. The office may increase the thirty (30)-day
limit under special circumstances approved by the office; and

(D) Submit a certified copy of medical tests performed by a certi-
fied laboratory verifying the licensee is not infected with the human
immunodeficiency virus (HIV) or hepatitis B or C virus. The med-
ical tests shall not be dated more than ninety (90) days  before the
application is submitted.

(3) An applicant or contestant who does not pass the physical exam-
ination or receives positive results from any of the tests required in
sections (1) and (2) shall be denied the right to fight for that bout.

(4) All fees involved with medical examinations and/or tests required
in sections (1) and (2), in addition to any drug test required in sec-
tion (11), shall be the responsibility of the promoter, contestant or
applicant.

(5) Submit a written statement from a physician with the designation
“medical doctor” or “doctor of osteopathy” verifying a negative
pregnancy if the applicant is female. The test shall be within seven
(7) days of the scheduled contest.

(6) The office will issue an identification card to each boxing con-
testant for the purpose of registration pursuant to the Professional
Boxing Safety Act of 1996, 15 U.S.C. section 6301 et seq., to each
boxer who so applies. The boxer shall provide a recent photograph
for the identification card and any other information that is request-
ed by the office. An identification card may not be substituted for the
license to engage in boxing held by the boxer.

(7) Each contestant for professional boxing, professional kickbox-
ing or professional full-contact karate must be weighed in the pres-
ence of the public, his/her opponent, a representative of the office
and an official representing the promoter, on scales approved by the
office at any place designated by the office. If a contestant cannot
be present at the designated time set by the office, a contestant shall
waive his/her rights under this section.

(8) The contestant for professional boxing, professional kickboxing
or professional full-contact karate must have all weights stripped
from his/her body before he/she is weighed in, but male contestants
may wear shorts. Female contestants may wear shorts and a sports
bra.

(9) The office may require contestants to be weighed more than
once for any cause deemed sufficient to the office.

(10) Immediately preceding the contest, at a time designated by the
office, all contestants must pass a physical examination given by a
physician licensed by the office, in accordance with the office’s rules
and regulations. A contestant who does not pass the physical exami-
nation shall be denied the right to fight for that bout.
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(11) The office may require a contestant to submit to a drug test.
Failure to submit to a drug test upon notification by an inspector may
result in disciplinary action being taken against the contestant’s
license. 

(12) A contestant licensed by the office may be required to submit to
any medical examination or test ordered by the office prior to par-
ticipation in a bout.

(13) A boxing contestant shall present his/her identification card to
the office representative at weigh-in for a bout and at any other time
ordered by the office or its representative. Failure to possess the
card shall result in the boxing contestant being disallowed to partici-
pate in a bout. 

(14) A boxing contestant licensed by the office is subject to disci-
plinary action by the office if the contestant knowingly:

(A) Provides false information for an identification card or falsi-
fies or attempts to falsify an identification card, or aids in such acts;

(B) Uses or attempts to use an identification card in an unlawful
manner or in a manner that is not in the best interests of profession-
al boxing; or

(C) Otherwise violates the provisions of this section.

(15) Each contestant must report to the representative of the office
in charge of dressing rooms at least thirty (30) minutes before the
scheduled time of the first bout of professional boxing, professional
wrestling, professional kickboxing, and professional full-contact
karate contest. Failure to do so may result in the contestant being
disallowed to participate in the bout.

(16) Contestants shall at all times abide by the statutes and rules of
Missouri governing professional boxing, professional wrestling, pro-
fessional kickboxing or professional full-contact karate.

(17) Contestants shall at all times observe the directions and deci-
sions of all officials.

(18) A contestant of boxing may not have a promoter or any of its
members, stockholders, officials, matchmakers or assistant match-
makers—

(A) Act directly or indirectly as his/her manager; or
(B) Hold any financial interest in his/her management or his/her

earnings from each contest.

(19) Contestants for professional wrestling shall include anyone par-
ticipating in any wrestling activities whether inside or outside the
ring during a contest.

(20) The belt of the trunks must not extend above the waist line.

(21) Each boxing, full-contact karate or martial arts contestant must
wear: 

(A) A mouthpiece which has been individually fitted; and
(B) An abdominal protector which will protect him against injury

from a foul blow.

(22) Each contestant must be clean and present a tidy appearance.

(23) The excessive use of petroleum jelly shall not be used on the
face or body of a contestant. The referees or the office’s represen-
tative in charge shall cause any excessive petroleum jelly to be
removed.

(24) The office’s representative shall determine whether head and
facial hair presents any hazard to the safety of the contestant or
his/her opponent or would interfere with the supervision and conduct
of the bout. If the head and facial hair of the contestant present such

a hazard or would interfere with the supervision and conduct of the
bout, the contestant shall not compete in the bout unless the circum-
stances creating the hazard or potential interference are corrected to
the satisfaction of the office’s representative.

(25) A contestant may not wear any jewelry or other piercing acces-
sories while competing in a bout.

(26) The office may honor the suspension of a contestant by an
agency that regulates professional boxing, professional wrestling,
professional kickboxing, and professional full-contact karate in
another jurisdiction if the suspension is ordered for:

(A) Medical safety;
(B) A violation of a law or regulation governing professional box-

ing, professional kickboxing, and professional full-contact karate
which also exists in this state; or

(C) Any other conduct which discredits professional boxing, pro-
fessional kickboxing, and professional full-contact karate, as deter-
mined by the office.

AUTHORITY: sections 317.006 and 317.015, RSMo 2000. Original
rule filed April 30, 1982, effective Sept. 11, 1982. Rescinded and
readopted: Filed March 2, 1999, effective May 11, 1989. Amended:
Filed Nov. 15, 2001, effective May 30, 2002. Rescinded and read-
opted: Filed May 13, 2005.

PUBLIC COST: This proposed rule will cost state agencies or polit-
ical subdivisions approximately five hundred seventy dollars and sev-
enty-five cents ($570.75) annually for the life of the rule. It is antic-
ipated that the costs will recur for the life of the rule, may vary with
inflation and are expected to increase at the rate projected by the
Legislative Oversight Committee. 

PRIVATE COST: This proposed rule will cost private entities approx-
imately forty thousand seven hundred forty-six dollars ($40,746)
annually and approximately one hundred eight thousand seven hun-
dred fifty-six dollars ($108,756) biennially for the life of the rule. It
is anticipated that the costs will recur for the life of the rule, may
vary with inflation and are expected to increase at the rate projected
by the Legislative Oversight Committee. 

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Office of
Athletics, PO Box 1335, Jefferson City, MO 65102, by facsimile at
(573) 751-5649 or via e-mail at athletic@pr.mo.gov. To be consid-
ered, comments must be received within thirty (30) days after publi-
cation of this notice in the Missouri Register. No public hearing is
scheduled.
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Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 40—Office of Athletics
Chapter 5—Inspector Duties and Rules for Professional
Boxing, Professional Wrestling, Professional Kickboxing

and Professional Full-Contact Karate

PROPOSED AMENDMENT

4 CSR 40-5.030 Rules for Professional Wrestling. The division is
proposing to amend section (1), delete sections (2)–(4) and (6) and
renumber the remaining sections appropriately.

PURPOSE: This rule is being amended as a result of the rescission
and readoption of 4 CSR 40-4.090.

(1) [All professional wrestling contests shall be subject to the
laws and regulations governing professional wrestling.] The
promoter shall be liable for ensuring that all statutes and rules pro-
mulgated by the office are strictly observed and carried out, includ-
ing using only licensed individuals at all contests.

[(2) A person may not be issued a license to wrestle by the
office if s/he is under sixteen (16) years of age.  An appli-
cant for a license as a wrestler must be in writing on a form
furnished by the office. Any person who gives incorrect
information in an application for license as a wrestler may be
disciplined by the office.

(A) A wrestler who is under the age of eighteen (18) years
of age, must have a signed notarized affidavit from their
legal guardian approving them to participate as a wrestling
contestant.

(3) Any wrestler applying for a license or renewal first must
be examined by a physician licensed with the designation of
“medical doctor” or “doctor of osteopathy” to establish
physical fitness.  The office may order the examination of
any wrestler at any time to determine whether the wrestler
is fit and qualified to engage in further contests.  The pro-
fessional wrestler must successfully complete an annual
physical examination by a physician of the wrestler’s choice
within thirty (30) days of application for initial licensure and
within thirty (30) days of application for license renewal, the
office may increase the thirty (30)-day limit under special
circumstances approved by the office. A wrestler who has
applied for a license to engage in professional wrestling, or
a wrestler who has applied for renewal of his/her license
must:

(A) Provide with his/her application an original or certified
copy of the results of the following medical tests performed
by a certified laboratory no earlier than one hundred eighty
(180) days before the application is submitted, which shall:

1. Verify that the contestant is not infected with the
human immunodeficiency virus (HIV); and

2. Verify that the contestant is not infected with the
hepatitis B or C virus. The office may require a wrestler to
submit to additional medical testing as deemed necessary.

(4) The office may require:
(A) A contestant to undergo a drug test. All fees involved

with drug tests are the responsibility of the promoter or con-
testant. A positive reading may result in the suspension or
discipline of a license.  

(B) The promoter to have a licensed “medical doctor” or
“doctor of osteopathy” and/or ambulance present at the
contest, as deemed necessary.]

[(5)] (2) The referee and/or the office shall decide all questions aris-
ing out of a contest not specifically covered by the statutes and these
rules. In all other respects, wrestling shall be subject to the statutes
and rules governing this sport.

[(6) Wrestlers shall appear at the location of the event at
least one (1) hour before the scheduled contest begins.]

[(7)] (3) Wrestler’s Equipment.
(A) A wrestler shall be clothed in clean apparel.
(B) A wrestler may wear two (2) pair of trunks, one (1) over the

other.
(C) If a wrestler wears shoes, they shall be fitted with soft tops,

soft smooth soles, soft laces and equipped with eyelets only.
(D) A wrestler may not have any grease, lotion, or foreign sub-

stances on the body.
(E) A female wrestler must wear trunks and a top.
(F) The inspector present at the event may disallow the use of

inappropriate attire or disqualify a wrestling participant for the lack
of appropriate attire.

[(8)] (4) Contestants shall have their fingernails trimmed closely. 

[(9)] (5) Ring Barrier.
(A) A ring shall be enclosed within a barrier which shall be erect-

ed between the ring and the seating area in the arena.
(B) The barrier shall be at least:

1. Six feet (6') away from the ring; and
2. Four feet (4') away from the first row of the seating area.

(C) The ring barrier shall conform to the following requirements:
1. Be constructed of metal or other shatterproof material;
2. Be designed to prevent a wrestler from exiting through the

barrier into the seating area during a contest; 
3. Be built to a height of at least forty-two inches (42") from the

floor of the arena; and
4. Be stable.

(D) The ring barrier shall be approved by the office or the office’s
representative before its use during a contest.

[(10)] (6) Time Limits.
(A) A wrestling match shall have a maximum time limit of sixty

(60) minutes.
(B) The office may authorize any other time limit.

[(11)] (7) A timekeeper shall begin the beginning of the time limit of
a contest upon the referee’s signal and shall sound the bell at the ref-
eree’s command.

[(12)] (8) Conduct of Wrestling Contest.
(A) A wrestling contest shall be determined by:

1. One (1) fall; or
2. Two (2) out of three (3) falls.

[(13)] (9) Scoring a Fall.
(A) A fall is scored by a wrestler when the wrestler’s opponent has

both shoulders touching the mat for a count of three (3) seconds.
(B) The referee shall signal the wrestler scoring a fall by immedi-

ately slapping the mat.

[(14)] (10) Breaking.  
(A) A wrestler:

1. Shall break a hold when instructed by the referee;
2. Failing to break upon instruction by the referee, the offend-

ing contestant shall be given a count of ten (10) to release the hold;
and

3. Failing to release the hold after the count of ten (10), the
offending contestant shall be disqualified and the opponent shall be
awarded the match by the referee.
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[(15)] (11) When any part of a contestant’s body is touching the
ropes or is outside the ropes or if, in the judgment of the referee, the
contestant is no longer able to properly protect him/herself, the ref-
eree shall call time and the contestants at once shall release any holds
and return to the center of the ring to standing positions and resume
the bout. 

[(16)] (12) Prohibited Activities.
(A) The following actions are prohibited:

1. Inhibiting breathing by covering the nose and mouth at the
same time; and

2. Unsportsmanlike or physically dangerous conduct.
(B) A wrestler continuing to engage in prohibited activities after

sufficient warning may be disqualified by the referee.
(C) No wrestling contestant shall use a foreign object(s) or prop(s)

with the deliberate intent to lacerate himself or herself, or one’s
opponent.  No animal blood or human blood, other than that of the
wrestling contestants that is incidentally introduced during a match,
may be used as a prop or special effect in any wrestling match.
Vials, capsules or any vessel containing a gel substance appearing to
be or simulating blood may be used as a prop or special effect dur-
ing a wrestling contest so long as the container cannot cause lacera-
tions upon breakage.  The intent to use a foreign object(s) or prop(s)
during a wrestling match must be disclosed to the office prior to any
wrestling contest and shall be subject to the approval of the inspec-
tor present at the event. This shall include any vial, capsule or con-
tainer holding a gel substance that is meant to simulate blood.

[(17)] (13) Refusal or Inability to Continue.
(A) If a wrestler refuses or is physically unable to continue a

match, the match shall be ended and the decision awarded to the
wrestler’s opponent.

[(18)] (14) Tag Team Wrestling.
(A) “Tag Team Wrestling” means a contest between two (2) teams

each composed of two (2) or more wrestlers.
(B) The time limit for this type of contest shall be a maximum of

sixty (60) minutes.
(C) A team shall be awarded a fall when a member of the team

scores a fall against a member of the opposing team.
(D) A two (2)-minute rest period may be permitted between falls.
(E) A tag team contest shall be conducted as follows:

1. The contest shall begin with one (1) wrestler from each team
inside the ring while the respective partners remain outside the ring
on the apron;

2. The wrestler(s) outside the ring may not enter the ring unless
a fall is scored or his/her partner has tagged his/her hand;

3. In order to be eligible to receive a tag, the wrestler’s partner
shall be outside the ring on the apron in the proper corner with both
feet on the ring apron and only receive the tag over the top ring rope;

4. When the tag is made, the wrestler making the tag shall leave
the ring as the partner enters the ring;

5. Only two (2) wrestlers from opposing teams shall be permit-
ted to be in the ring at any one (1) time;

6. After the scoring of a fall a wrestler may relieve the partner;
7. If a wrestler is unable to continue, the wrestler’s partner shall

continue the contest alone; 
8. The referee may call time after an injury to permit the injured

wrestler to be removed from the ring; and
9. Release the rope provided in the team corner until officially

tagged by the partner.

[(19)] (15) The referee shall warn a team of any prohibited conduct
and may disqualify a team for persisting in prohibited conduct after
a warning.

[(20)] (16) A wrestler may have a second who:

(A) Shall remain in the wrestler’s corner outside the ring enclo-
sure; and

(B) The referee may immediately eject from the ring area any sec-
ond engaging in prohibited activities after sufficient warning.

[(21)] (17) Referee.
(A) The referee shall have the authority to conduct the contest and

enforce the regulations of the office;
(B) The referee’s decision on any matter, whether arising under

these regulations or not, shall be final; and 
(C) Referees assigned to officiate a contest shall:

1. Be properly attired thirty (30) minutes before the scheduled
time of the opening contest; and

2. Remain attired and available until all matches have been con-
cluded.

[(22)] (18) Responsibility of Promoter.
(A) A promoter shall be responsible to the office for the conduct

of its representatives and employees, including officials and contes-
tants affiliated with the event.

(B) The promoter shall be responsible for conducting the wrestling
contest in a safe, peaceable, and orderly fashion.

(C) Violation of the office’s regulations by a representative or
employee of the promoter, including officials and contestants affili-
ated with the event, may be grounds for disciplinary action against
the promoter.

AUTHORITY: sections 317.006 and 317.015, RSMo 2000.* Original
rule filed April 30, 1982, effective Sept. 11, 1982. Rescinded and
readopted: Filed March 2, 1989, effective May 11, 1989. Rescinded
and readopted: Filed Nov. 15, 2001, effective May 30, 2002.
Amended: Filed July 1, 2004, effective Oct. 30, 2004. Amended:
Filed May 13, 2005.

PUBLIC COST: This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Office of Athletics, PO Box 1335, Jefferson City, MO 65102, by fac-
simile at (573) 751-5649 or via e-mail at athletic@pr.mo.gov. To be
considered, comments must be received within thirty (30) days after
publication of this notice in the Missouri Register. No public hear-
ing is scheduled.

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 195—Division of Job Development and Training
Chapter 3—General Rules, Missouri Community College

New Jobs Training Program

PROPOSED RESCISSION

4 CSR 195-3.010 New Jobs Training Program. This rule estab-
lished guidelines for program coordination and project evaluation of
the Missouri Community College New Jobs Training Program.

PURPOSE: This rule is being rescinded in order to be readopted
(also under 4 CSR 195-3.010) to include updated language and  fis-
cal information.

AUTHORITY: section 178.895, RSMo Supp. 1995. Original rule
filed Dec. 16, 1988, effective April 27, 1989. Amended: Filed Oct.
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16, 1990, effective March 14, 1991.  Amended: Filed July 29, 1994,
effective Feb. 26, 1995.  Amended: Filed May 14, 1996, effective
Dec. 30, 1996. Amended: Filed Nov. 1, 1996, effective May 30,
1997.  Rescinded: Filed May 16, 2005. 

PUBLIC COST:  This proposed rescission will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST:  This proposed rescission will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS:  Anyone may file a statement in
support of or in opposition to this proposed rescission with the
Department of Economic Development, Division of Workforce
Development, Amy Deem, Assistant Director, 421 East Dunklin, PO
Box 1087, Jefferson City, MO 65102.  To be considered, comments
must be received within thirty (30) days after publication of this
notice in the Missouri Register.  No public hearing is scheduled.

Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 195—Division of Workforce Development
Chapter 3—Missouri Bond-Funded Industry Training

Programs

PROPOSED RULE

4 CSR 195-3.010 New Jobs Training Program

PURPOSE: The Department of Economic Development, Division of
Workforce Development, has the responsibility to coordinate the
Missouri Community College New Jobs Training Program, approve
company eligibility, and evaluate the project within the overall job
training efforts of the state to ensure that the project will not dupli-
cate other job training programs.  This rule establishes guidelines for
program coordination and project evaluation.

(1) Administrative responsibilities for the Missouri Community
College New Jobs Training Program shall be divided between the
Division of Workforce Development (DWD), the Missouri
Department of Revenue (DOR) and any Missouri community college
district participating in the New Jobs Training Program. 

(A) DWD shall review potential projects for nonduplication with
known state and federally subsidized training programs. 

1. A project will be considered as nonduplicative if subsidies
from separate sources are not concurrently received to fund training
for the same employee in the same training activity or cost as
described in 4 CSR 195-3.010(4). 

2. Separate training activities or costs for the same employee but
subsidized by different sources shall not be considered as duplicative
whether concurrent or not. 

(B) DWD shall review potential projects for company eligibility in
accordance with section 178.892, RSMo. 

(C) DWD shall disburse monies from the Missouri Community
College Job Training Program Fund pursuant to requirements stipu-
lated in section 178.896, RSMo. 

(D) DOR shall make deposits to the Missouri Community College
Job Training Program Fund from the new jobs credit from withhold-
ing claims by employers participating in the Missouri Community
College New Jobs Training Program. 

(E) DOR shall notify DWD, on a monthly basis, of—
1. The total balance of the Missouri Community College Job

Training Program Fund; and 

2. The total contribution to that fund by, or on the behalf of,
each participating employer, and the proportion of each employer’s
contribution to the total fund balance. 

(F) DWD will generate a monthly report that tracks expenditures
relative to the annual appropriation and provide this report, as well
as information provided by DOR, to the community college districts.

(G) Any Missouri community college district participating in the
Missouri Community College New Jobs Training Program shall bear
responsibility for—

1. Determining of training eligibility for participation in the
Missouri Community College New Jobs Training Program;

2. Monitoring each training project to ensure that funds are used
in accordance with the training agreement; 

3. Providing a quarterly report to be received by DWD no later
than thirty (30) calendar days after the quarterly ending date. This
report, for each new jobs training project, shall include the total
amount of certificates sold, the total amount of certificates retired,
and the remaining balance of outstanding certificates sold. If the total
amount of the outstanding certificates sold by the community college
districts nears the twenty (20) million dollar limit, DWD may request
that the community college districts provide a report to DWD on a
monthly basis.

4. Including an annual financial audit that contains each pro-
ject’s Missouri Community Colleges New Jobs Training Program
Activities as part of the regular audit of the community college dis-
trict. This responsibility shall include: 

A. Review of the audit; 
B. Resolution of any management findings and questioned

and disallowed costs; and
C. A reasonable attempt to collect disallowed costs resulting

therefrom; 
5. Identifying any balances in the special funds and accounts for

each project; 
6. Notifying the employer, DWD and DOR when the new jobs

credit from withholding has expired or when the certificate has been
retired; 

7. Submitting to DOR any excess funds in accordance with 4
CSR 195-3.010(21); and 

8. Complying with all other requirements identified pursuant to
sections 178.892–178.896, RSMo and 4 CSR 195-3.010.

(2) DWD bears no responsibility for any disallowed costs determined
in the annual audit of the community college district or collection
from it.

(3) The new jobs training program provides assistance to eligible new
or expanding industries through training projects established by a
Missouri community college district that will provide education and
training of workers for new jobs, pursuant to requirements in sections
178.892–178.896, RSMo.

(A) A new industry is an employer who initiates production,
research and development or service subsequent to, or one hundred
eighty (180) days prior to, the date the notification of intent to sub-
mit a Missouri Community College New Jobs Training Program
Application is received by DWD.

(B) A change of ownership of an industry currently operating with-
in the state is not a new industry but is an expanding industry if new
jobs are created.

(C) An expanding industry is an existing employer that creates new
jobs.

(D) New jobs are those positions newly created by a new or
expanding industry or employer as follows:

1. A new job is not a job intended to replace a current job;
2. A new job is not a job created to replace or supplant the job

of an existing employee engaged in an authorized work stoppage; or
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3. A new job includes a job that was created by the employer
during a period of time that does not precede one hundred eighty
(180) days prior to the date DWD receives a notification of intent to
submit a Missouri Community College New Jobs Training Program
Application from a community college district.

(E) The terms New Jobs Training Program and Missouri
Community College Job Training Program are synonymous and
interchangeable with the term Missouri Community College New
Jobs Training Program.

(4) Assistance is available for all necessary and incidental costs of
providing New Jobs Training Program services for new and existing
employees directly affected by the expansion that may include, but
are not limited to:

(A) New jobs training that allows employees in newly created jobs
to acquire, refine and improve the level of their occupational skills in
order to perform the requirements of their particular job in a more
proficient and effective manner;

(B) Basic skills and job-related instructional costs, including wages
and fringe benefits of instructors, who may or may not be employees
of the industry or employer and training development costs, includ-
ing the cost of training of instructors;

(C) Activities designed to assess the skills or aptitudes of individ-
uals applying for employment in the newly created jobs designated to
receive training assistance through the program;

(D) Training facilities;
(E) The cost of a facility used in training and subsequently used in

production shall be prorated to the project in that proportion charge-
able to the training program with the remaining facility cost being the
responsibility of the industry or employer;

(F) Training Equipment.
1. Training equipment shall be leased, purchased, maintained

and disposed of in accordance with established policies and proce-
dures and training standards of the community college district.

2. The community college district shall retain inventory and dis-
position records of all training equipment purchased for a project.

3. The cost of equipment used in training and subsequently used
in production shall be prorated to the project in that proportion
chargeable to the training program with the remaining equipment
cost being the responsibility of the industry or employer.

4. Title of that equipment shall be vested with the community
college district until disposed of by the community college district;

(G) Training Materials and Supplies.
1. Training materials and supplies shall be defined and pur-

chased in accordance with established policies and procedures and
training standards of the community college district.

2. The cost of materials and supplies used in training which are
subsequently used in production shall be prorated to the project in
that proportion chargeable to the training program and the remainder
of the cost of materials and supplies will be the responsibility of the
industry or employer;

(H) On-the-Job Training (OJT).
1. OJT is on-site training provided to an employee engaged in

productive work.
2. Payments for OJT will not exceed the average of fifty percent

(50%) of the total wages paid to each participant during the training
period. Payment for OJT may continue for up to six (6) months after
the placement of the participant in the new job.

3. OJT payments for a new job may not be paid to an employ-
er who is receiving other sources of funds to provide OJT for the
same new job when the costs would result in the employer receiving
more than fifty percent (50%) of the total wages for each OJT trainee
during training.

4. The maximum amount of OJT cannot exceed fifty percent
(50%) of the total training project;

(I) Administrative expenses or costs shall include:

1. All costs directly or indirectly associated with the supervi-
sion and administration of a training project and also directly associ-
ated with New Jobs Training Program activities of an individual
community college district, including the negotiation of a training
activities proposal with the employer, submission of the training
activities proposal and required report, advertising, interviewing and
selecting staff for a New Jobs Training Program project, procuring
materials and service for a training project, direct clerical support to
the training project, and mileage for the travel of administrative and
supervisory project staff; 

2. The dollar amount expended for administrative expenses or
costs shall equal fifteen percent (15%) of the total training costs of a
New Jobs Training Program project. Total training costs are the costs
of training including:

A. Supplies;
B. Wages and benefits of instructors;
C. Subcontracted services;
D. OJT;
E. Training facilities;
F. Equipment;
G. Skill assessment; and
H. All program services, provided however, that no costs

associated with the issuance of certificates shall be included.
(J) Contracted services with state institutions of higher education,

private colleges or universities, area career technical schools, other
federal, state or local agencies or other professional services shall be
procured in the manner provided by the community college district
board of trustees. 

(K) Issuance of Certificates.
1. Financial institution shall include any bank acting in a fidu-

ciary capacity, any broker/dealer of securities presently registered
with the commissioner of securities or any discount bank brokerage
service executing an unsolicited order.

2. Sales of certificates issued under these rules, which consti-
tute securities, are subject to the provisions of Chapter 409, RSMo
and the rules and orders promulgated under it; and

3. Nothing in these rules precludes reliance on the exemption
from securities registration set forth in Chapter 409, RSMo and pay-
ment of the principal, of premium, if any, and interest on certificates,
including capitalized interest issued to finance a project, and funding
and maintenance of a debt service reserve fund to secure those cer-
tificates.

(5) The community college district will notify DWD and the
Workforce Investment Board (WIB) of its intent to submit a Missouri
Community College New Jobs Training Program Application with an
eligible industry or employer. This notification will serve to avoid
duplication of training and provide opportunity for economically dis-
advantaged citizens to pursue employment in newly created jobs.

(A) The notification is to be made in writing on forms approved
by and available from DWD.

(B) The notification must include, but need not be limited to:
1. The employer’s name, telephone number, location, the indus-

try or employer Missouri Integrated Tax System Number and the
industry or employer Unemployment Insurance Identification
Number, unless these numbers have not yet been assigned to the
employer;

2. The tentative dates that training will begin and end;
3. The occupational title and wage or salary for new jobs which

will receive training, if known; and 
4. The location of the training site(s), if known.

(C) Upon receipt of the notice of intent, DWD will forward a copy
to the commissioner of administration. 

(D) DWD will accept written comments from the WIB submitted
as a result of the community college district’s intent to submit a
Missouri Community College New Jobs Training Program applica-
tion, or any subsequent Missouri Community College New Jobs
Training Program Application.
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1. Comments must be received by DWD prior to approval of the
Missouri Community College New Jobs Training Program applica-
tion.

2. Comments should be restricted to areas relating to duplica-
tion with other job training programs that would be caused by the
project proposed by the community college district.

(6) DWD will review the notice of intent and determine company eli-
gibility in accordance with section 178.892, RSMo.

(7) The commissioner of administration shall notify DWD within
five (5) working days of any concerns regarding the issuance of cer-
tificates.

(8) Within ten (10) working days of receipt of the notification, DWD
will notify the community college district if DWD is aware of assis-
tance being provided to the employer by other job training programs
that are potentially duplicative of the project proposed by the com-
munity college district. DWD will also notify the community college
district of company ineligibility.

(9) If, within ten (10) working days, the community college does not
receive notification from DWD regarding potential duplication with
other job training programs, development of the Missouri
Community College New Jobs Training Program application may
proceed.

(10) The community college district will submit the Missouri
Community College New Jobs Training Program application for a
project to DWD, the DOR and the WIB on forms approved by and
available from DWD.

(A) The Missouri Community College New Jobs Training
Program application for a project must be signed by an authorized
representative(s) from the community college district and the
employer.

(B) The Missouri Community College New Jobs Training Program
application for a project must include, but need not be limited to:

1. Any changes in, or additions to, information required to be
submitted in the notification of intent to submit a Missouri
Community College New Jobs Training application;

2. A description of the new jobs training project, including a
description of each type of training program service (basic skills
assessment and testing, lease of facilities and equipment, training
materials and supplies, on-the-job training, administrative costs and
other training and services procured for the employer);

3. Estimated program costs, including deferred costs;
4. Costs of the training project;
5. Estimated costs to issue certificates, such as bond counsel,

underwriter’s discount, trustees fees, etc.;
6. The time period involved for the project;
7. A description of the intended choice of financing program

costs, either new jobs credit from withholding, tuition, student fees
or special charges fixed by the community college district board of
trustees or a combination of these sources.

A. Descriptions of the funding sources shall be provided in a
manner that is clearly identified by the estimated amount and fund-
ing source. 

B. A separate description of the first one hundred (100) jobs,
including job titles, that shall be a part of the training agreement; and 

8. A description of any funds that the community college knows
the industry or employer has received, is receiving or intends to uti-
lize to subsidize the training required for the newly created jobs that
are proposed to be included in the project.

(C) The community college district shall demonstrate how the pro-
posed New Jobs Training Project will not duplicate other job train-
ing programs.

(D) Where a collective bargaining agreement exists with the
employer for the jobs to be trained through the training agreement,
the employer shall send through registered mail, a formal request to
the appropriate bargaining agent for written comments on the pro-
posed training project. 

1. The request for written comments shall be made through reg-
istered mail and shall notify the bargaining agent that if no comments
are received within fifteen (15) days, the employer will assume the
bargaining agent agrees with the proposed training. 

2. The employer shall allow the bargaining agent no fewer than
fifteen (15) days to comment on the proposed training. 

3. A copy of the request for written comments shall be attached
to the Missouri Community College New Jobs Training Program
application.

(E) Upon receipt of the application, DWD will forward a copy to
the commissioner of administration.

(F) Any Missouri Community College New Jobs Training
Program application for a project initiated and operated by one (1)
community college district within the boundaries of another commu-
nity college district or any training project operated by a community
college district for an employer creating new jobs in another com-
munity college district will require written concurrence from the
community college district board of trustees where training will
occur or where the new jobs are being created.

(G) The Missouri Community College New Jobs Training
Program application for a project shall not be considered complete
or acceptable for evaluation until approved and required forms are
received by DWD with all required statements completed.

(11) DWD shall evaluate the project which is the subject of the
Missouri Community College New Jobs Training Program applica-
tion to ensure that the project will not duplicate other job training
programs.

(12) The commissioner of administration shall notify DWD within
nine (9) working days of any concerns about a potential project
regarding the issuance of certificates. 

(13) Within fourteen (14) working days after receipt of the Missouri
Community College New Jobs Training Program application, DWD
will notify the community college district of any duplication with
other job training programs, training concerns or concerns regarding
the issuance of certificates.  Upon receipt of notice of duplication
with other job training programs, the community college district will
modify the Missouri Community College New Jobs Training
Program application to eliminate the duplicate job training efforts
specified by DWD.

(A) The modified Missouri Community College New Jobs
Training Program application shall be submitted to DWD using the
procedures specified for submission of the original Missouri
Community College New Jobs Training Program application.

(B) DWD shall follow the same procedures followed in review of
an original Missouri Community College New Jobs Training
Program application to review a modified Missouri Community
College New Jobs Training Program application.

(14) Approval of the Missouri Community College New Jobs
Training Program application allows the community college district
and an employer to enter into an agreement provided there are no sig-
nificant changes to the application submitted.

(15) The effective date of the training agreement shall be the date of,
or subsequent to, the date DWD received notification of intent to
submit a Missouri Community College New Jobs Training Program
application from the community college district. Program costs can
be incurred prior to the effective date of the training agreement but
not prior to the effective date of the notice of intent.
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(16) An agreement may be for a period not to exceed ten (10) years
when the total cost of the project is not in excess of five hundred
thousand dollars ($500,000). If the total cost of a project is in excess
of five hundred thousand dollars ($500,000), the agreement may be
for a period not to exceed eight (8) years.

(17) Upon entering into a training agreement, the community college
district shall provide a copy of the agreement to DWD.

(18) During the life of the training agreement, the community col-
lege district shall notify DWD and DOR of significant changes in the
new jobs training project within fifteen (15) working days of project
modification.

(A) Significant changes in a new jobs training project include, but
are not limited to: 

1. The new jobs that are identified as the first one hundred (100)
included in the project; 

2. The new jobs credit from withholding required by changes in
business or employment conditions; or 

3. The type of training to be provided, project cost or any
change which shall duplicate any funding being received to train an
employee for jobs contained in the training agreement. 

(B) Notification must be made with a narrative explanation of
changes and a copy of the revised training agreement. 

(19) The community college district shall deliver a report to DWD,
no later than the first day of October each year, on assistance pro-
vided during the previous fiscal year through each new jobs training
program agreement.

(20) Notification of Payments and Claims for Credit.
(A) Any taxpayer claiming the Missouri Community College New

Jobs Training Credit must acquire, complete and attach Form MO-
JTC, provided by DOR to his/her Employers Report of Income Taxes
Withheld, Form MO-941, for the last withholding return filed for the
reporting period.

(B) Any amount of New Jobs Training Credit which exceeds the
amount of withholding tax due shall not be refunded but shall be car-
ried forward and applied to withholding tax liability in subsequent
periods.

(C) The New Jobs Training Credit claimed by qualifying employ-
ers shall be the sum of the following: 

1. The gross wages attributable to the first one hundred (100)
qualifying jobs of the job training project multiplied by two and one-
half percent (2 1/2%); plus 

2. The gross wages attributable to qualifying jobs of the job
training project, in excess of the first one hundred (100) qualifying
jobs, multiplied by one and one-half percent (1 1/2%); plus 

3. Any unused job training credit left over from the previous fil-
ing period. That credit amount shall be computed on Form MO-JTC
and remitted as withholding tax on Form MO-941. 

(D) The DOR shall credit to the Missouri Community College Job
Training Program Fund that amount of withholding tax computed by
the employer on Form MO-JTC and paid by the employer on Form
MO-941.

(21) Any balances held in the community colleges’ special funds
after all program costs for each project are paid shall be returned to
DOR for inclusion in the general revenue fund. 

(22) Community college districts shall notify the DOR and the
Department of Economic Development within fifteen (15) days after
it is determined that payments for job training will no longer be
applied against the costs of a qualified project.

(23) The Department of Economic Development shall notify the
Legislative Oversight Committee and the community college districts
should the total amount of outstanding certificates sold by all com-
munity college districts exceed eighteen (18) million dollars. Should
the total amount of outstanding certificates sold reach the twenty (20)
million dollar limitation, DWD will notify the community college
districts and subsequent notice of intents received by DWD will be
processed in the order received.

AUTHORITY: section 178.895, RSMo 2000. Original rule filed Dec.
16, 1988, effective April 27, 1989. Amended: Filed Oct. 16, 1990,
effective March 14, 1991. Amended: Filed July 29, 1994, effective
Feb. 26, 1995. Amended: Filed May 14, 1996, effective Dec. 30,
1996. Amended: Filed Nov. 1, 1996, effective May 30, 1997.
Rescinded and readopted:  Filed May 16, 2005.

PUBLIC COST:  This proposed rule will cost state agencies or polit-
ical subdivisions seven thousand two hundred nineteen dollars
($7,219) annually in the aggregate.

PRIVATE COST:  This proposed rule will not cost private entities
more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS:  Anyone may file a statement in
support of or in opposition to this proposed rule with the Department
of Economic Development, Division of Workforce Development, Amy
Deem, Assistant Director, 421 East Dunklin, PO Box 1087, Jefferson
City, MO 65102.  To be considered, comments must be received with-
in thirty (30) days after publication of this notice in the Missouri
Register.  No public hearing is scheduled.
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Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 195—Division of Workforce Development
Chapter 3—Missouri Bond-Fund Industry Training

Programs

PROPOSED RULE

4 CSR 195-3.020 Job Retention Training Program

PURPOSE: The Department of Economic Development, Division of
Workforce Development, has the responsibility to coordinate the
Missouri Community College Job Retention Training Program,
approve company eligibility, and evaluate the project within the over-
all job training efforts of the state to ensure that the project will not
duplicate other job training programs.  This rule establishes guide-
lines for program coordination and project evaluation.

(1) Administrative responsibilities for the Missouri Community
College Job Retention Training Program shall be divided between the
Division of Workforce Development (DWD), the Missouri
Department of Revenue (DOR), and any Missouri community col-
lege district participating in the Job Retention Training Program.

(A) DWD shall review potential projects for nonduplication with
known state and federally subsidized training programs.

1. A project will be considered as nonduplicative if subsidies
from separate sources are not concurrently received to fund training
for the same employee in the same training activity or cost as
described in 4 CSR 195-3.020(4).

2. Separate training activities or costs for the same employee but
subsidized by different sources shall not be considered as duplicative
whether concurrent or not.

(B) DWD shall review potential projects for company eligibility in
accordance with sections 178.760–178.764, RSMo.

(C) DWD shall disburse monies from the Missouri Community
College Job Retention Training Program Fund pursuant to require-
ments stipulated in sections 178.760–178.764, RSMo.

(D) DOR shall make deposits to the Missouri Community College
Job Retention Training Program Fund from the retained jobs credit
from withholding claims by employers participating in the Missouri
Community College Job Retention Training Program.

(E) DOR shall notify DWD on a monthly basis of—
1. The total balance of the Missouri Community College Job

Retention Training Program Fund; and
2. The total contribution to that fund by, or on behalf of, each

participating employer, and the proportion of each employer’s con-
tribution to the total fund balance.

(F) DWD will generate a monthly report that tracks expenditures
relative to the annual appropriation and provide this report, as well
as information provided by DOR, to the community college districts.

(G) Any Missouri community college district participating in the
Missouri Community College Job Retention Training Program shall
bear the responsibility for—

1. Determining of training eligibility for participation in the
Missouri Community College Job Retention Training Program;

2. Monitoring each training project to ensure funds are used in
accordance with the training agreement;  

3. Providing a quarterly report to be received by DWD no later
than thirty (30) calendar days after the quarterly ending date.  This
report, for each job retention training project, shall include the total
amount of certificates sold, the total amount of certificates retired,
and the remaining balance of outstanding certificates sold.  If the
total amount of outstanding certificates sold by the community col-
lege districts nears the fifteen (15) million dollar limit, DWD may
request that the community college districts provide a report to DWD
on a monthly basis;

4. Including an annual financial audit that contains each pro-
ject’s Missouri Community College Job Retention Training Program
Activities as part of a regular audit of the community college district.
This responsibility shall include:

A. Review of the audit;
B. Resolution of any management findings and questioned

and disallowed costs; and
C. A reasonable attempt to collect disallowed costs resulting

therefrom;
5. Identifying any balances in the special funds and accounts for

each project;
6. Notifying the employer, DWD and DOR when the retained

jobs credit from withholding has expired or when the certificate has
been retired;

7. Submitting to DOR any excess funds in accordance with 4
CSR 195-3.020(17); and

8. Complying with all other requirements identified pursuant to
sections 178.760–178.764, RSMo and 4 CSR 195-3.020. 

(2) DWD bears no responsibility for any disallowed costs determined
in the annual audit of the community college district or collection
from it.

(3) The job retention training program provides assistance to eligible
industries through projects established by a Missouri community col-
lege district that will provide education and retraining of workers for
existing jobs, pursuant to requirements in sections 178.760–178.764,
RSMo.  An existing job is not one that replaces or supplants anoth-
er existing job where the employee is engaged in an authorized work
stoppage.

(4) Assistance is available for all necessary and incidental costs of
providing job retaining program services for existing employees that
may include, but are not limited to:

(A) Job retention training that allows employees in existing jobs to
acquire, refine and improve the level of their occupational skills in
order to perform the requirements of their particular job in a more
proficient and effective manner;

(B) Basic skills and job-related instructional costs, including wages
and fringe benefits of instructors, who may or may not be employees
of the industry or employer and training development costs, includ-
ing the cost of training of instructors;

(C) Activities designed to assess the skills or aptitudes of individ-
uals in existing jobs designated to receive training assistance through
the program; 

(D) Training facilities; 
(E) The cost of a facility used in training and subsequently used in

production shall be prorated to the project in that proportion charge-
able to the training program with the remaining facility cost being the
responsibility of the industry or employer;

(F) Training Equipment.
1. Training equipment shall be leased, purchased, maintained

and disposed of in accordance with established policies and proce-
dures and training standards of the community college district.

2. The community college district shall retain inventory and dis-
position records of all training equipment purchased for a project.

3. The cost of equipment used in training and subsequently used
in production shall be prorated to that project in proportion charge-
able to the training program with the remaining equipment cost being
the responsibility of the industry or employer.

4. Title of that equipment shall be vested with the community
college district until disposed of by the community college district;

(G) Training Materials and Supplies.
1. Training materials and supplies shall be defined and pur-

chased in accordance with established policies and procedures and
training standards of the community college district.
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2. The cost of training materials and supplies used in training
which are subsequently used in production shall be prorated to the
project in that proportion chargeable to the training program and the
remainder of the cost of materials and supplies will be the responsi-
bility of the industry or employer;

(H) On-the-Job Training (OJT).
1. OJT is on-site training provided to an employee engaged in

productive work.
2. Payments for OJT will not exceed the average of fifty percent

(50%) of the total wages paid to each participant during the training
period.  Payment for OJT may continue for up to six (6) months.

3. OJT payments for a retained job may not be paid to an
employer who is receiving other sources of funds to provide OJT for
the same retained job when the costs would result in the employer
receiving more than fifty percent (50%) of the total wages for each
OJT trainee during training.

4. The maximum amount of OJT cannot exceed fifty percent
(50%) of the total training project;

(I) Administrative expenses or costs shall  include:
1. All costs directly or indirectly associated with the supervi-

sion and administration of a training project and also directly associ-
ated with Job Retention Training Program activities of an individual
community college district, including the negotiation of a training
activities proposal with the employer, submission of the training
activities proposal and required report, advertising, interviewing and
selecting staff for a Job Retention Training Program project, procur-
ing materials and service for a training project, direct clerical sup-
port to the training project, and mileage for the travel of administra-
tive and supervisory project staff;

2. Training project costs are the costs for training including:
A. Supplies;
B. Wages and benefits of instructors;
C. Subcontracted services;
D. OJT;
E. Training facilities;
F. Equipment;
G. Skill assessment; and
H. All program services, provided however, that no costs

associated with the issuance of certificates shall be included.
(J) Contracted services with state institutions of higher education,

private colleges or universities, area career technical schools, other
federal, state or local agencies or other professional services shall be
procured in the manner provided by the community college district
board of trustees.

(K) Issuance of Certificates.
1. Financial institution shall include any bank acting in a fidu-

ciary capacity, any broker/dealer of securities presently registered
with the commissioner of securities or any discount bank brokerage
service executing an unsolicited order.

2. Sales of certificates issued under these rules, which consti-
tute securities, are subject to the provisions of Chapter 409, RSMo
and the rules and orders promulgated under it; and

3. Nothing in these rules precludes reliance on the exemption
from securities registration set forth in Chapter 409, RSMo and pay-
ment of the principal, of premium, if any, and interest on certificates,
including capitalized interest issued to finance a project, and funding
and maintenance of debt service reserve fund to secure those certifi-
cates.   

(5) The community college district will notify DWD in writing of its
intent to submit a Missouri Community College Job Retention
Training Program application with an eligible industry or employer
prior to the submission of an official application.  DWD shall pro-
vide a written response to the community college district the notifi-
cation has been received.

(6) The community college district will submit the Missouri
Community College Job Retention Program application for a project

to DWD, the DOR, and the Workforce Investment Board (WIB) on
forms approved by and available from DWD.

(A) The Missouri Community College Job Retention Training
Program application for a project must be signed by an authorized
representative(s) from the community college district and the
employer.

(B) The Missouri Community College Job Retention Training
Program application for a project must include, but need not be lim-
ited to:

1. The employer’s name, telephone number, location, the indus-
try or employer Missouri Integrated Tax System Number, and the
industry or employer Unemployment Insurance Identification
Number;

2. The dates that training will begin and end;
3. The occupational title and wage or salary for the retained jobs

which will receive training;
4. The location of the training site;
5. A description of the job retention training project, including

a description of each type of training program service (basic skills,
assessment and testing, lease of facilities and equipment, training
materials and supplies, on-the-job training, administrative costs and
other training and services procured for the employer);

6. Program costs, including deferred costs;
7. Cost of the training project;
8. Costs to issue certificates, such as bond counsel, under-

writer’s discount, trustees fees, etc.;
9. The time period involved for the project;
10. A description of the intended choice of financing program

costs, either job retention credit from withholding, tuition, student
fees or special charges fixed by the community college district board
of trustees or a combination of these sources.

A. Descriptions of the funding sources shall be provided in a
manner that is clearly identified by the estimated amount and fund-
ing source.

B. A separate description of the first one hundred (100) jobs,
including jobs titles, that shall be a part of the training agreement;
and

11. A description of any funds that the community college
knows the industry or employer has received, is receiving or intends
to utilize to subsidize the training required for the retained jobs that
are proposed to be included in the project.

(C) The community college district shall demonstrate how the pro-
posed job retention project will not duplicate other job training pro-
grams.

(D) Where a collective bargaining agreement exists with the
employer for the jobs to be trained through the training agreement,
the employer shall send through registered mail, a formal request to
the appropriate bargaining agent for written comments on the pro-
posed training project.

1. The request for written comments shall be made through reg-
istered mail and shall notify the bargaining agent that if no comments
are received within fifteen (15) days, the employer will assume the
bargaining agent agrees with the proposed training.

2. The employer shall allow the bargaining agent no fewer than
fifteen (15) days to comment on the proposed training.

3. A copy of the request for written comments shall be attached
to the Missouri Community College Job Retention Training Program
application.

(E) Upon receipt of the application, DWD will forward a copy to
the commissioner of administration.

(F) Any Missouri Community College Job Retention Training
Program application for a project initiated and operated by one (1)
community college district within the boundaries of another commu-
nity college district or any training project operated by a community
college district for an employer retaining jobs in another community
college district, will require written concurrence from the communi-
ty college district board of trustees where training will occur or
where the jobs are being retained.
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(G) The Missouri Community College Job Retention Training
Program application for a project shall not be considered complete
or acceptable for evaluation until approved and required forms are
received by DWD with all required statements completed.

(7) DWD shall evaluate the project which is the subject of the
Missouri Community College Job Retention Training Program appli-
cation to ensure that the project will not duplicate other job training
programs.

(8) The commissioner of administration shall notify DWD within
nine (9) working days of any concerns about a potential project
regarding the issuance of certificates.

(9) Within fourteen (14) working days after receipt of the Missouri
Community College Job Retention Training Program application,
DWD will notify the community college district of any duplication
with other job training programs, training concerns or concerns
regarding the issuance of certificates.  Upon receipt of notice of
duplication with other job training programs, the community college
district will modify the Missouri Community College Job Retention
Training Program application to eliminate the duplicate job training
efforts specified by DWD.

(A) The modified Missouri Community College Job Retention
Training Program application shall be submitted to DWD using the
procedures specified for submission of the original Missouri
Community College Job Retention Training Program application. 

(B) DWD shall follow the same procedures followed in review of
an original Missouri Community College Job Retention Training
Program application to review a modified Missouri Community
College Job Retention Training Program application.

(10) Approval of the Missouri Community College Job Retention
Training Program application allows the community college district
and an employer to enter into an agreement provided there are no sig-
nificant changes to the application submitted.

(11) The effective date of the training agreement shall be the date of,
or subsequent to, the date DWD received the college’s written intent
to submit a Job Retention Training Program application from the
community college district.  Program costs can be incurred prior to
the effective date of the training agreement but not prior to the effec-
tive date of the college’s written intent.

(12) An agreement may be for a period not to exceed ten (10) years
when the total cost of the project is not in excess of five hundred
thousand dollars ($500,000).  If the total cost of a project is in excess
of five hundred thousand dollars ($500,000), the agreement may be
for a period not to exceed eight (8) years.

(13) Upon entering into a training agreement, the community college
district shall provide a copy of the agreement to DWD.

(14) During the life of the training agreement, the community col-
lege district shall notify DWD and DOR of significant changes in the
job retention training project within fifteen (15) working days of pro-
ject modification.

(A) Significant changes in a job retention training project include
but are not limited to:

1. The retained jobs that are identified as the first hundred (100)
included in the project;

2. The retained jobs credit from withholding required by
changes in business or employment conditions; or

3. The type of training to be provided, project cost or any
change which shall duplicate any funding being received to train an
employee for jobs contained in the training agreement.

(B) Notification must be made with a narrative explanation of
changes and a copy of the revised training agreement.

(15) The community college district shall deliver a report to DWD,
no later than the first day of October each year, on assistance pro-
vided during the previous fiscal year through each job retention train-
ing project.

(16) Notification of Payments and Claims for Credit.
(A) Any taxpayer claiming the Missouri Community College Job

Retention Training Program Credit must acquire, complete, and
attach Form MO-RJC, provided by DOR to his/her Employers
Report of Income Taxes Withheld, Form MO-941, for the last with-
holding return filed for the reporting period.

(B) Any amount of Job Retention Training Credit which exceeds
the amount of withholding tax due shall not be refunded but shall be
carried forward and applied to withholding tax liability in subsequent
periods.

(C) The Job Retention Training Credit claimed by qualifying
employers shall be the sum of the following:

1. The gross wages attributable to the first one hundred (100)
qualifying jobs of the job training project multiplied by two and one-
half percent (2 1/2%); plus

2. The gross wages attributable to qualifying jobs of the job
training project, in excess of the first one hundred (100) qualifying
jobs, multiplied by one and one-half percent (1 1/2%); plus

3. Any unused job training credit left over from the previous fil-
ing period.  That credit amount shall be computed on Form MO-RJC
and remitted as withholding tax on Form MO-941.

(D) The DOR shall credit to the Missouri Community College Job
Retention Training Program Fund that amount of withholding tax
computed by the employer on Form MO-RJC and paid by the
employer on Form MO-941.

(17) Any balances held in the community colleges’ special funds
after all program costs for each project are paid shall be returned to
DOR for inclusion in the general revenue fund.

(18) Community college districts shall notify the DOR and the
Department of Economic Development within fifteen (15) days after
it is determined that payments for job training will no longer be
applied against the costs of a qualified project.

(19) The Department of Economic Development shall notify the
Legislative Oversight Committee and the community college districts
should the total amount of certificates sold by all community college
districts exceed thirteen (13) million dollars.  Should the total
amount of outstanding certificates sold reach the fifteen (15) million
dollar limitation, DWD will notify the community college districts
and subsequent applications received by DWD will be processed in
the order received.

AUTHORITY:  section 178.763, RSMo Supp. 2004.  Original rule
filed May 16, 2005.

PUBLIC COST:  This proposed rule will cost state agencies or polit-
ical subdivisions seven thousand two hundred nineteen dollars
($7,219) annually in the aggregate.

PRIVATE COST:  This proposed rule will not cost private entities
more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS:  Anyone may file a statement in
support of or in opposition to this proposed rule with the Department
of Economic Development, Division of Workforce Development, Amy
Deem, Assistant Director, 421 East Dunklin, PO Box 1087, Jefferson
City, MO 65102.  To be considered, comments must be received with-
in thirty (30) days after publication of this notice in the Missouri
Register.  No public hearing is scheduled.     
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Title 4—DEPARTMENT OF ECONOMIC
DEVELOPMENT

Division 240—Public Service Commission
Chapter 2—Practice and Procedure

PROPOSED RULE

4 CSR 240-2.071 Expedited Small Complaint Procedure

PURPOSE:  This rule establishes a simplified procedure for the pro-
cessing of customer complaints against utilities.

(1) This rule applies only to complaints against companies regulated
by the Missouri Public Service Commission made by customers who
receive or are seeking to receive service in Missouri.  Individuals
may use this procedure without an attorney when complaining about
their own service, and are not bound by the rules concerning the
form of pleading found elsewhere in this chapter.

(2) To begin the process, make a written complaint that contains the
following information:

(A) The name, address, telephone number and e-mail address of
the person filing the complaint (the complainant), and the best way
of contacting that person;

(B) The address at which the service was received or refused;
(C) The name of the company that provided or refused to provide

the service (including the contact person familiar with the matter, if
there is one);

(D) A description of the complaint matter.  To the extent possible,
include any available details, including names, dates, telephone num-
bers, copies of correspondence, copies of bills, or any other infor-
mation that may be helpful in understanding what happened;

(E)  A statement of the outcome you are seeking from the com-
mission; and

(F)  The signature of the person filing the complaint.

(3) The complaint must be sent to:
Secretary of the Commission
PO Box 360
Jefferson City, MO 65102-0360

(4) When the complaint is received at the commission, the following
will happen:

(A) A copy of the complaint will be sent to the company, and the
company will have thirty (30) days to send an answer to the com-
mission that admits or denies the matters in the complaint, and sets
out any defenses the company has to the complaint;

(B) The matter will be assigned to a regulatory law judge and set
for a hearing. The complainant or the company may request to
appear at the hearing by telephone, instead of in person;

(C) The judge will notify the complainant and the company of the
hearing date and require the parties to send such information as the
judge may need, including a list of any witnesses either party may
call or any other documents or information, and may set a deadline
by which the information must be provided; and

(D) The judge will provide the Office of the Public Counsel and
the commission technical staff with copies of the complaint and will
notify them of the hearing.  They may conduct a neutral investiga-
tion of the matter and present their findings at the hearing.

(5) After the conclusion of the hearing, the judge will give the par-
ties a written decision.  That decision will be mailed to the com-
plainant and the company.  If either of those parties believes the deci-
sion is wrong, then that party must request a rehearing within ten
(10) days of the date of the judge’s decision.  A request for rehear-
ing must set out the reasons why the decision is wrong or unlawful,
and must be received at the commission no later than ten (10) days
from the date of the decision.

AUTHORITY: sections 386.040 and 386.410, RSMo 2000. Original
rule filed May 5, 2005.

PUBLIC COST: This proposed rule will not cost state agencies or
political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rule will not cost private entities
more than five hundred dollars ($500) in the aggregate.

NOTICE OF PUBLIC HEARING AND NOTICE TO SUBMIT COM-
MENTS: Anyone may file a statement in support of or in opposition
to this proposed rule with the Missouri Public Service Commission,
Dale Hardy Roberts, Secretary, PO Box 360, Jefferson City, MO
65102. To be considered, comments must be received no later than
thirty (30) days after publication of this notice in the Missouri
Register. Comments should refer to Case No. AX-2005-0364 and be
filed with an original and six (6) copies.  Comments may also be sub-
mitted using the commission’s Electronic Filing and Information
System at http://www.psc.mo.gov/efis.asp.  A public hearing regard-
ing this proposed rule is scheduled for July 19, 2005, at 10:00 a.m.,
in Room 310 of the Governor Office Building, 200 Madison Street,
Jefferson City, Missouri.  Interested persons may appear at this hear-
ing to submit additional comments or testimony in support of or in
opposition to this proposed rule, and may be asked to respond to
commission questions.  Any person who needs specific accessibility
accommodations may call the Public Service Commission’s Hotline
at 1-800-392-4211 (voice) or Relay Missouri at 711 prior to the hear-
ing. 

Title 10—DEPARTMENT OF NATURAL RESOURCES
Division 10—Air Conservation Commission

Chapter 1—Organization

PROPOSED RULE

10 CSR 10-1.030 Air Conservation Commission Appeals
and Requests for Hearings

PURPOSE: This rule contains all procedural regulations for all con-
tested cases heard by the commission or assigned to a hearing offi-
cer by the commission.

(1)  Subject.  This rule contains all procedural regulations for all
contested cases heard by the commission or assigned to a hearing
officer by the commission.

(2)  Definitions.  As used in this rule, the following terms mean:
(A) Commission—The Missouri Air Conservation Commission;
(B) Department—The Department of Natural Resources, which

includes the director thereof, or the person or division or program
within the department delegated the authority to render the decision,
order, determination, finding, or other action that is the subject of an
initial pleading before the commission;

(C) Hearing—Any presentation to, or consideration by, the com-
mission or hearing officer of evidence or argument on an initial
pleading, motion or application;

(D) Hearing officer—The person or agency appointed by the com-
mission to manage all delegated proceedings relating to the case;

(E) Initial pleading—A written appeal, request for hearing, or
other document that initiates a contested case.  An initial pleading
shall be deemed to include subsequent amendments allowed by the
presiding officer;

(F) Person—An individual, partnership, copartnership, firm,
company, public or private corporation, association, joint stock com-
pany, trust, estate, political subdivision or any agency, board, depart-
ment or bureau of the state or federal government or any other legal
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entity whatever, which is recognized by law as the subject of rights
and duties;

(G) Petitioner—The party filing the initial pleading; 
(H) Presiding officer—The hearing officer for proceedings dele-

gated by the commission, or the commission for proceedings not del-
egated to a hearing officer;

(I) Respondent—The department and any person later joined as
respondent;   

(J) Stay—A suspension of any action from which petitioner is
seeking relief pending the final determination in the case.

(3)  Appointment of Hearing Officers.
(A) As authorized by statute, in lieu of presiding over a hearing

directly, the commission may select any of the following persons to
preside over the hearing of an initial pleading—

1. Any one (1) or several members of the commission;
2. The Missouri Administrative Hearing Commission; or
3. An attorney qualified to practice in Missouri.

(B) The appointment, as authorized by statute and approved by the
commission either as a general practice or on a case-by-case basis,
may be made as follows:

1. By the chairman of the commission within the chairman’s
discretion;

2. By a vote of the majority of the commission; or
3. By the parties from a list of available hearing officers either

by consensus or, when practical, by process of elimination that allows
the parties, first the department and then the petitioner, an equal
opportunity to strike names.

(4)  Role of the Hearing Officer.
(A) Upon appointment, the department shall provide the hearing

officer a letter confirming the appointment and copies of—
1. The initial pleading;
2. The written decision, order, determination, finding, or other

action that is the subject of the initial pleading.  This rule may be sat-
isfied by providing a copy of the specific portion or portions of the
action, such as a permit, that is contested;

3. Any entry of appearance by an attorney representing a party
and any answer already filed with the commission; and

4. The names, addresses, phone and fax numbers of the parties
or their attorneys, if this information is not already included in the
above documents.

(B) The hearing officer has full authority to make rulings or issue
orders on all matters that may arise except that the hearing officer
shall not have the authority to render a final disposition on either
jurisdictional grounds or the merits of a case that is not settled by the
parties or voluntarily dismissed by the petitioner. 

(C) For purposes of determining the final disposition of a cause on
the basis of either the merits or the commission’s jurisdiction, the
hearing officer shall prepare a recommended decision, in writing,
including findings of fact, conclusions of law, and a determination as
to relief, for the commission’s consideration.  The hearing officer
shall return the recommendation and the complete record of the pro-
ceedings in the cause to the commission.

(D) Upon receipt of the hearing officer’s recommendation and the
record in the case, the commission shall—

1. Distribute the hearing officer’s recommendation to the par-
ties or their counsel;

2. Allow the parties or their counsel an opportunity to submit
written arguments regarding the recommendation;

3. Allow the parties or their counsel an opportunity to present
oral arguments before the commission makes the final determination;

4. Complete its review of the record and deliberations as soon
as practicable; the commission members may confer with the hear-
ing officer during deliberations;

5. Deliberate and vote upon a final, written determination dur-
ing an open meeting; and

6. Issue its final, written determination as soon as practicable.

(5)  Computation of Time.
(A) In computing any period of time prescribed or allowed by this

rule or by order of the presiding officer, the day of the act, event or
default after which the designated period of time begins to run is not
to be included. The last day of the period so computed is to be
included, unless it is a Saturday, Sunday or legal holiday, in which
event the period runs until the end of the next day that is neither a
Saturday, Sunday nor legal holiday.

(B) Except for any period of time that establishes the commission’s
jurisdiction, the presiding officer may extend the time set by this rule
either before or after the time period has expired.

(C) A party may move for an extension of the time set by this rule
or by the presiding officer.  The motion shall be in writing and shall
state whether any party objects to the extension or that efforts to con-
tact the parties have been futile.

(6)  Practice by a Licensed Attorney; When Required.
(A) Any individual may present that individual’s own case without

a licensed attorney.
(B) Any individual may file an initial pleading on behalf of anoth-

er person.
(C) Except as set forth in subsection (6)(B) of this rule, only a

licensed attorney may represent any other person, including a corpo-
ration or other legal entity. The filing of any document with the pre-
siding officer by a licensed attorney shall be deemed an entry of
appearance. An attorney not authorized to practice in Missouri shall
enter an appearance in accordance with Missouri Supreme Court
Rules.

(7)  Notice of Initiation of the Case.
(A) The department shall promptly mail a notice of institution of

the case to all necessary parties, if any, and to all persons designat-
ed by the moving party and to any other persons to whom the depart-
ment may determine that notice should be given. The department
shall keep a permanent record of the persons to whom such notice
was sent and of the addresses to which sent and the time when sent.
Where a case would affect the rights, privileges or duties of a large
number of persons whose interests are sufficiently similar that they
may be considered as a class, notice may in a proper case be given
to a reasonable number thereof as representatives of such class. In
any case where the name or address of any proper or designated
party or person is not known to the agency, and where notice by pub-
lication is permitted by law, then notice by publication may be given
in accordance with any rule or regulation of the agency or if there is
no such rule or regulation, then, in a proper case, the agency may by
a special order fix the time and manner of such publication. 

(B) The notice of institution of the case to be mailed as provided
in this section shall state in substance: 

1. The caption and number of the case; 
2. That a writing seeking relief has been filed in such case, the

date it was filed, and the name of the party filing the same; 
3. A brief statement of the matter involved in the case unless a

copy of the writing accompanies said notice; 
4. Whether an answer to the writing is required, and if so the

date when it must be filed;
5. That a copy of the writing may be obtained from the depart-

ment, giving the address to which application for such a copy may
be made. This may be omitted if the notice is accompanied by a copy
of such writing; and

6. The location in the Code of State Regulations of the rules of
the commission regarding discovery or a statement that the depart-
ment shall send a copy of such rules on request.

(C) Unless the notice of hearing hereinafter provided for shall have
been included in the notice of institution of the case, the agency shall,
as promptly as possible after the time and place of hearing have been
determined, mail a notice of hearing to the moving party and to all
persons and parties to whom a notice of institution of the case was
required to be or was mailed, and also to any other persons who may
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thereafter have become or have been made parties to the proceeding.
The notice of hearing shall state:

1. The caption and number of the case; and
2. The time and place of hearing.

(D) No hearing in a contested case shall be had, except by con-
sent, until a notice of hearing shall have been given substantially as
provided in this section, and such notice shall in every case be given
a reasonable time before the hearing. Such reasonable time shall be
at least ten (10) days except in cases where the public morals, health,
safety or interest may make a shorter time reasonable; provided that
when a longer time than ten (10) days is prescribed by statute, no
time shorter than that so prescribed shall be deemed reasonable.

(8)  Service of Filings Other Than the Initial Pleading.
(A) Unless otherwise provided by these rules or by other law, any

party to a proceeding before the commission or any person who
seeks to become a party shall serve upon the presiding officer and all
attorneys of record and unrepresented parties a copy of any document
or item the party files. 

(B) Methods of Service.
1. A person may serve a document on an attorney by—

A. Delivering it to the attorney;
B. Leaving it at the attorney’s office with a secretary, clerk or

attorney associated with or employed by the attorney served;
C. Mailing it to the attorney’s last known address; or
D. Facsimile transmitting (faxing) it to the attorney’s last

known fax number.
2. A person may serve a document on an unrepresented party

by—
A. Delivering it to the party;
B. Mailing it to the party’s last known address; or 
C. Faxing it to the party’s last known fax number.

(C) Service by mailing is complete upon placing in the mail.
Service by fax is complete upon its transmission.

(D) Any document or item filed shall contain or be accompanied
by a certification of how and when the filing party has met the pro-
visions of this section.

(E) The presiding officer, after due notice, may waive the require-
ments of this section either on its own motion or on the motion of
any party.

(F) The requirements of this section shall not apply to an initial
pleading.

(9)  Filing of Documents; Fax Filing.
(A) A party shall file a document with the presiding officer at the

presiding officer’s principle business office.  Filings may be accom-
plished by—

1. Registered or certified mail.  A document filed by registered
or certified mail is deemed filed on the date shown on the United
States Post Office records; 

2. Electronic facsimile transmission (fax).  A document filed by
fax is deemed filed at the time the presiding officer receives a fax of
the document. If a document arrives by fax after 5:00 p.m. and
before 12:00 midnight or on a Saturday, Sunday or legal holiday, it
is filed on the presiding officer’s next business day, unless the pre-
siding officer orders otherwise; 

3. Actual delivery of a hard copy; or
4. Any other means as authorized by the Missouri Rules of Civil

Procedure.
(B) A party filing by fax shall—

1. Notify the presiding officer in advance, if possible, of its
intention to file the document by fax;

2. Fax the document to the presiding officer’s dedicated fax
number;

3. Fax the document, if possible, to all other parties having
electronic facsimile equipment.  If unable to fax, a party shall noti-
fy all other parties of its intention to file the document by fax.  The

notice need not be in writing.  A good faith attempt at compliance
shall satisfy the requirements of this subsection;

4. Send the original signed document to the presiding officer as
the presiding officer so orders;  

5. Certify in the documents—
A. The method of notice used to fulfill the requirements of

paragraph (9)(B)3. of this rule; and
B. Compliance with the requirements of paragraph (9)(B)4.

of this rule; and
6. Send a copy of the document to all parties.  The presiding

officer may order the party to send a copy of the document to any
party by overnight mail.

(10)  Stays.
(A) Scope and Content. The presiding officer may stay or suspend

any action of the department pending the commission’s findings and
determination in the case.  The presiding officer may require a bond
or impose other conditions.

1. All motions for stay of the action from which petitioner is
appealing shall be in writing.

2. The movant shall include in the motion: 
A. The full name, address and telephone number of movant,

any attorney representing movant and the respondent;
B. A clear heading, Motion for Stay; 
C. Facts showing why the commission should grant the stay,

set forth in numbered paragraphs, each of which shall contain, as far
as practical, a single set of circumstances; and    

D. A copy of any written notice of the action from which the
petitioner is appealing.

3. The movant or movant’s legal counsel shall sign the motion.
(B) The movant shall file the original and one (1) copy of the

motion for stay with the presiding officer.
(C) The presiding officer, upon either party’s request, shall hold

or, on its own initiative, may hold an evidentiary hearing on whether
to issue or dissolve a stay order.

(D) The denial of a motion for stay shall not prejudice the
movant’s initial pleading on the merits.

(E) The stay order shall remain effective until the commission
finally disposes of the case unless the commission orders otherwise.

(11)  Form of Initial Pleadings.
(A) In General.  An initial pleading shall be in writing and shall

include:
1. The full name, address and telephone number of—

A. Petitioner; and
B. Any attorney representing petitioner; and

2. An explanation of the relief sought and the reason for
requesting it.  The presiding officer shall construe the provisions of
this section liberally.  The presiding officer shall have the discretion
to order the petitioner to amend the initial pleading by providing
more detailed information regarding the relief sought and the basis
for that relief before allowing the matter to proceed.

(B) Petitioner or petitioner’s legal counsel shall sign the initial
pleading.

(C) The initial pleading is deemed filed the day it is received by
the commission.

(12)  Answers.
(A) The respondent shall file an answer.
(B) An answer shall—

1. Be in writing;
2. Admit those portions of the initial pleading which the respon-

dent believes are true and deny those portions that the respondent
believes are not true and state that the respondent is without suffi-
cient knowledge to admit or deny the portions not admitted or
denied;

3. Assert any specific failure of the initial pleading to comply
with this rule, or any other defenses; and
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4. Be signed by the respondent or the respondent’s attorney.
(C) The respondent shall file the answer within thirty (30) days

after service of the notice of initial pleading.

(13)  Intervention.
(A) The presiding officer shall follow Rule 52.12 of the Missouri

Rules of Civil Procedure in determining any motion to intervene.
(B) A motion to intervene shall—

1. Be in writing; 
2. Set forth facts showing that the person is entitled to intervene;
3. Be signed by the person or the person’s attorney; and
4. Be accompanied by an initial pleading or answer. 

(14)  Discovery.
(A) Any party may conduct discovery in the manner provided for

in the Rules of Civil Procedure adopted by the Supreme Court of
Missouri.

(B) Written Interrogatories; Production of Documents or Things
or Permission to Enter Upon Land or Other Property, for Inspection
and Other Purposes.

1. A party serving written interrogatories; production of docu-
ments or things or permission to enter upon land or other property,
for inspection and other purposes, shall include a certificate of ser-
vice in substantially the following form:

I served the original and (number of) copies of these (written inter-
rogatories/ production of documents or things or permission to enter
upon land or other property, for inspection and other purposes,
requests for admission) on (name of parties) this _______ day of
______________, 20______.

(Signature)___________________________

2. The party conducting discovery shall file a copy of the cer-
tificate with the presiding officer.  The party shall not file written
interrogatories; production of documents or things or permission to
enter upon land or other property, for inspection and other purposes
with the presiding officer unless the presiding officer so orders.  The
party may file requests for admissions with the presiding officer.

3. The party conducting discovery shall serve the original dis-
covery on the interrogated party’s counsel or on an unrepresented
interrogated party, and copies on all other counsel or unrepresented
parties.

4. Requests for admission and interrogatories shall include
appropriate spaces for answers or objections.

5. The party responding to requests for admissions or inter-
rogatories shall complete them by typewriting or printing the answer
or objection to each question in the space provided.  If the space is
insufficient, the party shall reply by affidavit, clearly indicate so in
the space provided, and attach the affidavit to the interrogatories or
requests for admissions.  Each response shall include a certificate of
service in substantially the following form:

I served the original of these completed (written
interrogatories/requests for admission) on (name of party) and sent
(number of) copies to (name of parties) this ___________ day of
________________, 20_______. 

(Signature)___________________________

6. The responding party shall file the certificate of service with
the presiding officer and shall not file the response unless the pre-
siding officer so orders.  The responding party shall serve the origi-
nal completed response on the interrogating party and copies on all
other parties.

(C) Whenever a party files a motion to compel compliance with
any discovery request, to sanction another party for failing to
respond or responding inadequately to any discovery request, or
alleging violation of any discovery rule, the moving party shall cer-
tify in its motion that it has made reasonable efforts to contact the
party who is the subject of the motion and inform the presiding offi-
cer as to what steps the moving party has taken to resolve informal-
ly the discovery dispute or alleged discovery rule violation.  The
party seeking relief shall attach a copy of any disputed discovery to
the motion to compel. 

(D) No discovery or response to discovery shall be considered as
evidence unless it is admitted into evidence upon hearing, or authen-
ticated and attached to a motion for disposition without hearing, as
an exhibit.

(E) No discovery order that permits entrance upon land or inspec-
tion of property without permission of the owner, or purports to hold
any person in contempt shall be enforceable, unless the party seek-
ing such enforcement obtains an order of the circuit court of the
county in which the land or property is located, or the circuit court
of Cole County, at the option of the person seeking enforcement.

(15)  Sanctions.
(A) The presiding officer may impose a sanction upon any party

for conduct including, without limitation, such party’s failure to:
1. Comply with any rule of the commission or order of the pre-

siding officer, including failure to file an answer; 
2. Appear at any hearing; or
3. Apprise the presiding officer of a current mailing address.

(B) Sanctions available under this rule include without limitation:
1. Striking all or any part of the party’s pleading;
2. Deeming all or any part of an opposing party’s pleading

admitted; or 
3. Barring or striking all or any evidence on any issue.

(C) The presiding officer shall determine whether to impose any
sanction, and the appropriate degree of such sanction, based on the
facts of each case.

(16)  Disposing of a Case Without a Hearing.
(A) Settlement.  The parties may settle all or any part of the case

without any action by the commission or by requesting agreed upon
action by the commission, where such settlement is permitted by law.
If the parties settle all of the case, petitioner shall file a notice of dis-
missal as described in subsection (16)(B) of this rule or a request for
stipulated action by the commission.

(B) Notice of Dismissal.  Petitioner may voluntarily dismiss the
initial pleading at any time. Petitioner shall effect a voluntary dis-
missal by filing a notice of dismissal and is effective on the date peti-
tioner files it, without any action by the commission.

(C) The commission may grant a motion for decision without
hearing if the parties stipulate to undisputed facts and the commis-
sion determines that such facts entitle any party, including a party
who did not file such motion, to a favorable decision on all or any
part of the case as a matter of law.

(D) Involuntary Dismissal. Involuntary dismissal means a disposi-
tion of the case that does not reach the merits of the complaint.
Grounds for involuntary dismissal of the complaint include without
limitation:

1. Lack of jurisdiction; and 
2. The bases for a sanction set forth in this rule.

(17)  Prehearing Conferences.  On its own motion or that of any
party, the presiding officer may order a prehearing conference to dis-
cuss matters pertinent to the case.  All parties or their legal counsels,
or both shall participate in the prehearing conference and be pre-
pared to discuss the matters, including the possibilities for settle-
ment.
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(18)  Hearings on Motions.  The presiding officer may rule upon any
motion on the basis of the record and without oral argument. The
presiding officer shall hear oral argument or evidence only upon a
party’s written motion or upon the presiding officer’s own motion.

(19)  Hearings; Default.
(A) Notice.  The hearing officer shall serve an initial notice of

hearing on all parties or their counsel by regular mail.  The notice
of hearing shall state the date, time and place of the hearing and shall
be served at least ten (10) days prior to the hearing. The presiding
officer may serve any other notice of hearing by any other method
allowed by law. 

(B) Location.  The hearing officer shall hold all hearings in
Jefferson City, Missouri, except as otherwise provided by statute or
when a party shows good cause to hold the hearing elsewhere with-
in the state.

(C) Date. 
1. First setting. Unless otherwise provided by statute or with the

consent of the parties, the hearing officer shall not conduct any hear-
ing on less than ten (10) days notice.

2. Resettings.  The hearing officer may reset the hearing by
amended notice.  If the reset date is later than the first setting, the
hearing officer may hold the hearing fewer than ten (10) days from
the date of the issuance of the amended notice. 

(D) Expedited Hearings and Continuances.  The hearing officer
may expedite or continue the hearing date upon notice to the parties
except as otherwise provided by law.  Any party may file a motion
for an expedited hearing or a continuance.  The motion shall state
good cause.

(E) Order of Proof.  Regardless of which party has the burden of
proof petitioner shall present evidence first unless the presiding offi-
cer orders otherwise.

(F) Default.  If a party fails to appear at hearing, the party shall
be in default. 

1. If petitioner defaults, and petitioner has the burden of proof,
the commission may dismiss the case for failure to prosecute.

2. If any party defaults, any other party may present evidence,
and the defaulting party shall have waived any objection to such evi-
dence. Such evidence shall constitute the sole evidentiary basis for
disposition of the case, unless the commission orders otherwise.

(20)  Transcripts. 
(A) The court reporter shall file a transcript of all hearings with

the commission. Any person may purchase a copy of the transcript
through the court reporter.

(B) Any party may move to correct the transcript no more than
ninety days after the court reporter files the transcript. The commis-
sion on its own motion may order the hearing reporter to correct the
transcript any time before the commission finally disposes of the
case.

(21)  Fees and Expenses.  A party may apply for litigation fees and
expenses as authorized by law.  Such application shall be an initial
pleading in a separate case.  The case for fees and expenses shall be
governed by this rule.

AUTHORITY: section 643.050, RSMo 2000.  Original rule filed May
12, 2005.

PUBLIC COST:  This proposed rule will not cost state agencies or
political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST:  This proposed rule will not cost private entities
more than five hundred dollars ($500) in the aggregate.

NOTICE OF PUBLIC HEARING AND NOTICE TO SUBMIT COM-
MENTS:  A public hearing on this proposed rule will begin at 9:00

a.m., July 21, 2005.  The public hearing will be held at the Holiday
Inn, Salon D, 2781 North Westwood Boulevard, Poplar Bluff,
Missouri.  Opportunity to be heard at the hearing shall be afforded
any interested person.  Written request to be heard should be sub-
mitted at least seven (7) days prior to the hearing to Director,
Missouri Department of Natural Resources’ Air Pollution Control
Program, 205 Jefferson Street, PO Box 176, Jefferson City, MO
65102-0176, (573) 751-4817.  Interested persons, whether or not
heard, may submit a written statement of their views until 5:00 p.m.,
July 28, 2005.  Written comments shall be sent to Chief, Operations
Section, Missouri Department of Natural Resources’ Air Pollution
Control Program, 205 Jefferson Street, PO Box 176, Jefferson City,
MO  65102-0176.

Title 10—DEPARTMENT OF NATURAL RESOURCES
Division 10—Air Conservation Commission

Chapter 6—Air Quality Standards, Definitions, Sampling
and Reference Methods and Air Pollution Control

Regulations for the Entire State of Missouri

PROPOSED AMENDMENT

10 CSR 10-6.110 Submission of Emission Data, Emission Fees
and Process Information. The commission proposes to amend sub-
section (3)(D).  If the commission adopts this rule action, it will be
submitted to the U.S. Environmental Protection Agency to replace
the current rule in the Missouri State Implementation Plan. The evi-
dence supporting the need for this proposed rulemaking is available
for viewing at the Missouri Department of Natural Resources’ Air
Pollution Control Program at the address and phone number listed in
the Notice of Public Hearing at the end of this rule.  More informa-
tion concerning this rulemaking can be found at the Missouri
Department of Natural Resources’ Environmental Regulatory
Agenda website, www.dnr.mo.gov/regs/regagenda.htm.

PURPOSE: This rule provides procedures for collecting, recording,
and submitting  emission data and process information so that the
state can calculate emissions for the purpose of state air resource
planning.  This amendment will establish emission fees for Missouri
facilities as required annually and split the fee payment schedule to
better align the collection of fee revenue with the state fiscal year it
is to cover.  The evidence supporting the need for this proposed rule-
making, per section 536.016, RSMo, is section 643.079 of the
Missouri state statutes and a December 10, 2004 E-mail Re:
Proposed 2005 Changes for 10 CSR 10-6.110.

(3)  General Provisions.
(D)  Emission Fees.

1.  Any air contaminant source required to obtain a permit
under sections 643.010–643.190, RSMo, except sources that pro-
duce charcoal from wood, shall pay an annual emission fee, regard-
less of their EIQ reporting frequency, of [thirty-three dollars and
no cents ($33.00)] thirty-five dollars and fifty cents ($35.50)
per ton of regulated air pollutant emitted starting with calendar year
[2004] 2005 in accordance with the conditions specified in para-
graph (3)(D)2. of this rule. Sources which are required to file reports
once every five (5) years may use the information in their most recent
EIQ to determine their annual emission fee.

2.  General requirements. 
A.  The fee shall apply to the first four thousand (4,000) tons

of each regulated air pollutant emitted. However, no air contaminant
source shall be required to pay fees on total emissions of regulated
air pollutants in excess of twelve thousand (12,000) tons in any cal-
endar year. A permitted air contaminant source which emitted less
than one (1) ton of all regulated pollutants shall pay a fee equal to
the amount of one (1) ton. 
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B.  The fee shall be based on the information provided in the
facility’s EIQ. 

C. An air contaminant source which pays emissions fees to a
holder of a certificate of authority issued pursuant to section
643.140, RSMo, may deduct those fees from the emission fee due
under this section. 

D.  The fee imposed under paragraph (3)(D)1. of this rule
shall not apply to carbon oxide emissions. 

E.  The fees for emissions produced during the previous
calendar year shall be due April 1 each year [for emissions pro-
duced during the previous calendar year]  for all United States
Department of Labor Standard Industrial Classifications except
for Standard Industrial Classification 4911 Electric Services
which shall be due June 1 each year. The fees shall be payable to
the Department of Natural Resources.

F. [The fees shall be payable to the Department of
Natural Resources and shall be accompanied by the] All
Emissions Inventory Questionnaire forms or equivalent approved by
the director shall be due April 1 each year for all United States
Department of Labor Standard Industrial Classifications except
for Standard Industrial Classification 4911 Electric Services
which shall be due June 1 each year.

G.  For the purpose of determining the amount of air conta-
minant emissions on which the fees are assessed, a facility shall be
considered one (1) source under the definition of section 643.078.2,
RSMo, except that a facility with multiple operating permits shall pay
emission fees separately for air contaminants emitted under each
individual permit. 

3.  Fee collection. The annual changes to this rule to establish
emission fees for a specific year do not relieve any source from the
payment of emission fees for any previous year.

AUTHORITY: section 643.050, RSMo  2000. Original rule filed June
13, 1984, effective Nov. 12, 1984. For intervening history, please
consult the Code of State Regulations. Amended: Filed May 16,
2005.

PUBLIC COST:  This proposed amendment will result in an annual-
ized aggregate gain in revenue of two hundred thirty-eight thousand
five hundred forty-seven dollars ($238,547) for the Department of
Natural Resources.  This gain in revenue takes into account an annu-
alized aggregate cost of two hundred thirty-five thousand nine hun-
dred eighty-eight dollars ($235,988) for other public entities.  Note
attached fiscal note for assumptions that apply.  

PRIVATE COST:  This proposed amendment will result in an annu-
alized aggregate cost of two hundred thirty-eight thousand five hun-
dred forty-seven dollars ($238,547) for private entities. Note
attached fiscal note for assumptions that apply.

NOTICE OF PUBLIC HEARING AND NOTICE TO SUBMIT COM-
MENTS: A public hearing on this proposed amendment will begin at
9:00 a.m., July 21, 2005.  The public hearing will be held at the
Holiday Inn, 2781 North Westwood Boulevard, Poplar Bluff,
Missouri 63901.  Opportunity to be heard at the hearing shall be
afforded any interested person.  Written request to be heard should
be submitted at least seven (7) days prior to the hearing to Director,
Missouri Department of Natural Resources’ Air Pollution Control
Program, 205 Jefferson Street, PO Box 176, Jefferson City, MO
65102-0176, (573) 751-4817.  Interested persons, whether or not
heard, may submit a written statement of their views until 5:00 p.m.,
July 28, 2005.  Written comments shall be sent to Chief, Operations
Section, Missouri Department of Natural Resources’ Air Pollution
Control Program, 205 Jefferson Street, PO Box 176, Jefferson City,
MO  65102-0176.
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Title 12—DEPARTMENT OF REVENUE
Division 10—Director of Revenue

Chapter 107—Sales/Use Tax—Exemption Certificates

PROPOSED AMENDMENT

12 CSR 10-107.100 Use of and Reliance on Exemption
Certificates. The director proposes to delete section (5).

PURPOSE: This amendment is necessary to have the annotations
removed from the body of the rule. The annotations will be placed in
the Code of State Regulations following the rule.

[(5) Annotations.
(A) All Star Amusement, Inc. v. Director of Revenue,

873 S.W.2d 843 (Mo. banc 1994). A seller that accepts an
exemption certificate in good faith is not required to collect
and remit tax on the sale. There is no requirement that a sell-
er accept an exemption certificate contemporaneously with
the sale or that the certificate be dated to fulfill the good
faith requirement. However, the fact that an exemption cer-
tificate is received after the sale or is not dated may influ-
ence a factual finding on the issue of the seller’s good faith.

(B) Conagra Poultry Co. v. Director of Revenue, 862
S.W.2d 915 (Mo. banc 1993). In order to accept an exemp-
tion certificate in good faith, a seller must act with honesty
of intention and freedom from knowledge that ought to put
the seller on notice. When seller prepared the exemption cer-
tificates two (2) years after the transaction and obtained the
buyer’s signatures, the seller did not act in good faith.

(C) Director of Revenue v. Armco, Inc., 787 S.W.2d 722
(Mo. banc 1993). Failure by seller to provide exemption cer-
tificates at time of department audit forfeited the right to
claim the sales were exempt.

(D) Cadwell Supermarket, Inc. v. Director of Revenue
(AHC 1997). When seller’s employees personally knew the
buyers were purchasing for exempt purposes, failure to
obtain exemption certificates did not defeat the exemption
claim.]

AUTHORITY: section 144.270, RSMo 2000. Original rule filed Oct.
25, 2004, effective May 30, 2005. Amended: Filed May 10, 2005.

PUBLIC COST: This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Department of Revenue, Office of Legislation and Regulations, PO
Box 629, Jefferson City, MO 65105. To be considered, comments
must be received within thirty (30) days after publication of this
notice in the Missouri Register. No public hearing is scheduled.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services

Chapter 3—Conditions of Provider Participation,
Reimbursement and Procedure of General Applicability

PROPOSED AMENDMENT

13 CSR 70-3.030 Sanctions for False or Fraudulent Claims for
Title XIX Services. The division is adding a new section (1),

amending and renumbering old sections (1) and (2) and renumbering
the remaining sections.

PURPOSE: This amendment clarifies what documentation a provider
of a Medicaid service must keep in order to avoid violating this sec-
tion and therefore receiving a sanction.

PUBLISHER’S NOTE: The secretary of state has determined that
the publication of the entire text of the material which is incorpo-
rated by reference as a portion of this rule would be unduly cum-
bersome or expensive. This material as incorporated by reference
in this rule shall be maintained by the agency at its headquarters
and shall be made available to the public for inspection and copy-
ing at no more than the actual cost of reproduction. This note
applies only to the reference material. The entire text of the rule is
printed here.

(1) Administration. The Missouri Medicaid program shall be
administered by the Department of Social Services, Division of
Medical Services.  The services covered and not covered, the lim-
itations under which services are covered, and the maximum
allowable fees for all covered services shall be determined by the
division and shall be included in the Medicaid provider manuals,
which are incorporated by reference and made a part of this rule
as published by the Department of Social Services, Division of
Medical Services, 615 Howerton Court, Jefferson City, MO
65102, at its website www.dss.mo.gov/dms, June 15, 2005. This
rule does not incorporate any subsequent amendments or addi-
tions.  The division reserves the right to affect changes in ser-
vices, limitations, and fees with notification to providers.

[(1)] (2) The following definitions will be used in administering this
rule:

(A) Adequate documentation means documentation from which
services rendered and the amount of reimbursement received by a
provider can be readily discerned and verified with reasonable cer-
tainty. Adequate medical records are records which are of the type
and in a form from which symptoms, conditions, diagnosis, treat-
ments, prognosis and the identity of the patient to which these things
relate can be readily discerned and verified with reasonable certain-
ty. All documentation must be made available at the same site at
which the service was rendered.  An adequate and complete
patient record is a record which is legible, which is made con-
temporaneously with the delivery of the service, which addresses
the patient/client specifics, which include, at a minimum, indi-
vidualized statements that support the assessment or treatment
encounter, and shall include documentation of the following
information:

1.  First name, and last name, and either middle initial or
date of birth  of the Medicaid recipient;

2.  An accurate, complete, and legible description of each
service(s) provided;

3.  Name, title, and signature of the Missouri Medicaid
enrolled provider delivering the service.  Inpatient hospital ser-
vices must have signed and dated physician or psychologist orders
within the patient’s medical record for the admission and for ser-
vices billed to Missouri Medicaid.  For patients registered on hos-
pital records as outpatient, the patient’s medical record must
contain signed and dated physician orders for services billed to
Missouri Medicaid.  Services provided by an individual under the
direction or supervision are not reimbursed by Missouri
Medicaid.  Services provided by a person not enrolled with
Missouri Medicaid are not reimbursed by Missouri Medicaid;

4.  The name of the referring entity, when applicable;
5.  The date of service (month/day/year);
6. For those Medicaid programs and services that are reim-

bursed according to the amount of time spent in delivering or
rendering a service(s) (except for services as specified under 13
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CSR 70-91.010 Personal Care Program (4)(A)) the actual begin
and end time taken to deliver the service (for example, 4:00–4:30
p.m.) must be documented;

7.  The setting in which the service was rendered;
8.  The plan of treatment, evaluation(s), test(s), findings,

results, and prescription(s) as necessary.  Where a hospital acts
as an independent laboratory or independent radiology service
for persons considered by the hospital as “nonhospital” patients,
the hospital must have a written request or requisition slip order-
ing the tests or procedures;

9.  The need for the service(s) in relationship to the
Medicaid recipient’s treatment plan;

10.  The Medicaid recipient’s progress toward the goals stat-
ed in the treatment plan (progress notes); and

11.  For applicable programs it is necessary to have adequate
invoices, trip tickets/reports, activity log sheets, employee records
(excluding health records), and training records of staff;

(B) Affiliates means persons having an overt, covert or conspira-
torial relationship so that any one (1) of them directly or indirectly
controls or has the power to control another;

(C) Closed-end provider agreement means an agreement that is for
a specified period of time, not to exceed twelve (12) months, and that
must be renewed in order for the provider to continue to participate
in the Medicaid program;

(D)  Contemporaneous means at the time the service was per-
formed or within seventy-two (72) hours of the time the service
was provided; 

(E)  Federal health care program means a program as defined
in section 1128B(f) of the Social Security Act;

[(D)](F) Fiscal agent means an organization under contract to the
state Medicaid agency for providing any services in the administra-
tion of the Medicaid program;

[(E)](G) Medicaid agency or the agency means the single state
agency administering or supervising the administration of a state
Medicaid plan;

[(F)](H) Open-end provider agreement means an agreement that
has no specific termination date and continues in force as long as it
is agreeable to both parties;

[(G)](I) Participation means the ability and authority to provide
services or merchandise to eligible Medicaid recipients and to
receive payment from the Medicaid program or those services or
merchandise;

[(H)](J) Person means any natural person, company, firm, part-
nership, unincorporated association, corporation or other legal enti-
ty;

[(I)](K) Provider means an individual, firm, corporation, pharma-
cy, hospital, long-term care facility, association or institution which
has a provider agreement to provide services to a recipient pursuant
to Chapter 208, RSMo;

[(J)](L) Record[s] means any books, papers, journals, charts,
treatment histories, medical histories, tests and laboratory results,
photographs, X rays and any other recordings of data or information
made by or caused to be made by a provider relating in any way to
services provided to Medicaid recipients and payments charged or
received. Medicaid claim for payment information, appointment
books, financial ledgers, financial journals or any other kind of
patient charge without corresponding adequate medical records do
not constitute adequate documentation;

[(K)](M) Supervision means [the service was performed
while the provider was physically present during the service
or the provider was on the premises and readily available to
give direction to the person actually performing the service]
to direct an employee of the provider in the performance of a cov-
ered and allowable service such as under the Missouri Medicaid
dental and nurse midwife programs or a covered and allowable
nonpsychiatric service under the Missouri Medicaid physician
program.  In order to direct the performance of such service, the
provider must be in the office where the service is being provid-

ed and must be immediately available to give directions in person
to the employee actually rendering the service and the adequate-
ly documented service must be cosigned by the enrolled billing
provider;

[(L)](N) Suspension from participation means an exclusion from
participation for a specified period of time;

[(M)](O) Suspension of payments means placement of payments
due a provider in an escrow account;

[(N)](P) Termination from participation means the ending of par-
ticipation in the Medicaid program; and

[(O)](Q) Withholding of payments means a reduction or adjust-
ment of the amounts paid to a provider on pending and subsequent-
ly submitted bills for purposes of offsetting overpayments previously
made to the providers.

[(2)] (3) Program Violations.
(A) Sanctions may be imposed by the Medicaid agency against a

provider for any one (1) or more of the following reasons:
1. Presenting, or causing to be presented, for payment any false

or fraudulent claim for services or merchandise in the course of busi-
ness related to Medicaid;

2. Submitting, or causing to be submitted, false information for
the purpose of obtaining greater compensation than that to which the
provider is entitled under applicable Medicaid program policies or
rules, including, but not limited to, the billing or coding of services
which results in payments in excess of the fee schedule for the ser-
vice actually provided or billing or coding of services which results
in payments in excess of the provider’s charges to the general public
for the same services or billing for higher level of service or
increased number of units from those actually ordered or per-
formed or both, or altering or falsifying medical records to obtain
or verify a greater payment than authorized by a fee schedule or
reimbursement plan;

3. Submitting, or causing to be submitted, false information for
the purpose of meeting prior authorization requirements or for the
purpose of obtaining payments in order to avoid the effect of those
changes;

4. [Making] Failing to make available, and disclosing to the
Medicaid agency or its authorized agents, all records relating to ser-
vices provided to Medicaid recipients [and] or records relating to
Medicaid payments, whether or not the records are commingled with
non-Title XIX (Medicaid) records [is mandatory for all
providers]. All records must be kept a minimum of five (5) years
from the date of service unless a more specific provider regula-
tion applies.  The minimum five (5)-year retention of records
requirement continues to apply in the event of a change of own-
ership or discontinuing enrollment in Medicaid.  Services billed
to the Medicaid agency that are not adequately documented in
the patient’s medical records or for which there is no record that
services were performed shall be considered a violation of this
section.  Copies of records must be provided upon request of the
Medicaid agency or its authorized agents, regardless of the media
in which they are kept. Failure to make these records available on
a timely basis at the same site at which the services were rendered
or at the provider’s address of record with the Medicaid agency,
or failure to provide copies as requested, or failure to keep and make
available adequate records which adequately document the services
and payments shall constitute a violation of this section and shall be
a reason for sanction.  Failure to send records, which have been
requested via mail, within the specified time frame shall consti-
tute a violation of this section and shall be a reason for sanction;

5. Failing to provide and maintain quality, necessary and appro-
priate services, including adequate staffing for long-term care facili-
ty Medicaid recipients, within accepted medical community stan-
dards as adjudged by a body of peers, as set forth in both federal and
state statutes or regulations. Failure shall be documented by repeat
discrepancies. The discrepancies may be determined by a peer review
committee, medical review teams, independent professional review
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teams, utilization review committees or by Professional Standards
Review Organizations (PSRO). The medical review may be conduct-
ed by qualified peers employed by the single state agency;

6. Engaging in conduct or performing an act deemed improper
or abusive of the Medicaid program or continuing the conduct fol-
lowing notification that the conduct should cease. This will include
inappropriate or improper actions relating to the management of
recipients’ personal funds or other funds;

7. Breaching of the terms of the Medicaid provider agreement
of any current written and published policies and procedures of the
Medicaid program (such as are contained in provider manuals or bul-
letins which are incorporated by reference and made a part of
this rule as published by the Department of Social Services,
Division of Medical Services, 615 Howerton Court, Jefferson
City, MO 65102, at its website www.dss.mo.gov/dms, June 15,
2005. This rule does not incorporate any subsequent amend-
ments or additions. The division reserves the right to affect
changes in services, limitations, and fees with notification to
providers.) or failing to comply with the terms of the provider cer-
tification on the Medicaid claim form;

8. Utilizing or abusing the Medicaid program as evidenced by a
documented pattern of inducing, furnishing or otherwise causing a
recipient to receive services or merchandise not otherwise required
or requested by the recipient, attending physician or appropriate uti-
lization review team; a documented pattern of performing and billing
tests, examinations, patient visits, surgeries, drugs or merchandise
that exceed limits or frequencies determined by the department for
like practitioners for which there is no demonstrable need, or for
which the provider has created the need through ineffective services
or merchandise previously rendered;

9. Rebating or accepting a fee or portion of a fee or charge for
a Medicaid patient referral; or collecting a portion of the service fee
from the recipient, except this shall not apply to Title XIX services
for which recipients are responsible for payment of a copayment or
coinsurance in accordance with 13 CSR 70-4.051 and 13 CSR 70-
55.010;

10. Violating any provision of the State Medical Assistance Act
or any corresponding rule;

11. Submitting a false or fraudulent application for provider sta-
tus which misrepresents material facts. This shall include conceal-
ment or misrepresentation of material facts required on any provider
agreements or questionnaires submitted by affiliates when the
provider knew or should have known the contents of the submitted
documents;

12. Violating any laws, regulations or code of ethics governing
the conduct of occupations or professions or regulated industries. In
addition to all other laws which would commonly be understood to
govern or regulate the conduct of occupations, professions or regu-
lated industries, this provision shall include any violations of the civil
or criminal laws of the United States, of Missouri or any other state
or territory, where the violation is reasonably related to the
provider’s qualifications, functions or duties in any licensed or reg-
ulated profession or where an element of the violation is fraud, dis-
honesty, moral turpitude or an act of violence;

13. Failing to meet standards required by state or federal law for
participation (for example licensure);

14. [Excluding] Exclusion from [Medicare for any reason
arising out of improper conduct related to] the Medicare pro-
gram or any other federal health care program;

15. Failing to accept Medicaid payment as payment in full for
covered services or collecting additional payment from a recipient or
responsible person, except this shall not apply to Title XIX services
for which recipients are responsible for payment of a copayment or
coinsurance in accordance with 13 CSR 70-4.051 and 13 CSR 70-
55.010;

16. Refusing to execute a new provider agreement when
requested to do so by the single state agency in order to preserve the
single state agency’s compliance with federal and state requirements;

or failure to execute an agreement within twenty (20) days for com-
pliance purposes;

17. Failing to correct deficiencies in provider operations within
ten (10) days or date specified after receiving written notice [estab-
lished by a signed receipt of delivery] of these deficiencies from
the single state agency or within the time frame provided from any
other agency having licensing or certification authority;

18. Being formally reprimanded or censured by a board of
licensure or an association of the provider’s peers for unethical,
unlawful or unprofessional conduct; any termination, removal, sus-
pension, revocation, denial, probation, consented surrender or other
disqualification of all or part of any license, permit, certificate or
registration related to the provider’s business or profession in
Missouri or any other state or territory of the United States;

19. Being suspended or terminated from participation in anoth-
er governmental medical program such as Workers’ Compensation,
Crippled Children’s Services, Rehabilitation Services, [and] Title
XX Social Service Block Grant or Medicare;

20. Using fraudulent billing practices arising from billings to
third parties for costs of services or merchandise or for negligent
practice resulting in death or injury or substandard care to persons
including, but not limited to, the provider’s patients;

21. Failing to repay or make arrangements for the repayment of
identified overpayments or otherwise erroneous payments prior to
the allowed forty-five (45) days which the provider has to refund the
requested amount;

22. Billing the Medicaid program [twice] more than once for
the same service when the billings were not caused by the single state
agency or its agents;

23. Billing the state Medicaid program for services not provid-
ed prior to the date of billing (prebilling), except in the case of pre-
paid health plans or pharmacy claims submitted by point-of-service
technology; whether or not the prebilling causes loss or harm to the
Medicaid program;

24. Failing to reverse or credit back to the medical assistance
program (Medicaid) within thirty (30) days any pharmacy claims
submitted [by point-to-service technology while representing]
to the agency that represent products or services not received by
the recipient[, by the time established by pharmacy manual on
the Friday evening following the date the claim was submit-
ted by point-of-service technology.]; for example, prescrip-
tions that were returned to stock because they were not picked
up;

25. Conducting any action resulting in a reduction or depletion
of a long-term care facility Medicaid recipient’s personal funds or
reserve account, unless specifically authorized in writing by the
recipient, relative or responsible person;

26. [Providing services by a nonenrolled person without
the direct supervision of a provider and billed by the provider
as having performed those services, or services billed by a
provider but performed by a similarly licensed practitioner,
nonenrolled due to Medicaid sanction, whether or not the
performing practitioner was under supervision of the billing
provider] Submitting claims for services not personally rendered
by the individually enrolled provider, except for the provisions
specified in the Missouri Medicaid dental, physician, or nurse
midwife programs where such claims may be submitted only if
the individually enrolled provider directly supervised the person
who actually performed the service and the person was employed
by the enrolled provider at the time the service was rendered.  All
claims for psychiatric, psychological counseling, speech therapy,
physical therapy, and occupational therapy services may only be
billed by the individually enrolled provider who actually per-
forms the service, as supervision is noncovered for these services.
Services performed by a nonenrolled person due to Medicaid
sanction, whether or not the person was under supervision of the
enrolled provider, is a noncovered service;
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27. Making any payment to any person in return for referring
an individual to the provider for the delivery of any goods or services
for which payment may be made in whole or in part under Medicaid.
Soliciting or receiving any payment from any person in return for
referring an individual to another supplier of goods or services
regardless of whether the supplier is a Medicaid provider for the
delivery of any goods or services for which payment may be made in
whole or in part under Medicaid is also prohibited. Payment
includes, without limitation, any kickback, bribe or rebate made,
either directly or indirectly, in cash or in-kind;

28. [Having] Billing for services [billed and rendered],
through an agent, which were upgraded from those actually
ordered, performed; or billing or coding services, either directly or
through an agent, in a manner that services are paid for as separate
procedures when, in fact, the services were performed concurrently
or sequentially and should have been billed or coded as integral com-
ponents of a total service as prescribed in Medicaid policy for pay-
ment in a total payment less than the aggregate of the improperly sep-
arated services; or billing a higher level of service than is docu-
mented in the patient/client record; or unbundling procedure
codes;

29. Conducting civil or criminal fraud against the Missouri
Medicaid program or any other state Medicaid (medical assistance)
program, or any criminal fraud related to the conduct of the
provider’s profession or business;

30.  Having sanctions or any other adverse action invoked by
another state Medicaid program;

31. Failing to take reasonable measures to review claims for
payment for accuracy, duplication or other errors caused or commit-
ted by employees when the failure allows material errors in billing to
occur. This includes failure to review remittance advice statements
provided [with the payment document] which results in pay-
ments which do not correspond with the actual services rendered;

32. Submitting improper or false claims to the state or its fiscal
agent by an agent or employee of the provider;

33. For providers other than long-term care facilities, [F]fail-
ing to retain in legible form for at least five (5) years from the date
of service, worksheets [or], financial records, appointment books,
appointment calendars (for those providers who schedule
patient/client appointments), adequate documentation of the ser-
vice, and other documents and records verifying data transmitted to
a billing intermediary, whether the intermediary is owned by the
provider or not. [The documentation must be retained for five
(5) years. Long-term care providers are required to retain
financial records for seven (7) years] For long-term care
providers, failing to retain in legible form, for at least seven (7)
years from the date of service, worksheets, financial records, ade-
quate documentation for the service(s), and other documents and
records verifying data transmitted to a billing intermediary,
whether the intermediary is owned by the provider or not.  The
documentation must be maintained so as to protect it from dam-
age or loss by fire, water, computer failure, theft, or any other
cause;

34. Removing or coercing from the possession or control of a
recipient any item of durable medical equipment which has reached
Medicaid-defined purchase price through Medicaid rental payments
or otherwise become the property of the recipient without paying fair
market value to the recipient;

35. Failing to timely submit civil rights compliance data or
information or failure to timely take corrective action for civil rights
compliance deficiencies within thirty (30) days after notification of
these deficiencies or failure to cooperate or supply information
required or requested by civil rights compliance officers of the sin-
gle state agency; [and]

36. Billing the Medicaid program for services rendered to a
recipient in a long-term care facility when the resident resided in a
portion of the facility which was not Medicaid-certified or properly

licensed or was placed in a nonlicensed or Medicaid-noncertified
bed[.];

37.  Failure to comply with the provisions of the state con-
tract or agreement relating to health care services;

38.  Failure to maintain documentation which is to be made
contemporaneously to the date of service;

39.  Failure to maintain records for services provided and all
billing done under his/her provider number regardless to whom
the reimbursement is paid and regardless of whom in his/her
employ or service produced or submitted the Medicaid claim or
both;

40.  Failure to submit proper diagnosis codes, procedure
codes, billing codes regardless to whom the reimbursement is
paid and regardless of whom in his/her employ or service pro-
duced or submitted the Medicaid claim;

41.  Failure to submit and document, as defined in subsec-
tion (2)(A) the length of time (begin and end clock time) actual-
ly spent providing a service, except for services as specified under
13 CSR 70-91.010(4)(A) Personal Care Program, regardless to
whom the reimbursement is paid and regardless of whom in
his/her employ or service produced or submitted the Medicaid
claim or both; and

42.  Billing for the same service as another provider when
the service is performed or attended by more than one (1)
enrolled provider.  Missouri Medicaid will reimburse only one (1)
provider for the exact same service.

[(3)](4) Any one (1) or more of the following sanctions may be
invoked against providers for any one (1) or more of the program
violations specified in section (2) of this rule:

(A) Failure to respond to notice of overpayments or notice of defi-
ciencies in provider operations within the specified forty-five (45)-
day time limit shall be considered cause to withhold future provider
payments until the situation in question is resolved;

(B) Termination from participation in the Medicaid program for a
period of not less than sixty (60) days nor more than ten (10) years;

(C) Suspension of participation in the Medicaid program for a
specified period of time;

(D) Suspension or withholding of payments to a provider;
(E) Referral to peer review committees including PSROs or uti-

lization review committees;
(F) Recoupment from future provider payments;
(G) Transfer to a closed-end provider agreement not to exceed

twelve (12) months or the shortening of an already existing closed-
end provider agreement;

(H) Attendance at provider education sessions;
(I) Prior authorization of services;
(J) One hundred percent (100%) review of the provider’s claims

prior to payment;
(K) Referral to the state licensing board for investigation;
(L) Referral to appropriate federal or state legal  agency for inves-

tigation, prosecution, or both, under applicable federal and state
laws;

(M) Retroactive denial of payments; and
(N) Denial of payment for any new admission to a skilled nursing

facility (SNF), intermediate care facility (ICF) or ICF/mentally
retarded (MR) that no longer meets the applicable conditions of par-
ticipation (for SNFs) or standards (for ICFs and ICF/MRs) if the
facility’s deficiencies do not pose immediate jeopardy to patients’
health and safety. Imposition of this sanction must be in accordance
with all applicable federal statutes and regulations.

[(4)](5) Imposition of a Sanction.
(A) The decision as to the sanction to be imposed shall be at the

discretion of the Medicaid agency. The following factors shall be con-
sidered in determining the sanction(s) to be imposed:
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1. Seriousness of the offense(s)—The state agency shall consid-
er the seriousness of the offense(s) including, but not limited to,
whether or not an overpayment (that is, financial harm) occurred to
the program, whether substandard services were rendered to
Medicaid recipients, or circumstances were such that the provider’s
behavior could have caused or contributed to inadequate or danger-
ous medical care for any patient(s), or a combination of these.
Violation of pharmacy laws or rules, practices potentially dangerous
to patients and fraud are to be considered particularly serious;

2. Extent of violations—The state Medicaid agency shall con-
sider the extent of the violations as measured by, but not limited to,
the number of patients involved, the number of Medicaid claims
involved, the number of dollars identified in any overpayment and the
length of time over which the violations occurred. The Medicaid
agency may calculate an overpayment or impose sanctions under this
rule by reviewing records pertaining to all or part of a provider’s
Medicaid claims. When records are examined pertaining to part of a
provider’s Medicaid claims, no random selection process in choos-
ing the claims for review as set forth in 13 CSR 70-3.130 need be
utilized by the Medicaid agency. But, if the random selection process
is not used, the Medicaid agency may not construe violations found
in the partial review to be an indication that the extent of the viola-
tions in any unreviewed claims would exist to the same or greater
extent;

3. History of prior violations—The state agency shall consider
whether or not the provider has been given notice of prior violations
of this rule or other program policies. If the provider has received
notice and has failed to correct the deficiencies or has resumed the
deficient performance, a history shall be given substantial weight
supporting the agency’s decision to invoke sanctions. If the history
includes a prior imposition of sanction, the agency should not apply
a lesser sanction in the second case, even if the subsequent violations
are of a different nature;

4. Prior imposition of sanctions—The Medicaid agency shall
consider more severe sanctions in cases where a provider has been
subject to sanctions by the Missouri Medicaid program, any other
governmental medical program, Medicare or exclusion by any private
medical insurance carriers for misconduct in billing or professional
practice. Restricted or limited participation in compromise after
being notified or a more severe sanction should be considered as a
prior imposition of a sanction for the purpose of this subsection;

5. Prior provision of provider education—In cases where sanc-
tions are being considered for billing deficiencies only, the Medicaid
agency may mitigate its sanction if it determines that prior provider
education was not provided. In cases where sanctions are being con-
sidered for billing deficiencies only and prior provider education has
been given, prior provider education followed by a repetition of the
same billing deficiencies shall weigh heavily in support of the med-
ical agency’s decision to invoke severe sanctions; and

6. Actions taken or recommended by peer review groups,
licensing boards or Professional Review Organizations (PRO) or uti-
lization review committees—Actions or recommendations by a
provider’s peers shall be considered as serious if they involve a deter-
mination that the provider has kept or allowed to be kept, substan-
dard medical records, negligently or carelessly performed treatment
or services, or, in the case of licensing boards, placed the provider
under restrictions or on probation.

(B) Where a provider has been convicted of defrauding any
Medicaid program, has been previously sanctioned due to program
abuse, has been terminated from the Medicare program, the
Medicaid agency shall terminate the provider from participation in
the Medicaid program.

(C) When a sanction involving the collection, recoupment or with-
holding of Medicaid payments from a provider is imposed on a
provider, it shall become effective ten (10) days from the date the
provider receives notice established by a signed receipt of delivery of

the imposition of the sanction. When any other sanction is imposed
on a provider it shall become effective thirty (30) days from the date
the provider receives notice established by a signed receipt of deliv-
ery of the imposition of the sanction. If, in the judgment of the sin-
gle state agency, the surrounding facts and circumstances clearly
show that serious abuse or harm may result from delaying the impo-
sition of a sanction, any sanction may be made effective immediate-
ly upon receipt of notice by the provider.

(D) A sanction may be applied to all known affiliates of a provider,
provided that each decision to include an affiliate is made on a case-
by-case basis after giving due regard to all relevant facts and cir-
cumstances. The violation, failure or inadequacy of performance may
be imputed to an affiliate when the affiliate knew or should have
known of the provider’s actions.

(E) Suspension or termination of any provider shall preclude the
provider from participation in the Medicaid program, either person-
ally or through claims submitted by any clinic, group, corporation or
other association to the single state agency or its fiscal agents for any
services or supplies provided under the Medicaid program except for
those services or supplies provided prior to the suspension or termi-
nation.

(F) No clinic, group, corporation or other association which is a
provider of services shall submit claims for payment to the single
state agency or its fiscal agents for any services or supplies provided
by, or under the supervision of, a person within the organization who
has been suspended or terminated from participation in the Medicaid
program except for those services or supplies provided prior to the
suspension or termination.

(G) When the provisions of the previously mentioned are violated
by a provider of services which is a clinic, group, corporation or
other association, the single state agency may suspend or terminate
the organization, the individual person, or both, within the organi-
zation who knew or should have known of the violation.

(H) When a provider has been sanctioned, the single state agency
shall notify, as appropriate, the applicable professional society, board
of registration or licensure, federal and state agencies of the finding
made and the sanctions imposed.

(I) Where a provider’s participation in the Medicaid program has
been suspended or terminated, the single state agency shall notify the
county offices of the suspensions or terminations.

(J) Except where termination has been imposed, a provider who
has been sanctioned may be required to participate in a provider edu-
cation program as a condition of continued participation. Provider
education programs may include:

1. Telephone and written instructions;
2. Provider manuals and workshops;
3. Instruction in claim form completion;
4. Instruction on the use and format of provider manuals;
5. Instruction on the use of procedure codes;
6. Key provisions of the Medicaid program;
7. Instruction on reimbursement rates; and
8. Instruction on how to inquire about coding or billing prob-

lems.
(K) Providers that have been suspended from the Missouri

Medicaid program under subsections [(3)](4)(B) and (C) may be
reenrolled in the Medicaid program upon expiration of the period of
suspension from the program after making satisfactory assurances of
future compliance. Providers that have been terminated from the
Missouri Medicaid program under subsection [(3)](4)(B) may be
reenrolled in the program at the sole discretion of the single state
agency and only after providing satisfactory evidence that the past
cause for termination has ceased and that future participation is war-
ranted.

[(5)](6) Amounts Due the Department of Social Services From a
Provider.

Page 1349
June 15, 2005
Vol. 30, No. 12 Missouri Register



(A) If there exists an amount due the Department of Social
Services from a provider, the single state agency shall notify the
provider or the provider’s representative of the amount of the over-
payment. If the amount due is not sooner paid to the Department of
Social Services by or on behalf of the provider, the single state
agency, forty-five (45) days from the date the provider receives the
notice, established by a signed receipt of delivery, may take appro-
priate action to collect the overpayment. The single state agency may
recover the overpayment by withholding from current Medicaid reim-
bursement. The withholding may be taken from one (1) or more pay-
ments until the funds withheld in the aggregate equal the amount due
as stated in the notice.

(B) When a provider receives notice, established by a signed
receipt of delivery, of an overpayment and the amount due is in
excess of one thousand dollars ($1,000), the provider, within ten (10)
days of the notice, may submit to the single state agency a plan for
repayment of forty percent (40%) of the overpayment amount and
request that the plan be adopted and adhered to by the single state
agency in collecting the overpayment. No repayment plans will be
considered for the first sixty percent (60%) of the overpayment
amount. If this repayment plan is timely received from a provider,
the single state agency shall consider the proposal, together with all
the facts and circumstances of the case and reject, accept or offer to
accept a modified version of the provider’s plan for repayment. The
single state agency shall notify the provider of its decision within ten
(10) days after the proposal is received. If no plan for repayment is
agreed upon within thirty (30) days after the provider receives notice
of the overpayment, the Medicaid agency may take appropriate action
to collect the balance of the amount due.

(C) If a plan agreed to and implemented under provisions of sub-
section [(5)](6)(B) for repayment of amounts due the Department of
Social Services from a provider is breached, discontinued or other-
wise violated by a provider, the single state agency, immediately
upon the next payment to the provider, may begin to withhold pay-
ments or portions of payments until the entire amount due has been
collected.

(D) Repayment or an agreement to repay amounts due the
Department of Social Services by a provider shall not prevent the
imposition of any sanction by the single state agency upon the
provider.

AUTHORITY: section 208.201, RSMo [Supp. 1987] 2000. This
rule was previously filed as 13 CSR 40-81.160. Original rule filed
Sept. 22, 1979, effective Feb. 11, 1980. For intervening history,
please consult the Code of State Regulations.  Amended:  Filed May
16, 2005.

PUBLIC COST: This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Office of the Director, Division of Medical Services, 615 Howerton
Court, Jefferson City, MO 65109.  To be considered, comments must
be received within thirty (30) days after publication in the Missouri
Register.  If to be hand-delivered, comments must be brought to the
Division of Medical Services at 615 Howerton Court, Jefferson City,
Missouri.  No public hearing is scheduled.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services

Chapter 4—Conditions of Recipient Participation,
Rights and Responsibilities

PROPOSED AMENDMENT

13 CSR 70-4.050 Copayment and Coinsurance for Certain
Medicaid-Covered Services.  The division is amending sections (1),
(3), (6), (8), (9), (10), (11), (12) and deleting section (7) and adding
four (4) new sections (13), (14), (15) and (16).

PURPOSE: This proposed amendment changes the copayment due
from Medicaid recipients for physician-related services and hospital
outpatient clinic or emergency room services.

(1) Recipients eligible to receive Missouri Medicaid services under
certain program areas shall be required to pay a small portion of the
costs of the services. The services to be affected by the copayment
or coinsurance requirements are— 

(F) Hospital [O]outpatient [hospital] clinic/emergency room ser-
vices; and 

(G) All [P]physician-related services [rendered in a hospital
outpatient clinic or emergency room]. 

(3) Copayment charged shall be in accordance with 42 CFR 447.54
and, applicable to the services described in subsections (1)(A), (B)
(excepting dentures), (C) [and], (D), and (G), based on the follow-
ing schedule:

Medicaid Payment Recipient
for Each Item of Copayment
Service Amount
$[10.99] 10 or less $0.50
$[11.00] 10.01–$25[.99] $1.00
$[26.00] 25.01–$50[.99] $2.00
$[51.00] 50.01 or more $3.00

(6) Copayment to be charged for hospital outpatient clinic or emer-
gency room services shall be [two dollars ($2)] three dollars ($3)
for each date of service on which the recipient receives, either one
(1) or both, outpatient clinic or emergency room services.

[(7) Co-payment to be charged for physician services provid-
ed in a hospital outpatient clinic or emergency room shall be
one dollar ($1) for each date of service on which the recip-
ient receives these services.] 

[(8)](7) [With noted exceptions, t]The following exemptions
apply to the copayment requirement [apply to the services] for
services described in subsections (1)(A)–(G):

(A) Services provided [on or after December 1, 1984] to
recipients under [eighteen (18)] nineteen (19) years of age; 

(B) Services to recipients residing within a skilled nursing home,
an intermediate care nursing home, a residential care home, an adult
boarding home or a psychiatric hospital;

(C) Services to recipients who have both Medicare and Medicaid
entitlement if Medicare covers the service and provides payment for
it; 

(D) Emergency or transfer inpatient hospital admissions; 
(E) Emergency services provided in an outpatient clinic or emer-

gency room, [such as—heart attack, hemorrhaging, poison-
ing, concussion, bone fractures or stroke] after the sudden
onset of a medical condition manifesting itself by acute symptoms
of sufficient severity (including severe pain) that the absence of
immediate medical attention could reasonably be expected to
result in:

1. Placing the patient’s health in serious jeopardy;
2. Serious impairment to bodily functions; or
3. Serious dysfunction of any bodily organ or part;

(F) Certain therapy services (physical therapy, chemotherapy, radi-
ation therapy, psychotherapy and chronic renal dialysis) except when
provided as an inpatient hospital service;  

(G) Family planning services; 

Page 1350 Proposed Rules
June 15, 2005

Vol. 30, No. 12



Page 1351
June 15, 2005
Vol. 30, No. 12 Missouri Register

(H) Services provided to pregnant women [which are directly
related to the pregnancy or a complication of the pregnan-
cy];

(I) Services provided to foster care recipients; [and]
(J) Services identified as medically necessary through an Early

Periodic Screening, Diagnosis and Treatment (EPSDT) screen [ser-
vices.]; and

(K) Services provided through MC+ Managed Care
Contracts.

[(9)] (8) Providers are responsible for collecting the copayment or
coinsurance amounts from individuals.  The medical assistance
program shall not increase its reimbursement to a provider to
offset an uncollected copayment from a recipient.  A provider
shall collect a copayment from a recipient at the time each ser-
vice is provided or at a later date.  Providers of services as
described in this rule and as subject to a copayment or coinsurance
requirement may not deny or reduce services otherwise eligible for
Medicaid benefits on the basis of the recipient’s inability to pay the
due copayment or coinsurance amount when charged.  

[(10)] (9) A recipient’s inability to pay a required coinsurance or
copayment amount, as due and charged when a service is delivered,
in no way shall extinguish the recipient liability to pay the due
amount or prevent a provider from attempting to collect a copay-
ment. 

[(11)] (10) Participation privileges in the Medicaid program shall be
limited to providers who accept, as payment in full, the amounts paid
by the state agency plus any coinsurance or copayment amount
required of the recipient.

[(12)] (11) Providers of services in the program areas named must
charge copayment or coinsurance as specified at the time the service
is provided to retain their participation privileges in the Missouri
Medicaid program. 

[(13)] (12) Providers must maintain records of copayment or coin-
surance amounts for five (5) years and must make those records
available to the Department of Social Services upon request. 

(13) If it is the routine business practice of a provider to discon-
tinue future services to an individual with uncollected debt, the
provider may include uncollected copayments under this prac-
tice.

(14) A provider shall give a Medicaid recipient a reasonable
opportunity to pay an uncollected copayment.

(15) A provider shall give a Medicaid recipient with uncollected
debt advanced notice and a reasonable opportunity to arrange
care with a different provider before services can be discontin-
ued.

(16)  If a provider is not willing to provide services to a recipient
with uncollected copayments and the requirements of this regu-
lation have been met, the provider may discontinue future ser-
vices to an individual with uncollected copayments.  In accor-
dance with 42 Code of Federal Regulations (CFR) 431.51, a recip-
ient may obtain services from any qualified provider who is will-
ing to provide services to that particular recipient and accept
their ability/inability to pay the required copayments.

AUTHORITY: sections [207.020] 208.152, RSMo Supp. 2004,
208.201, RSMo [1986] 2000 and 208.215 as enacted by the 93rd
General Assembly. This rule was previously filed as 13 CSR 40-
81.054. Emergency rule filed Oct. 21, 1981, effective Nov. 1, 1981,
expired Feb. 10, 1982. Original rule filed Oct. 21, 1981, effective

Feb. 11, 1982. Emergency amendment filed Jan. 21, 1983, effective
Feb. 1, 1983, expired May 11, 1983. Amended: Filed Jan. 21, 1983,
effective May 12, 1983. Amended: Filed Aug. 14, 1984, effective
Nov. 11, 1984.  Amended:  Filed May 16, 2005.

PUBLIC COST: This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will cost private entities
approximately twenty-three (23) million dollars based on state fiscal
year 2004 utilization.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Office of the Director, Division of Medical Services, 615 Howerton
Court, Jefferson City, MO 65109.  To be considered, comments must
be received within thirty (30) days after publication of this notice in
the Missouri Register.  If to be hand-delivered, comments must be
brought to the Division of Medical Services at 615 Howerton Court,
Jefferson City, Missouri.  No public hearing is scheduled.
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Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services

Chapter  4—Conditions of Recipient Participation, 
Rights and Responsibilities

PROPOSED RULE

13 CSR 70-4.110  Placement of Liens on Property of Certain
Institutionalized Medicaid Eligible Persons

PURPOSE: This rule implements the guidelines for placement of
liens on the property of certain institutionalized Medicaid eligible
persons, in accordance with the authority given to states in the Tax
Equity and Fiscal Responsibility Act of 1982 (TEFRA), as amended.

(1) When an applicant for Medicaid or a Medicaid recipient is a
patient, or will become a patient, in a nursing facility, intermediate
care facility for the mentally retarded, or other medical institution,
the Department of Social Services will determine if the placement of
a lien against the property of the applicant or recipient is applicable.
A lien is imposed on the property of an individual, in accordance
with the authority given states in the Tax Equity and Fiscal
Responsibility Act of 1982 (TEFRA), when:

(A) The Medicaid recipient is or has made application to become
a patient in a nursing facility, intermediate care facility for the men-
tally retarded, or other medical institution, if such individual is
required, as a condition of receiving services in such institution, to
spend for costs of medical care all but a minimal amount of his
income required for personal needs;

(B) The institutionalized Medicaid recipient owns property.
Property includes the homestead and all other real property in which
the person has a sole legal interest or a legal interest based upon co-
ownership of the property which is the result of a transfer of proper-
ty for less than fair market value within thirty-six (36) months prior
to the person entering the nursing facility;

(C) The department has determined after notice and opportunity
for hearing that there is no reasonable expectation that the person can
be discharged from the facility within one hundred twenty (120) days
and return home.  The hearing, if requested, will proceed under the
provision of Chapter 536, RSMo, before a hearing officer designat-
ed by the director of the Department of Social Services.  The fact that
there is no reasonable expectation that the person can be discharged
from the facility within one hundred twenty (120) days and return
home may be substantiated by one (1) of the following:

1. Applicant/recipient states in writing that he/she does not
intend to return home within one hundred twenty (120) days;

2. Applicant/recipient has been in the institution for longer than
one hundred twenty (120) days; and

3. A physician states in writing that the applicant/recipient can-
not be expected to be discharged within one hundred twenty (120)
days of admission; and

(D) A lien is imposed on the property unless one (1) of the fol-
lowing persons lawfully resides in the property:

1.  The institutionalized person’s spouse;
2. The institutionalized person’s child who is under twenty-one

(21) years of age or is blind or permanently and totally disabled;
3. The institutionalized person’s sibling who has an equity inter-

est in the property and who was residing in such individual’s home
for a period of at least one (1) year immediately before the date of
the individual’s admission to the institution.

(2) After determining the applicability of the lien, the Medicaid
recipient is given an Explanation of TEFRA Lien.  A person who
objects to the imposition of a lien is ineligible for medical assistance.
Ineligibility is based on the person’s objection without good cause to
the imposition of the lien, which impedes the department’s ability to
implement its lien requirements.

(3) The director of the department or the director’s designee will file
for record, with the recorder of deeds of the county in which any real
property is situated, a written Certificate of TEFRA Lien.  The lien
will contain the name of the Medicaid recipient and a description of
the property.  The recorder will note the time of receiving such
notice and will record and index the certificate of lien in the same
manner as deeds of real estate are required to be recorded and
indexed.  The county recorder shall be reimbursed by presenting a
statement showing the number of certificates and releases filed each
calendar quarter to the Department of Social Services.

(4) The TEFRA lien will be for the debt due the state for medical
assistance paid or to be paid on behalf of the Medicaid recipient.
The amount of the lien will be for the full amount due the state at the
time the lien is enforced.  Fees paid to county records of deeds for
filing of the lien will be included in the amount of the lien.

(5) The TEFRA lien does not affect ownership interest in a proper-
ty until it is sold, transferred, or leased, or upon the death of the
individual, at which time the lien must be satisfied.

(6) The lien will be dissolved in the event the individual is discharged
from the institution and returns home.  A Notice of TEFRA Lien
Release will be filed within thirty (30) days with the recorder of
deeds of the county in which the original Certificate of TEFRA Lien
was filed.

AUTHORITY: sections 208.201, RSMo 2000 and 208.215 as enacted
by the 93rd General Assembly.  Original rule filed May 16, 2005. 

PUBLIC COST: This proposed rule will not cost state agencies or
political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST:  This proposed rule will cost private entities (med-
ical assistance) less than one hundred thousand dollars ($100,000)
in the aggregate over the first two (2) years of the life of the rule.  In
following years the medical assistance program will recover approx-
imately one (1) million dollars a year from property with these liens.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Office of
the Director, Division of Medical Services, 615 Howerton Court,
Jefferson City, MO 65109.  To be considered, comments must be
received within thirty (30) days after publication of this notice in the
Missouri Register.  If to be hand-delivered, comments must be
brought to the Division of Medical Services at 615 Howerton Court,
Jefferson City, Missouri.  No public hearing is scheduled.
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Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services

Chapter 5—Nonemergency Medical Transportation
Services

PROPOSED RULE 

13 CSR 70-5.010  Nonemergency Medical Transportation
(NEMT) Services

PURPOSE:  This rule establishes the criteria by which the medical
assistance program (Medicaid) reimburses expenses for  nonemer-
gency medically necessary transportation if a recipient does not have
access to transportation services that are available free of charge.

(1) The Missouri Medical Assistance program (Medicaid) or its con-
tractor reimburses eligible recipients or nonemergency medical trans-
portation (NEMT) providers for medically necessary transportation
only if a recipient does not have access to transportation services that
are available free of charge.

(A) The recipient must have an appointment for any medical treat-
ment that is approved by the Division of Medical Services.

(B) Alternative transportation services that may be provided free
of charge include volunteers, relatives, designated legal representa-
tive, individual involved in the resident’s care, or transportation ser-
vices provided by nursing facilities or other residential centers.
Recipients must certify in writing that they do not have access to free
transportation.

(2) Medicaid eligible residents of a nursing facility are not provided
nonemergency transportation services by the Medicaid
Nonemergency Transportation Program.  Nursing facilities must pro-
vide nonemergency transportation to meet the medical needs of the
resident, for example, visits to physicians or other medical providers.

(3) Nonemergency medical transportation is not available to a phar-
macy.

(4) Medicaid reimburses the most appropriate and least costly trans-
portation alternative suitable for the recipient’s medical condition.  If
a recipient can use private vehicles or less costly public transporta-
tion, those alternatives must be used before recipients can use more
expensive transportation alternatives.

AUTHORITY: section 208.201, RSMo 2000.  Original rule filed May
16, 2005.

PUBLIC COST: This proposed rule will not cost state agencies or
political subdivisions more than five hundred dollars ($500) in the
aggregate.

PRIVATE COST: This proposed rule will not cost private entities
more than five hundred dollars ($500) in the aggregate.

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed rule with the Office of
the Director, Division of Medical Services, 615 Howerton Court,
Jefferson City, MO 65109.  To be considered, comments must be
received within thirty (30) days after publication of this notice in the
Missouri Register.  If to be hand-delivered, comments must be
brought to the Division of Medical Services at 615 Howerton Court,
Jefferson City, Missouri.  No public hearing is scheduled.

Title 19—DEPARTMENT OF HEALTH
AND SENIOR SERVICES

Division 73—Board of Nursing Home Administrators
Chapter 2—General Rules

PROPOSED AMENDMENT

19 CSR 73-2.050 Renewal of Licenses. The board proposes to
amend sections (2) and (3), add a new section (4), and renumber sec-
tions (4) and (5).

PURPOSE:  This proposed amendment revises the license renewal
auditing process, removes the requirement for prior approval on pro-
grams held in another state, and increases the number of clock hours
awarded for serving as a preceptor.

(2)  Licensees seeking renewal shall, during the month of May of
each year, file an application for renewal on a form furnished by the
board, and shall submit a renewal fee of fifty dollars ($50) made
payable to the Department of Health and Senior Services.
Information provided in the application shall be given under oath
and include evidence that the licensee has completed, during the
reporting period, twenty (20) clock hours of board-approved con-
tinuing education.  A minimum of five (5) clock hours must be in
patient-care related offerings, as defined in 19 CSR 73-
2.031(2)(A)–(F).   The reporting period will cover fifteen (15)
months that begins on April 1, of the preceding licensure year
and ends on June 30, of the current licensure year.  Continuing
education hours earned at a single program cannot be split or
used to renew in two (2) different reporting periods.     

(3) [As a requirement for renewal of license, a licensee shall
provide the board, on the annual application form for license
renewal, satisfactory evidence of twenty (20) clock hours of
board-approved continuing education obtained during the
current licensure year or carried from the preceding year.  A
minimum of five (5) clock hours must be in patient-care
related offerings, as defined in 19 CSR 73-2.031(2)(A)–(F)
and must be obtained during the current licensure year.]
Licensees must maintain proof of having completed the number
of continuing education hours claimed at the time of renewal and
shall, upon request of the board, make that proof available for
audit to verify completion of the number and validity of hours
claimed.  Documentation to prove completion of continuing edu-
cation hours must be maintained by each licensee for four (4)
years from the last day of the licensure year in which the hours
were earned.

(A) A minimum of fifteen (15) clock hours toward the twenty (20)
required shall be obtained through attendance at board-approved con-
tinuing education programs or academic courses, as defined in 19
CSR 73-2.031(2)(A)–(K), and must meet the following criteria: 

1.  Be [prior] approved by the board.  In the case of academic
courses, the licensee must submit a course description from the col-
lege for board review.  A maximum of five (5) clock hours per
semester hour may be approved by the board.  Upon successful com-
pletion of the course (grade of “C” or above), an official [copy of
the] transcript or grade report must be submitted to the board
office, upon request, as verification of course completion; 

2.  Be offered by a registered training agency approved by the
board or a single offering provider (as outlined in 19 CSR 73-2.060);

3.  [Programs held out-of-state, may be considered for
prior approval by the board upon submission of the follow-
ing information:

A.  Evidence that the program has been] Be approved
by another state licensure board for nursing home administrators or
by the National Continuing Education Review Service (NCERS)
under the National Association of Boards (NAB); [and

B.  A brochure or other detailed information from the
program which must include: offering title, date and loca-
tion; program objectives; speaker credentials; and a detailed
agenda.]

(B) A maximum of five (5) clock hours toward the twenty (20)
required may be obtained as follows:

1.  For the purposes of this subsection, the following definitions
shall apply:
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A.  Referred publication—a publication that undergoes an
anonymous review process that determines whether or not the article
will be published; and

B.  National health-care publication—a publication that is—
(I) Published by a health-care association whose mission

statement/bylaws indicate its scope is national;
(II) Mailed nationwide; and
(III) Addressing content contained within the long-term

care core of knowledge outlined in 19 CSR 73-2.031(2)(A)–(K); 
2.  Publishing health-care related articles of at least fifteen hun-

dred (1,500) words shall be granted—
A.  Five (5) clock hours if article appears in a national health-

care referred publication;
B.  Four (4) clock hours if article appears in a regional

health-care referred publication;
C.  Three (3) clock hours if article appears in a state health-

care referred publication;
D.  Two (2) clock hours if article appears in a national health-

care publication; and
E.  One (1) clock hour if article is published.

3.  Serving as a registered preceptor for an applicant who has
been required by the board to complete an internship as described in
19 CSR 73-2.031.  One (1) clock hour per full month as a precep-
tor shall be granted with a maximum of [five (5)] ten (10) clock
hours per internship; and

4.  An administrator lecturing at a board-approved seminar may
receive credit equal to each hour or quarter hour of presentation time
with a maximum of three (3) hours credit earned per licensure year.
This credit may be in addition to actual hours of attendance at the
seminar but credit shall be granted for only one (1) presentation of
the same seminar

[(E)  Licensees making application for renewal of license
shall be responsible for filing evidence of continuing educa-
tion clock hours with the executive secretary BEFORE the
renewal application is approved by the board.  The evidence
submitted may be subject to audit and review by the board
and additional documentation may be requested.  To facili-
tate submission of any additional evidence to the board prior
to expiration of licenses June 30, all renewal forms must be
completed and received by the executive secretary prior to
May 30.  Information provided in the application shall be
given under oath.

(F) Up to a maximum of fifteen (15) excess clock hours
from subsection (2)(A), of continuing education may be car-
ried forward to apply toward the renewal of license in the fol-
lowing year.  However, the five (5) clock hours required in
patient-care related offerings described in section (2) of this
rule MUST be applied in the current year.  Any excess hours
will NOT be used to meet the next year’s requirement of five
(5) clock hours in patient-care related offerings.]

(4) The board shall annually select on a random basis at least five
percent (5%) of the licensees applying for renewal to have their
claims of continuing education hours audited for compliance with
board requirements.  A licensee will be notified by mail when a
renewal application has been selected for audit and will have up
to thirty (30) days to provide copies of all certificates of atten-
dance and other documentation supporting the continuing edu-
cation clock hours claimed on the renewal application.  Nothing
in this section shall prevent the board from requiring any indi-
vidual licensee to provide evidence satisfactory to the board of
having completed the continuing education hours required for
license renewal.  Failure to provide proof of continuing education
hours as reported on the renewal application or submission of fal-
sified records can be cause for discipline pursuant to section
344.050.2., RSMo.    

[(4)](5) If an incomplete application is received by the board prior
to May 30, the board shall grant the licensee a thirty (30)-day exten-
sion if needed effective May 31.  If an incomplete application is
received by the board between May 31 and June 30, the board shall
grant the licensee a thirty (30)-day extension, if needed, effective the
date the incomplete application is received.  An incomplete applica-
tion shall not include an application that lacks completion of the con-
tinuing education requirements prior to June 30.  The licensee shall
submit a completed application within the thirty (30)-day period or
the board may refuse to renew the license.  The notarized renewal
application, fee and supporting documentation must all be submitted
to the board office prior to June 30 to avoid the late penalty fee of
twenty-five dollars ($25). 

[(5)] (6) When the required information, documentation and fee are
received and approved by the board within the specified time period,
the board shall issue the annual license.

AUTHORITY: section 344.070, RSMo 2000. This rule was previous-
ly filed as 13 CSR 73-2.050. Original rule filed May 13, 1980, effec-
tive Aug. 11, 1980. For intervening history, please consult the Code
of State Regulations.  Amended: Filed May 16, 2005.

PUBLIC COST: This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will not cost private enti-
ties more than five hundred dollars  ($500) in the aggregate.  

NOTICE TO SUBMIT COMMENTS: Anyone may file a statement in
support of or in opposition to this proposed amendment with the
Board of Nursing Home Administrators, Diana Love, Executive
Secretary, PO Box 570, 912 Wildwood, Jefferson City, MO 65102.  To
be considered, comments must be received within thirty (30) days
after publication of this notice in the Missouri Register.  No public
hearing is scheduled.

Title 20—DEPARTMENT OF INSURANCE
Division 400—Life, Annuities and Health

Chapter 3—Medicare Supplement Insurance

PROPOSED 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 also amend-
ing Appendix A, Appendix B and Appendix C of this rule. The
department is deleting section (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 neces-
sary to remain consistent with minimum federal standards applicable
to Medicare Supplement Insurance. 

(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;
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(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)](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
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:

1. Home office and overhead costs;
2. Advertising costs;
3. Commissions and other acquisition costs;
4. Taxes;
5. Capital costs;
6. Administrative costs; and
7. 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.

(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 outpa-
tient 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 physi-
cian 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 certifi-
cate for any reason other than nonpayment of premium or material
misrepresentation.

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) Offer 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 cover-
age to all persons covered under the old group policy on its date of
termination. Coverage under the new group policy shall not result in
any exclusion for preexisting conditions that would have been covered
under the group policy being replaced.

6. Termination of a Medicare 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 considered 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 physi-
cian 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. 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 cover-
age to all persons covered under the old group policy on its date of
termination. 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 max-
imum benefits. Receipt of Medicare Part D benefits will not be
considered in determining a continuous loss.

7.
A. A Medicare supplement policy or certificate shall provide

that benefits and 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;
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(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

(III) 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 [All 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 avail-
able 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 per-
cent (100%) of the Medicare Part A eligible expenses for hospital-
ization 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 life-
time 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
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
during the first sixty (60) consecutive days of each trip outside the
United States, subject to a calendar year deductible of two hundred
fifty dollars ($250), and a lifetime maximum benefit of fifty thou-
sand dollars ($50,000). For purposes of this benefit, “emergency
care” shall mean care needed immediately because of an injury or an
illness 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 physi-
cal examination that may include tests and services from subpara-
graph B. and patient education to address preventive health care mea-
sures;

[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:

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

(II) Mammogram;
(III) 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;
(VII) Diabetes screening;]

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

C. Influenza vaccine administered at any appropriate time
during the year and tetanus and diphtheria booster as medically
appropriate; and

[D. Any other tests or preventive measures deter-
mined 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;
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(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.

(III) 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
(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.I. 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.
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(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)(C)1., 2., 3. and 8. respectively.

4. Standardized Medicare supplement benefit plan “D” shall
include 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, medically necessary emergency care in foreign
country and the at-home recovery benefit as defined in paragraphs
(6)(C)1., 2., 8. and 10. respectively.

5. Standardized Medicare supplement benefit plan “E” shall
include only the 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)(C)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)(C)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”
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,
medically necessary emergency care in a foreign country, preventive
medical care benefit and at-home recovery benefit as defined in para-
graphs (6)(C)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
section.

(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;
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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
included in the Medicare Select policy or certificate being replaced.
For the purposes of this paragraph, a significant benefit means cov-
erage for the Medicare Part A deductible, [coverage for prescrip-
tion 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
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
included in the Medicare Select policy or certificate being replaced.
For the purposes of this paragraph, a significant benefit means cov-
erage for the Medicare Part A deductible, [coverage for prescrip-
tion 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 dis-
criminate between persons entitled to enroll in the policy form num-
ber 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 num-
ber, or certificate 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 calculation 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,
during the open enrollment periods described in subsection (B) of
this section, of a Medicare supplement insurance policy or certifi-
cate.

(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 supple-
ment insurance carrier.
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(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
policy described in subsection [(C)](E) of this section that is offered
and is available for issuance to new enrollees by the issuer, shall not
discriminate in the pricing of such a Medicare supplement policy
because of health status, claims experience, receipt of health care, or
medical condition, and shall not impose an exclusion of benefits
based on a preexisting condition under such a 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 individ-
ual’s enrollment with such provider if such individual were
enrolled in a MedicareAdvantage 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;

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 violat-
ed 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 bene-
fits 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;

3.
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)5.A. is terminated by the enrollee during any period within
the first twelve (12) months of such subsequent enrollment (during
which the enrollee is 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 B],
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 termi-
nated involuntarily, the guaranteed issue period begins on the
date that the individual receives a notice of termination and ends
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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)5. 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)5.

of this section (or deemed to be so described, pursuant to this
paragraph) whose enrollment with an organization or provider
described in subparagraph (B)5.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
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 sec-
tion, no enrollment of an individual with an organization or
provider described in subparagraph (B)5.A. of this section, or
with a plan or in a program described in paragraph (B)6. of this
section, may be deemed to be an initial enrollment under this
paragraph after the two (2)-year period beginning on the date on
which the individual first enrolled with such an 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 sub-
section;

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

(II) 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.]2. 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

section because of which an individual loses coverage or benefits due
to the termination of a contract or agreement, policy, or plan, the
organization that terminates the contract or agreement, the issuer ter-
minating the policy, or the administrator of the plan being terminat-
ed, 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
premiums for the period and in accordance with accepted actuarial
principles and practices. Incurred health care expenses where cov-
erage is provided by a health maintenance organization shall not
include:
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(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,
1996] 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
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, [1998] 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.

[(B)](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 availabil-
ity 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
(III) 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
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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 calcu-
lated under the new methodology are not actuarially equivalent to the
old rates, the change in rating structure or methodology will be con-
sidered a discontinuance under subparagraph (13)[(D)](E)1.A.  The
actuarial equivalency of rates must be determined by a comparison of
weighted average premium rate under the old and the new methodol-
ogy, except in the case of a change between attained-age and issue-
age rating where the actuarial equivalency of the rates will be deter-
mined from a comparison of actuarial present value of lifetime pre-
miums 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 com-
bined 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.

[(F)](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 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;
F. 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
calendar year of issue the following data by duration:  incurred
claims and earned premium;  resultant loss ratio; and life-years. The
durational split may be either by policy or certificate duration, cal-

endar 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 fil-
ing 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
beginning 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). 
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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
judgment, the following items are true with respect to the documen-
tation 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;

F.  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. 

(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 acknowledge-
ment of receipt of the Guide shall be obtained by the issuer. Direct
response issuers shall deliver the Guide to the applicant upon request
but not later than at the time the policy is delivered.

B. For the purposes of this section, “form” means the language,
format, type size, type proportional spacing, bold 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 applica-
tion 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 accom-
pany 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
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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 cov-
erage in the order prescribed below. 

PUBLISHER’S NOTE: The forms included with this proposed
amendment are printed with the emergency amendment on pages
1231–1271 of this issue of the Missouri Register.

[(D)](E) Notice Regarding Policies or Certificates Which Are Not
Medicare Supplement Policies.

1. Any accident and sickness insurance policy or certificate,
other than a Medicare supplement policy, a policy issued pursuant to
a contract under section 1876 of the Federal Social Security Act (42
U.S.C. 1395 et seq.), disability income policy; or other policy iden-
tified in subsection (1)(B) of this rule, issued for delivery in this state
to persons eligible for Medicare shall notify insureds under the pol-
icy that the policy is not a Medicare supplement policy or certificate.
The notice shall either be printed or attached to the first page of the
outline of coverage delivered to insureds under the policy, or if no
outline of coverage is delivered, to the first page of the policy, or cer-
tificate delivered to insureds. The notice shall be in no less than
twelve (12)-point type and shall contain the following language:
“THIS [POLICY OR CERTIFICATE] IS NOT A MEDICARE SUP-
PLEMENT [POLICY OR CONTRACT]. If you are eligible for
Medicare, review the Guide to Health Insurance for People with
Medicare available from the company.”

2. Applications provided to persons eligible for Medicare for
the health insurance policies or certificates described in paragraph
[(D)](E)1. of this section shall disclose, using the applicable state-
ment in Appendix C, included herein, the extent to which the poli-
cy duplicates Medicare. The disclosure statement shall be provided
as a part of, or together with, the application for the policy or cer-
tificate. 

(16) Requirements for Application Forms and Replacement
Coverage.

(A) Application forms shall include the following questions
designed to elicit information as to whether, as of the date of the
application, the applicant currently has [another] Medicare supple-
ment, MedicareAdvantage, Medicaid coverage, or [other] anoth-
er health insurance policy or certificate in force or whether a
Medicare supplement policy or certificate is intended to replace any
other accident and sickness policy or certificate presently in force. A
supplementary application or other form to be signed by the appli-
cant and [agent] insurance producer containing such questions and
statements may be used.

Statements:
1. You do not need more than one Medicare supplement policy.
2. If you purchase this policy, you may want to evaluate your

existing health coverage and decide if you need multiple coverages. 
3. You may be eligible for benefits under Medicaid and may not

need a Medicare supplement policy.
4. If, after purchasing this policy, you become eligible for

Medicaid, [T]the benefits and premiums under your Medicare sup-
plement policy can be suspended, if requested, during your entitle-
ment to benefits under Medicaid for twenty-four (24) months. You
must request this suspension within ninety (90) days of becoming eli-
gible for Medicaid. If you are no longer entitled to Medicaid, your
suspended Medicare supplement policy (or, if that is no longer
available, a substantially equivalent policy) will be reinstituted if
requested within ninety (90) days of losing Medicaid eligibility. If

the Medicare supplement policy provided coverage for outpatient
prescription drugs and you enrolled in Medicare Part D while
your policy was suspended, the reinstituted policy will not have
outpatient prescription drug coverage, but will otherwise be sub-
stantially equivalent to your coverage before the date of the sus-
pension.

5. If you are eligible for, and have enrolled in a Medicare
supplement policy by reason of disability and you later become
covered by an employer or union-based group health plan, the
benefits and premiums under your Medicare supplement policy
can be suspended, if requested, while you are covered under the
employer or union-based group health plan. If you suspend your
Medicare supplement policy under these circumstances, and later
lose your employer or union-based group health plan, your sus-
pended Medicare supplement policy (or, if that is no longer avail-
able, a substantially equivalent policy) will be reinstituted if
requested within ninety (90) days of losing your employer or
union-based group health plan. If the Medicare supplement pol-
icy provided coverage for outpatient prescription drugs and you
enrolled in Medicare Part D while your policy was suspended, the
reinstituted policy will not have outpatient prescription drug cov-
erage, but will otherwise be substantially equivalent to your cov-
erage before the date of suspension.

[5.]6. Counseling services may be available in your state to pro-
vide advice concerning your purchase of Medicare supplement insur-
ance and concerning medical assistance through the state Medicaid
program, including benefits as a Qualified Medicare Beneficiary
(QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

Questions:
[To the best of your knowledge,
1. Do you have another Medicare supplement policy or

certificate in force?
A. If so, with which company?
B. If so, do you intend to replace your current

Medicare supplement policy with this policy [certificate]?
2. Do you have any other health insurance coverage that

provides benefits similar to this Medicare supplement policy?
A. If so, with which company?
B. What kind of policy?

3. Are you covered for medical assistance through the
state Medicaid program:

A. As a Specified Low-Income Medicare Beneficiary
(SLMB)?

B. As a Qualified Medicare Beneficiary (QMB)?
C. For other Medicaid medical benefits?]

If you lost or are losing other health insurance coverage and
received a notice from your prior insurer saying you were eligible
for guaranteed issue of a Medicare supplement insurance policy,
or that you had certain rights to buy such a policy, you may be
guaranteed acceptance in one or more of our Medicare supple-
ment plans.  Please include a copy of the notice from your prior
insurer with your application. PLEASE ANSWER ALL QUES-
TIONS.

(Please mark Yes or No below with an “X”)

To the best of your knowledge,

(1)
(a) Did you turn age 65 in the last 6 months?

Yes____   No____
(b) Did you enroll in Medicare Part B in the last 6

months?

Yes____   No____
(c) If yes, what is the effective date? _______________
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(2) Are you covered for medical assistance through the state
Medicaid program?

[NOTE TO APPLICANT:  If you are participating in a “Spend-
down Program” and have not met your “Share of Cost,” please
answer NO to this question.]

Yes____   No____

If yes,
(a) Will Medicaid pay your premiums for this Medicare

supplement policy?

Yes____   No____

(b) Do you receive any benefits from Medicaid OTHER
THAN payments toward your Medicare Part B premium?

Yes____   No____

(3)
(a) If you had coverage from any Medicare plan other

than original Medicare  within the past 63 days (for example, a
Medicare Advantage plan, or a Medicare HMO or PPO), fill in
your start and end dates below.  If you are still covered under this
plan, leave “END” blank.

START __/__/__  END  __/__/__

(b) If you are still covered under the Medicare plan, do
you intend to replace your current coverage with this new
Medicare supplement policy?

Yes____   No____

(c) Was this your first time in this type of Medicare
plan?

Yes____   No____

(d) Did you drop a Medicare supplement policy to enroll
in the Medicare plan?

Yes____   No____

(4)
(a)  Do you have another Medicare supplement policy in

force?

Yes____   No____
(b) If so, with what company, and what plan do you

have [optional for Direct Mailers]?
_______________________________________________________

(c) If so, do you intend to replace your current
Medicare supplement policy with this policy?

Yes____   No____

(5) Have you had coverage under any other health insurance
within the past 63 days? (For example, an employer, union, or
individual plan)

Yes____   No____

(a) If so, with what company and what kind of policy?
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________

(b) What are your dates of coverage under the other
policy? If you are still covered under the other policy, leave
“END” blank.

START __/__/__  END  __/__/__

(B) [Agents] Insurance producers shall list any other health
insurance policies they have sold to the applicant.

1. List policies sold which are still in force.
2. List policies sold in the past five (5) years which are no

longer in force.
(D) Upon determining that a sale will involve replacement of

Medicare supplement coverage, any issuer, other than a direct
response issuer, or its [agent] insurance producer, shall furnish the
applicant, prior to issuance or delivery of the Medicare supplement
policy or certificate, a notice regarding replacement of Medicare sup-
plement coverage. One (1) copy of the notice signed by the applicant
and the [agent] insurance producer, except where the coverage is
sold without an [agent] insurance producer, shall be provided to
the applicant and an additional signed copy shall be retained by the
issuer. A direct response issuer shall deliver to the applicant at the
time of the issuance of the policy the notice regarding replacement of
Medicare supplement coverage.

(E) The notice required by subsection (D) above for an issuer shall
be provided in substantially the following form in no less than twelve
(12)-point type:(18) Standards for Marketing.

PUBLISHER’S NOTE: The forms included with this proposed
amendment are printed with the emergency amendment on pages
1274–1275 of this issue of the Missouri Register.

(18) Standards for Marketing.
(A) An issuer, directly or through its producers, shall—
1. Establish marketing procedures to assure that any compari-

son of policies by its [agents or other producers] insurance pro-
ducers will be fair and accurate;

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

3. Display prominently by type, stamp or other appropriate
means, on the first page of the policy the following: “Notice to
buyer: This policy may not cover all of your medical expenses.”;

4. Inquire and otherwise make every reasonable effort to iden-
tify whether a prospective applicant or enrollee for Medicare sup-
plement insurance already has accident and sickness insurance and
the types and amounts of any such insurance; and

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

(B) In addition to the practices prohibited in the Unfair Trade
Practices Act (sections 375.930 to 375.948, RSMo) and the Unfair
Claim Settlement Practices Act (sections 375.1000 to 375.1018,
RSMo), the following acts and practices are prohibited:

1. Twisting. Knowingly making any misleading representation
or incomplete or fraudulent comparison of any insurance policies or
insurers for the purpose of inducing, or tending to induce, any per-
son to lapse, forfeit, surrender, terminate, retain, pledge, assign, bor-
row on, or convert an insurance policy or to take out a policy of
insurance with another insurer;

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

3. Cold lead advertising. Making use directly or indirectly of
any method of marketing which fails to disclose in a conspicuous
manner that a purpose of the method of marketing is solicitation of
insurance and that contact will be made by an insurance [agent] pro-
ducer or insurance company.



(19) Appropriateness of Recommended Purchase and Excessive
Insurance.

(A) In recommending the purchase or replacement of any
Medicare supplement policy or certificate an [agent] insurance pro-
ducer shall make reasonable efforts to determine the appropriateness
of a recommended purchase or replacement.

(C) [Any sale of Medicare supplement insurance to a per-
son enrolled in a Medicare+Choice plan is prohibited.] An
issuer shall not issue a Medicare supplement policy or certificate
to an individual enrolled in Medicare Part C unless the effective
date of the coverage is after the termination date of the individ-
ual’s Part C coverage.

[(23) Effective Date. This rule shall be effective thirty days
after publication in the Missouri Code of State Regulations.]

PUBLISHER’S NOTE: Appendix A, Appendix B and Appendix C that
are included in this proposed amendment are printed with the emer-
gency amendment on pages 1277–1297 of this issue of the Missouri
Register.

Drafting Note:  Insurers insert reference to: outpatient prescrip-
tion drugs and state health insurance assistance program (SHIP)
above when new notices need to be printed after December 31,
2005.

AUTHORITY: section[s] 374.045, [376.864.3, 376.864.4,
376.864.5, 376.879 and 376.886, RSMo Supp. 1998 and
376.874, RSMo 1994] RSMo 2000. Original rule filed Oct. 15,
1998, effective June 30, 1999. Emergency amendment filed May 16,
2005, effective June 1, 2005, expires Feb. 2, 2006. Amended: Filed
May 16, 2005.

PUBLIC COST:  This proposed amendment will not cost state agen-
cies or political subdivisions more than five hundred dollars ($500)
in the aggregate.

PRIVATE COST: This proposed amendment will not cost private enti-
ties more than five hundred dollars ($500) in the aggregate.  

NOTICE OF PUBLIC HEARING AND NOTICE TO SUBMIT COM-
MENTS:  A public hearing will be held on this proposed amendment
at 10 a.m. on July 20, 2005.  The public hearing will be held at the
Harry S Truman State Office Building, Room 530, 301 West High
Street, Jefferson City, Missouri. Opportunities to be heard at the
hearing shall be afforded to any interested person.  Interested per-
sons, whether or not heard, may submit a written statement in sup-
port of or in opposition to the proposed amendment, until 5:00 p.m.
on July 20, 2005. Written statements shall be sent to Stephen R.
Gleason, Department of Insurance, PO Box 690, Jefferson City, MO
65102.  

SPECIAL NEEDS:  If you have any special needs addressed by the
Americans With Disabilities Act, please notify us at (573) 751-6798
or (573) 751-2619 at least five (5) working days prior to the hearing.
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