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

ules filed as emergency rules may be effective not less

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

Il emergency rules must state the period during which

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

Title 133—DEPARTMENT OF SOCIAL SERVICES
Division 35—Children’s Division
Chapter 30—Voluntary Placement Agreement

EMERGENCY RULE

13 CSR 35-30.010 Voluntary Placement Agreement Solely for the
Purpose of Accessing Mental Health Services and Treatment for
Children Under Age Eighteen (18)

PURPOSE: This rule sets forth procedures to be followed to divert
children from Children’s Division (CD) legal custody when a parent
is unable to access or afford clinically indicated mental health ser-
vices for their child and the child otherwise is not the subject of
parental abuse, neglect or abandonment.

EMERGENCY STATEMENT: The division has determined that an
emergency rule is necessary to comply with section 210. 108, RSMo as
enacted by the 92nd General Assembly in HB 1453. The division
finds that an immediate danger to the health, safety and welfare to
the citizens of Missouri exists inasmuch as this action is necessary in
order to ensure that children with mental health needs are able to
access the services that are needed. The division finds that this emer-
gency rule is necessary to preserve a compelling governmental inter-
est in providing access to children who have mental health needs and
otherwise cannot access the services. A proposed rule, which covers
the same material, is published in this issue of the Missouri Register.

233

The scope of this emergency rule is limited to circumstances creating
the emergency and complies with the protections extended in the
Missouri and United States Constitutions. The division believes the
emergency rule is fair to all interested persons and parties under the
circumstances. This emergency rule was filed December 23, 2004,
effective January 2, 2005, expires June 30, 2005.

(1) Parents or legal guardians (parents) who are considering relin-
quishing custody solely for the purpose of accessing clinically indi-
cated mental health services for their child or who otherwise cannot
afford such services shall be referred by the Children’s Division
(CD) or Juvenile Court to the Department of Mental Health (DMH)
or their designee for an assessment of eligibility to enter into a
Voluntary Placement Agreement (VPA).

(2) The Department of Social Services-Children’s Division (DSS-
CD) and the DMH shall develop protocol, policy and procedure to
assess the level and extent of services needed for such children and
to develop criteria for determining whether a child may be appropri-
ate for a VPA in accordance with Chapter 536, RSMo.

(3) If DMH determines pursuant to the procedures, policies, and
protocols as indicated in section (2), above, that the child requires
services that cannot be provided in the home and the parent is cur-
rently unable to access or financially afford the clinically indicated
care the child requires, the parent may enter into a VPA with the
DSS-CD.

(A) A VPA means a written agreement between the DSS-CD and
a parent, legal guardian, or custodian of a child under age eighteen
(18) in need of out-of-home placement, solely because he/she is in
need of mental health treatment and services.

(B) A VPA developed following a DMH assessment and certifi-
cation of appropriateness authorizes the DSS-CD to administer the
placement and care of a child while the parent, legal guardian, or
custodian of the child retains legal custody.

(4) The DSS-CD will authorize the DMH to place the child, admin-
ister the placement, and provide care and treatment for the child
while he/she is under the Voluntary Placement Agreement.

(5) The DMH shall ensure that a child’s placement, under the VPA,
shall be in the most appropriate and least restrictive environment
available for the shortest period of time as clinically indicated.

(6) The VPA shall be effective the date the child is placed.
Voluntary Placement Agreements may be for as short a period as the
parties may agree in the best interests of the child but under no cir-
cumstances shall the total period of time that a child shall remain in
care under a VPA exceed one hundred eighty (180) days. Subsequent
agreements may be entered into, but the total period of placement of
the child under a single VPA or a series of VPAs shall not exceed one
hundred eighty (180) days without the express authorization of the
director of the Children’s Division or his/her designee.

(7) The parents, DMH and DSS-CD shall hold a family support
team meeting to develop a permanency/treatment plan for the child
either prior to or within seventy-two (72) hours of the date of place-
ment of the child pursuant to a VPA. The permanency/treatment plan
shall be completed and in place no later than sixty (60) days from the
date that the child is placed according to the agreement.

(8) The parents, the DSS-CD and DMH shall hold a family support
team meeting no later than one hundred (100) days from the date that
the child is placed pursuant to a VPA to determine whether:

(A) The parties have exercised reasonable efforts to finalize the
permanency plan; and
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(B) Whether it is in the best interests of the child to either termi-
nate the VPA and reunite the child with the child’s parents or
whether it is in the best interests of the child to continue the child in
care beyond the expiration date of the VPA.

(9) The DSS-CD shall maintain responsibility for compliance with
all Federal Title IV-E requirements. All Voluntary Placement
Agreements shall be consistent with the requirements of sections
210.108 and 210.710, RSMo and Title IV-E of the Social Security
Act and its implementing regulations, including, but not limited to 42
U.S.C. Section 672.

(10) DMH shall develop and submit to DSS-CD at prescribed inter-
vals a report of services provided to any child served under a VPA.
Such report shall include any information identified by DSS-CD as
required for federal reporting purposes.

(11) The VPA may be terminated by the DSS-CD upon ten (10) days
written notice to the parties.

(12) The parent(s) may terminate the VPA for any reason at any time
by providing either oral or written notification to DSS-CD. Upon
receipt of such notice the VPA shall immediately terminate and the
child shall be returned to the legal and physical custody of the par-
ents.

(13) All VPAs shall be in writing and shall be on a form approved
by the DSS-CD in consultation with the DMH.

AUTHORITY: section 210.108, RSMo Supp. 2004. Emergency rule
filed Dec. 23, 2004, effective Jan. 2, 2005, expires June 30, 2005.
A proposed rule covering the same material is published in this issue
of the Missouri Register.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 35—Children’s Division
Chapter 50—Licensing

EMERGENCY RULE

13 CSR 35-50.010 Accreditation as Evidence for Meeting
Licensing Requirements

PURPOSE: This rule establishes the procedures to be followed in
order for an organization to qualify for a license under sections
210.481 through 210.511, RSMo by the agency being accredited by
Council on Accreditation of Services for Children and Families, Inc.,
the Joint Commission on Accreditation of Healthcare Organizations,
or the Commission on Accreditation of Rehabilitation Facilities
(accreditation bodies).

EMERGENCY STATEMENT: The division has determined that an
emergency rule is necessary to comply with section 210.112, RSMo as
enacted by the 92nd General Assembly in HB 1453. The division
finds that an immediate danger to the health, safety and welfare to
the citizens of Missouri exists inasmuch as this action is necessary in
order to ensure the safety of children which are receiving services
from the providers who are accredited and therefore can obtain a
license from the division. The division finds that this emergency rule
is necessary to preserve a compelling governmental interest in main-
taining the safety of children in Missouri. A proposed rule, which
covers the same material, is published in this issue of the Missouri
Register. The scope of this emergency rule is limited to circum-
stances creating the emergency and complies with the protections
extended in the Missouri and United States Constitutions. The divi-
sion believes the emergency rule is fair to all interested persons and
parties under the circumstances. This emergency rule was filed

December 23, 2004,
2005.

effective January 2, 2005, expires June 30,

(1) The Children’s Division shall accept accreditation by Council on
Accreditation of Services for Children and Families, Inc., the Joint
Commission on Accreditation of Healthcare Organizations, or the
Commission on Accreditation of Rehabilitation Facilities, as speci-
fied in section (2) of this rule, as prima facie evidence that the orga-
nization meets licensing requirements under sections 210.481
through 210.511, RSMo.

(2) Type of License.

(A) The organization shall provide to the Children’s Division,
sufficient evidence that they are accredited in the service or program
for which they are requesting a license.

(B) If a service or program, including but not limited to child
placing, maternity, infant/toddler, residential treatment, and intensive
residential treatment in residential child care, is not accredited by the
accrediting body, than the organization must apply for and meet all
other licensing requirements as put forth by the division.

(3) Application/Reapplication for license for accredited organiza-
tions:

(A) The organization shall present to the division—

1. A copy of the organization’s official final accreditation
report and accreditation certificate; and

2. A list of operating sites which includes the capacity served,
the gender served, and the ages served by that organization. This list
must be updated if there is a change in operating sites by the organi-
zation;

(B) If the organization has not been previously licensed by the
state of Missouri, an onsite visit may be required by the division
before a license is issued;

(C) The division shall examine the areas that the organization is
applying for a license. The division then shall issue a corresponding
license for those areas in which the organization is accredited. The
license shall be valid for the period of time up to two (2) years, or
when the organization’s accreditation expires, whichever is shorter;

(D) Nothing in this section will result in the loss of license if the
accreditation certificate has expired, but the organization is still in
good standing and the re-accreditation process is being pursued. The
division may, at its discretion, request a letter of good standing from
the accrediting body; and

(E) Any denial or revocation of license based upon an organiza-
tion’s accreditation standing is entitled to a hearing as specified
under the licensing rules or they may undergo the licensing process
and meet all licensing rules in order to obtain a license.

(4) Information Sharing.
(A) The organization shall notify the division immediately of any
sentinel event and of any revocation of accreditation.
(B) Sentinel events are as defined by the accrediting body, but
shall at a minimum include the following:
1. A death of a child in one of the organization’s facilities; or
2. A serious injury of a child in one of the organization’s facil-
ities; or
3. A fire in a location routinely occupied by children, which
requires the fire department to be called; or
4. An allegation of child abuse, physical or sexual, or neglect
which is substantiated by the division or through an internal investi-
gation by the organization which occurs within a facility; or
5. An employee is terminated from employment in relation to
the safety and care of children; or
6. There is any change in the chief executive officer; or
7. There is a lawsuit filed against the organization by or on
behalf of a person who is or was in the organization’s care; or
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8. Any known criminal charges are filed against the facility,
organization, any resident of the facility, or any employee or volun-
teer who has contact with children.

(C) The organization shall notify the division of the entrance, exit
and any performance review meetings of the accrediting body which
are held in conjunction with the accreditation of the organization.
The division has a right to attend any or all of these meetings between
the organization and the accrediting body.

(5) The division may make such inspections and investigations as it
deems necessary to conduct an initial visit to a facility not previous-
ly licensed, for investigative purposes involving complaints of alleged
child abuse or neglect, at reasonable hours to address a complaint
concerning the health and safety of children which the organization
serves, or any other mutually agreed upon time.

AUTHORITY: section 210.112, RSMo Supp. 2004. Emergency rule
filed Dec. 23, 2004, effective Jan. 2, 2005, expires June 30, 2005. A
proposed rule covering the same material is published in this issue of
the Missouri Register.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services
Chapter 10—Nursing Home Program

EMERGENCY AMENDMENT

13 CSR 70-10.110 Nursing Facility Reimbursement Allowance.
The division is amending sections (1) and (2) and adding section (3).

PURPOSE: This amendment clarifies the NFRA regulation, updates
the applicable quarterly survey to be used in determining the NFRA
assessment and provides for an adjustment to the NFRA for qualify-
ing facilities.

EMERGENCY STATEMENT: This emergency amendment is neces-
sary to clarify the NFRA regulation, update the applicable quarterly
survey to be used in determining the NFRA assessment and provide
for an adjustment to the NFRA for qualifying facilities. It must be
implemented on a timely basis to ensure that quality nursing facility
services continue to be provided to Medicaid patients in nursing facil-
ities. As a result, the Division of Medical Services finds an immedi-
ate danger to public health, safety and/or welfare and a compelling
governmental interest, which requires emergency action. A proposed
amendment, which covers the same material, is published in this
issue of the Missouri Register. The scope of this emergency amend-
ment is limited to the circumstances creating the emergency and com-
plies with the protections extended in the Missouri and United States
Constitutions. The Division of Medical Services believes this emer-
gency amendment is fair to all interested persons and parties under
the circumstances. This emergency amendment was filed December
17, 2004, effective January 1, 2005, expires June 29, 2005.

PUBLISHER’S NOTE: The secretary of state has determined that the
publication of the entire text of the material which is incorporated 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) Nursing Facility Reimbursement Allowance (NFRA). NFRA
shall be assessed as described in this section.
(A) Definitions.
1. Nursing facility. An institution or a distinct part of an insti-
tution which—
A. Is primarily engaged in providing to residents—

(I) Skilled nursing care and related services for residents
who require medical or nursing care; or

(II) Rehabilitation services for the rehabilitation of injured,
disabled, or sick persons; or

(III) On a regular basis, health-care and services to indi-
viduals who because of their mental or physical condition require
care and services (above the level of room and board) which can be
made available to them only through institutional facilities, and is not
primarily for the care and treatment of mental diseases; and

B. Has in effect a transfer agreement with one (1) or more
hospitals as required by federal law; and

C. Meets the requirements for a nursing facility described in
section 1919(b)-(d) of the Social Security Act; or

D. Is licensed in accordance with Chapter 198, RSMo as a
skilled nursing facility.

2. Fiscal period. A facility’s twelve (12)-month fiscal reporting
period covering the same twelve (12)-month period as its federal tax
year.

3. Department. Department of Social Services.

4. Director. Director of the Department of Social Services.

5. Division. Division of Medical Services, Department of Social
Services.

6. [Division of Aging] Department of Health and Senior
Services (DHSS). The /division of the Department of Social
Services] Missouri state agency responsible for /surveys, certifi-
cation and licensure of nursing facilities] licensing and inspect-
ing all long-term care facilities operating in Missouri and certify-
ing annually those facilities participating in the Medicare or
Medicaid program.

7. Engaging in the business of providing nursing facility ser-
vices. Accepting payment for nursing facility services rendered.

8. Quarterly survey. The survey filled out each quarter by a
nursing facility providing data on its licensed and certified beds
and the related resident occupancy days (ROD) that is submitted
to the DHSS. The survey form, “Missouri Department of Health
and Senior Services, Division of Senior Services and Regulation,
ICF/SNF Certificate of Need Quarterly Survey” (form MO 886-
9001 (6-95)), incorporated by reference in this rule, is published
by the Department of Health and Senior Services, Division of
Senior Services and Regulation, PO Box 570, Jefferson City, MO
65102. This rule does not incorporate any subsequent amend-
ments or additions.

9. Applicable quarterly survey. The quarterly survey used
by the division from which the patient occupancy days are taken
to determine the NFRA assessment for a given period as set forth
in section (2).

[8.710. Patient occupancy days. The number of days that resi-
dents occupied the licensed beds in a nursing facility as shown on
the [Division of Aging’s] quarterly survey, line D. “Number of
occupied RODs (days patients in beds or beds held).”

[9./11. [Total] Annualized level of patient occupancy days.
The annual level of patient occupancy days used to determine the
annual NFRA assessment.

A. For existing nursing facilities whose NFRA assessment
is set in accordance with (1)(B)1. of this regulation, the annual-
ized level of patient occupancy days is calculated by taking /7/the
number of patient occupancy days shown on line D. of the /Division
of Aging’s] quarterly survey multiplied by four (4).

B. For nursing facilities whose NFRA assessment is not set
by the general rule set forth in (1)(B)1. (i.e., it is an exception set
under (1)(B)1.A., is a new facility set under (1)(B)2., qualifies for
a NFRA adjustment in accordance with section (3), etc.), the
annualized level of patient occupancy days may be calculated dif-
ferently and is set forth in those sections.

[10./12. Licensed beds. Any skilled nursing facility or interme-
diate care facility bed meeting the licensing requirement of the
[Division of Aging or the] Missouri Department of Health and
Senior Services.
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13. Licensed bed days. The total number of patient days
available for use during a given period for all licensed beds. For
purposes of this regulation, licensed bed days are calculated for
an annual period and is the number of licensed beds times three
hundred sixty-five (365) days.

14. Change of ownership. A change in the ownership, con-
trol, operator or leasehold interest.

(B) Each nursing facility, except any nursing facility operated by
the Department of Mental Health, engaging in the business of pro-
viding nursing facility services in Missouri shall pay a Nursing
Facility Reimbursement Allowance (NFRA).

1. The NFRA owed for existing nursing facilities shall be cal-
culated by multiplying the NFRA rate by the annualized level of
patient occupancy days from the applicable /Division of Aging
ICF/SNF Certificate of Need] Quarterly Survey. The NFRA shall
be divided by and collected over the number of months for which
each NFRA rate is effective. The NFRA rates, effective dates and
applicable quarterly surveys are set forth in section (2).

A. Exceptions.

(I) If an existing nursing facility’s applicable quarterly sur-
vey, as set forth in section (2), does not represent a full quarter’s
worth of days due to a termination, temporary closure, change of
ownership, etc., the annualized level of patient occupancy days used
to determine the NFRA shall be the greater of:

(a) The annualized level of patient occupancy days from
the quarterly survey immediately prior to the applicable quarterly
survey, if it represents a full quarter’s worth of days; or

(b) Fifty percent (50%) of licensed bed/s/ days (i.e., num-
ber of licensed beds times three hundred sixty-five (365) days
times fifty percent (50%)).

(IT) If an existing nursing facility did not have patient occu-
pancy information included on the applicable quarterly survey due to
a termination, temporary closure, change of ownership, etc., the
annualized level of patient occupancy days used to determine the
NFRA shall be the greater of:

(a) The annualized level of patient occupancy days from
the quarterly survey immediately prior to the applicable quarterly
survey, if it represents a full quarter’s worth of days; or

(b) Fifty percent (50%) of licensed bed/s/ days.

(III) If a nursing facility has ICF licensed beds and SNF
licensed beds and none of the beds are Medicaid certified, only the
SNF beds are subject to NFRA. The annualized level of patient
occupancy days used to determine the NFRA shall be determined by
multiplying the occupancy percentage from the applicable quarterly
survey by the /annualized level of patient occupancy] licensed
bed days /based on] for the SNF licensed beds (i.e., number of
SNF licensed beds times three hundred sixty-five (365) days).

(IV) If two (2) existing nursing facilities merge, with one (1)
nursing facility terminating and transferring its beds to the remaining
facility, the NFRA for the two (2) previously independent nursing
facilities shall be added together and assessed to the remaining facil-
ity.

2. The initial NFRA owed by a newly licensed nursing facility
that just opened as a result of receiving a Certificate of Need (CON)
for a new nursing facility shall be calculated by multiplying the
NFRA rate by the annualized level of patient occupancy days based
on fifty percent (50%) of licensed bed/s/ days. The NFRA shall be
prorated for the number of months remaining in the NFRA period.
If a nursing facility’s licensure date is after the first day of a month,
the NFRA will be collected beginning with the first day of the month
following the actual licensure date.

3. If a nursing facility ceases to provide nursing facility ser-
vices, the nursing facility is not required to pay the NFRA during the
months in which it does not have residents, even though it may retain
a license due to temporary closure for renovations, replacement, etc.
If a nursing facility provided nursing facility services for any por-
tion of a month, it shall pay the NFRA for the entire month (i.e.,
the NFRA shall not be prorated for the month in which it ceases

to provide nursing facility services). If the facility reopens, it shall
resume paying the NFRA. It shall owe the same NFRA as it did prior
to closing, if the NFRA has not changed per section (2) below. If the
NFRA has changed, the facility shall be assessed in accordance with
paragraph (1)(B)1. above.

(F) Each nursing facility, upon receiving written notice of the final
determination of its Nursing Facility Reimbursement Allowance may
file a protest with the director of the department setting forth the
grounds on which the protest is based, within thirty (30) days from
the date of receipt of written notice from the department. The direc-
tor of the department shall reconsider the determination and, if the
nursing facility so requested, the director or the director’s designee
shall grant the nursing facility a hearing to be held within forty-five
(45) days after the protest is filed, unless extended by agreement
between the nursing facility and the director. The director shall issue
a final decision within forty-five (45) days of the completion of the
hearing. After a final decision by the director, a nursing facility’s
appeal of the director’s final decision shall be to the Administrative
Hearing Commission in accordance with sections 208.156, RSMo
and 621.055, RSMo.

(2) NFRA Rates. The NFRA rates determined by the division, as set
forth in (1)(B) above, are as follows:

(H) The NFRA will be seven dollars and thirty cents ($7.30) per
patient occupancy day, effective July 1, 2001. The applicable quar-
terly survey for this period shall be the Division of Aging’s
December 2000 quarterly survey; /and]

(I) The NFRA will be eight dollars and forty-two cents ($8.42) per
patient occupancy day, effective July 1, 2003. The applicable quar-
terly survey for this period shall be the Department of Health and
Senior Services” December 2002 quarterly survey/./;

(J) Effective January 1, 2005, the applicable quarterly survey
shall be the June 2004 quarterly survey. The NFRA will contin-
ue to be eight dollars and forty-two cents ($8.42) per patient
occupancy day; and

(K) Effective July 1, 2005, the applicable quarterly survey
shall be updated at the beginning of each state fiscal year using
the previous December’s quarterly survey.

(3) NFRA Adjustment Request. A facility being assessed the
NFRA may request that its current NFRA assessment be adjust-
ed, as set forth below.

(A) Qualifying Criteria. In order for a facility to receive an
adjustment to its current NFRA assessment, it must meet all of
the following criteria:

1. The facility must decrease its licensed bed capacity by at
least fifteen percent (15%).

2. The facility must draft a written statement documenting
that the decrease in licensed bed capacity is intended to be per-
manent.

A. If the facility increases its licensed capacity back to the
original capacity within one (1) year of the decrease, the NFRA
Adjustment shall be voided and the facility shall resume paying
the original NFRA beginning with the first of the month in which
the facility made the request to DHSS to increase licensed capac-
ity.

3. The annualized level of patient occupancy days currently
being assessed is not possible to attain because it is greater than
one hundred percent (100%) of its new licensed capacity. For
example, assume a facility had one hundred thirty (130) licensed
beds and was being assessed on an average of one hundred (100)
beds:

A. If a facility decreased its license by twenty (20) beds,
being left with a total of one hundred ten (110) licensed beds, the
facility could still obtain the occupancy at which it was assessed
(i.e., one hundred (100) beds being assessed is less than the one
hundred ten (110) licensed bed capacity). Therefore, it would not
meet the criteria for a NFRA Adjustment.
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B. If a facility decreased its license by forty (40) beds,
being left with a total of ninety (90) licensed beds, the facility
could not obtain the occupancy at which it was assessed (i.e., one
hundred (100) beds being assessed is greater than the ninety (90)
licensed bed capacity). Therefore, it would meet the criteria for
a NFRA Adjustment.

4. The facility must submit a written request to the division
that includes an explanation as to why it believes it qualifies for
an adjustment to its NFRA and documentation supporting its
request. The following documentation is required:

A. A copy of the facility’s request submitted to the DHSS
and/or the CON program that its licensed bed capacity be
decreased.

B. A copy of the license issued as a result of the request
for the decrease and all licenses issued from that point forward
to the current license.

C. If the facility’s request submitted to the DHSS and/or
the CON program to decrease its licensed bed capacity did not
include a statement that the facility intended for the decrease to
be permanent, such a statement must be submitted with the
NFRA Adjustment Request.

D. The division may obtain this documentation and any
other documentation it deems relevant to satisfy itself that the
facility’s licensed bed capacity has been decreased and the facili-
ty intends for the decrease to be permanent from the facility, the
DHSS, the CON program, or any other source it deems appro-
priate.

E. If the division makes a written request for additional
information and the facility does not comply within ninety (90)
days of the request, the division shall consider the NFRA
Adjustment Request withdrawn.

(B) Calculation of Adjustment. A nursing facility meeting the
criteria for a NFRA Adjustment shall have its NFRA recalculat-
ed and it shall replace the current NFRA. The revised, adjusted
NFRA shall be calculated as follows:

1. The facility’s new, decreased licensed bed capacity shall
be multiplied by three hundred sixty-five (365) days to determine
the annualized level of patient occupancy days.

2. The new annualized level of patient occupancy days shall
be multiplied by the current NFRA rate set forth in section (2) to
determine the revised annual assessment.

3. The revised annual assessment shall be divided by twelve
(12) months to determine the revised monthly assessment that the
facility will owe beginning with the effective date of the adjust-
ment.

(C) Effective Date of NFRA Adjustment. The effective date of
the NFRA Adjustment shall be the first day of the month follow-
ing the date the request is received; it will not be retroactive back
to the effective date of the original NFRA.

AUTHORITY: sections 198.401, 198.403, 198.406, 198.409,
198.412, 198.416, 198.418, 198.421, 198.424, 198.427, 198.431,
198.433, 198.436 and 208.201, RSMo 2000 and 198.439, RSMo
Supp. 2003. Emergency rule filed Dec. 21, 1994, effective Jan. 1,
1995, expired April 30, 1995. Emergency rule filed April 21, 1995,
effective May 1, 1995, expired Aug. 28, 1995. Original rule filed
Dec. 15, 1994, effective July 30, 1995. For intervening history,
please consult the Code of State Regulations. Emergency amend-
ment filed Dec. 17, 2004, effective Jan. 1, 2005, expires June 29,
2005. A proposed amendment covering this same material is pub-
lished in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.010 Definitions. This rule established the policy of the
board of trustees regarding the key terms within the Missouri
Consolidated Health Care Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, effective January 1, 2005, expires June 29,
2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission filed Dec. 20, 2004, effective Jan.
1, 2005, expires June 29, 2005. A proposed rescission covering this
same material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE
22 CSR 10-2.010 Definitions

PURPOSE: This rule establishes the policy of the board of trustees
regarding the key terms within the Missouri Consolidated Health
Care Plan relative to state members.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
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against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

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) When used in this chapter’s rules or the state plan document,
these words and phrases have the meaning—

(A) Accident—An unexpected happening resulting in an injury
which is not due to any fault or misconduct on the part of the person
injured;

(B) Actively at work—You are considered actively at work when
performing in the customary manner all of the regular duties of your
occupation with the employer either at one (1) of the employer’s reg-
ular places of business or at some location which the employer’s
business requires you to travel to perform your regular duties or other
duties assigned by your employer. You are also considered to be
actively at work on each day of a regular paid vacation or nonwork-
ing day on which you are not totally disabled, but only if you are per-
forming in the customary manner all of the regular duties of your
occupation with the employer on the immediately preceding regular-
ly scheduled workday;

(C) Administrative guidelines—The interpretation of the plan doc-
ument as approved by the plan administrator, developed for adminis-
tration of the plan. The administrative guidelines may be changed
upon approval of the executive director or his/her designee. Benefits
provided shall be those in effect at the time services are rendered;

(D) Automatic reinstatement maximum—The maximum annual
amount that can be reinstated to an individual’s lifetime benefit;

(E) Benefit year—The twelve (12)-month period beginning
January 1 and ending December 31;

(F) Benefits—Amounts payable by the plan as determined by the
schedule of benefits and their limitations and exclusions as interpret-
ed by the plan administrator;

(G) Care Support Program—A voluntary program that helps man-
age a chronic condition with outpatient treatment;

(H) Claims administrator—An organization or group responsible
for the processing of claims and associated services for the plan’s
self-insured benefit programs and preferred provider organization
(PPO);

(I) Co-pay plan—A set of benefits similar to a health maintenance
organization option;

(J) Cosmetic surgery—A procedure performed primarily to pre-
serve or improve appearance rather than restore the anatomy and/or
function of the body which are lost or impaired due to illness or
injury;

(K) Covered benefits—A schedule of covered services and charges,
including chiropractic services, which are payable under the plan;

(L) Custodial care—Care designed essentially to assist an individ-
ual to meet the activities of daily living; for example, assistance in

bathing, supervision of medication which can usually be self-admin-
istered and which does not entail or require the continuing attention
of trained medical or paramedical personnel;

(M) Dependent-only participation—Participation of certain sur-
vivors of employees. Dependent participation may be further defined
to include the deceased employee’s: 1) spouse only; 2) child(ren)
only; or 3) spouse and child(ren);

(N) Dependents—The lawful spouse of the employee, the employ-
ee’s unemancipated child(ren) and certain survivors of employees, as
provided in the plan document and these rules, for whom application
has been made and has been accepted for participation in the plan;

(O) Eligibility date—Refer to 22 CSR 10-2.020 for effective date
provisions.

1. Newly-hired employees and their eligible dependents, or
employees rehired after their participation terminates and their eligi-
ble dependents, are eligible to participate in the plan on the first day
of the month following the employee’s date of employment or reem-
ployment.

2. Employees transferred from a state department with coverage
under another medical care plan into a state department covered by
this plan and their eligible dependents who were covered by the other
medical care plan will be eligible for participation subject to any
applicable pre-existing conditions as outlined in the plan document.

3. Employees who terminate all employment with the state (not
simply move from one agency to another) and are rehired as a new
state employee before termination of participation, and their eligible
dependents who were covered by the plan, will be eligible for par-
ticipation immediately.

4. Employees who terminate all employment with the state (not
simply move from one agency to another) and are rehired as a new
state employee in the subsequent month, and their eligible depen-
dents who were covered by the plan, will be eligible for participation
retroactive to the date following termination of participation;

(P) Emancipated child(ren)—A child(ren) who is—

1. Employed on a full-time basis;

2. Eligible for group health benefits in his/her own behalf;

3. Maintaining a residence separate from his/her parents or
guardian—except for full-time students in an accredited school or
institution of higher learning; or

4. Married;

(Q) Employee and dependent participation—Participation of an
employee and the employee’s eligible dependents. Dependent partic-
ipation may be further defined to include the participating employ-
ee’s: 1) spouse only; 2) child(ren) only; or 3) spouse and child(ren).
Any individual eligible for participation as an employee is not eligi-
ble as a dependent, except as noted in 22 CSR 10-2.020(1)(A)3.;

(R) Employee only participation—Participation of an employee
without participation of the employee’s dependents, whether or not
the employee has dependents;

(S) Employees—Employees of the state and present and future
retirees from state employment who meet the eligibility requirements
as prescribed by state law;

(T) Employer—The state department that employs the eligible
employee as defined above;

(U) Executive director—The administrator of the Missouri
Consolidated Health Care Plan (MCHCP) who reports directly to the
plan administrator;

(V) Health maintenance organization (HMO)—A plan that pro-
vides for a wide range of comprehensive health care services for a
specified group at a fixed periodic prepayment;

(W) Home health agency—An agency certified by the Missouri
Department of Health and Senior Services, or any other state’s li-
censing or certifying body, to provide health care services to persons
in their homes;

(X) Hospice—A facility or program designed to provide a caring
environment for supplying the physical and emotional needs of the
terminally ill;

(Y) Hospital.
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1. An institution operated pursuant to law and primarily engaged
in providing on an inpatient basis medical, diagnostic and surgical
facilities, all of which must be provided on its premises, under the
supervision of a staff of one (1) or more physicians and with twenty-
four (24) hour-a-day nursing service by a registered nurse (RN) on
duty or call.

2. An institution not meeting all the requirements of (1)(Y)1. of
this rule, but which is accredited as a hospital by the Joint
Commission on Accreditation of Health Care Organizations.

3. An institution operated principally for treating sick and
injured persons through spiritual means and recognized as a hospital
under Part A, Hospital Insurance Benefits for the Aged of Medicare
(Title I of Public Law 89-97).

4. A psychiatric residential treatment center accredited by the
Joint Commission on Accreditation of Health Care Organizations on
either an inpatient or outpatient basis.

5. A residential alcoholism, chemical dependency or drug
addiction treatment facility accredited by the Joint Commission on
Accreditation of Health Care Organizations or licensed or certified by
the state of jurisdiction. In no event shall the term hospital include a
skilled nursing facility or any institution or part thereof which is used
primarily as a skilled nursing facility, nursing home, rest home or
facility for the aged;

(Z) Lifetime—The period of time you or your eligible dependents
participate in the plan;

(AA) Medical benefits coverage—Services that are received from
providers recognized by the plan and are covered benefits under the
plan;

(BB) Medically necessary—Services and/or supplies usually ren-
dered or prescribed for the specific illness or injury;

(CC) Nurse—A registered nurse (RN), licensed practical nurse
(LPN) or licensed vocational nurse (LVN). Nurse shall also include
an employee of an institution operated principally for treating sick
and injured persons through spiritual means which meets the require-
ments of a hospital as defined in this rule;

(DD) Open enrollment period—A period designated by the plan
during which subscribers may enroll, switch, or change their level of
coverage in any of the available health care options with the new cov-
erage becoming effective as of the beginning of the new plan year;

(EE) Out-of-area—Applies to claims of members living in speci-
fied zip code areas where the number of available providers does not
meet established criteria;

(FF) Out-of-network—Providers that do not participate in the
member’s health plan;

(GG) Participant—Any employee or dependent accepted for mem-
bership in the plan;

(HH) Physically or mentally disabled—The inability of a person to
be self-sufficient as the result of a condition diagnosed by a physician
as a continuing condition;

(II) Physician/Doctor—A licensed practitioner of the healing arts,
acting within the scope of his/her practice as licensed under section
334.021, RSMo;

(JJ) Plan—The program of health care benefits established by the
trustees of the Missouri Consolidated Health Care Plan as authorized
by state law;

(KK) Plan administrator—The trustees
Consolidated Health Care Plan;

(LL) Plan document—The statement of the terms and conditions of
the plan as adopted by the plan administrator in the “2005 Missouri
Consolidated Health Care Plan State Employee Member Handbook”
and incorporated by reference in this rule, as published in August,
2004 by the Missouri Consolidated Health Care Plan, PO Box
104355, Jefferson City, MO 65110. This rule does not incorporate
any subsequent amendments or additions;

(MM) Plan year—Same as benefit year;

(NN) Point-of-service (POS)—A plan which provides a wide range
of comprehensive health care services, like an HMO, if in-network

of the Missouri

providers are utilized, and like a PPO plan, if non-network providers
are utilized;

(O0) Pre-admission testing—X-rays and laboratory tests conduct-
ed prior to a hospital admission which are necessary for the admis-
sion;

(PP) Preferred provider organization (PPO)—An arrangement with
providers where discounted rates are given to members of the plan
who, in turn, are offered a financial incentive to use these providers;

(QQ) Prior plan—The terms and conditions of a plan in effect for
the period preceding coverage in the MCHCP;

(RR) Provider—Hospitals, physicians, chiropractors, medical
agencies, or other specialists who provide medical care within the
scope of his/her practice and are recognized under the provisions and
administrative guidelines of the plan. Provider also includes a quali-
fied practitioner of an organization which is generally recognized for
health insurance reimbursement purposes and whose principles and
practices of spiritual healing are well established and recognized;

(SS) Review agency—A company responsible for administration of
clinical management programs;

(TT) Second opinion program—A consultation and/or exam with a
physician qualified to perform the procedure who is not affiliated
with the attending physician/surgeon, for the purpose of evaluating
the medical necessity and advisability of undergoing a surgical pro-
cedure or receiving a service;

(UU) Skilled nursing facility (SNF)—An institution which meets
fully each of the following requirements:

1. It is operated pursuant to law and is primarily engaged in pro-
viding, for compensation from its patients, the following services for
persons convalescing from sickness or injury: room, board and twen-
ty-four (24) hour-a-day nursing service by one (1) or more profes-
sional nurses and nursing personnel as are needed to provide ade-
quate medical care;

2. It provides the services under the supervision of a proprietor
or employee who is a physician or registered nurse; and it maintains
adequate medical records and has available the services of a physi-
cian under an established agreement, if not supervised by a physician
or registered nurse; and

3. A skilled nursing facility shall be deemed to include institu-
tions meeting the criteria in subsection (1)(UU) of this rule which are
established for the treatment of sick and injured persons through spir-
itual means and are operated under the authority of organizations
which are recognized under Medicare (Title I of Public Law 89-97);

(VV) State—Missouri;

(WW) Subscriber—The employee or member who elects coverage
under the plan;

(XX) Survivor—A member who meets the requirements of 22
CSR 10-2.020(5)(A);

(YY) Unemancipated child(ren)—A natural child(ren), a legally
adopted child(ren) or a child(ren) placed for adoption, and a depen-
dent disabled child(ren) over twenty-three (23) years of age (during
initial eligibility period only and appropriate documentation may be
required by the plan), and the following:

1. Stepchild(ren);

2. Foster child(ren) for whom the employee is responsible for
health care;

3. Grandchild(ren) for whom the employee has legal custody
and is responsible for providing health care;

4. Other child(ren) for whom the employee is legal custodian
subject to specific approval by the plan administrator. Except for a
disabled child(ren) as described in subsection (1)(HH) of this rule, an
unemancipated child(ren) is eligible from birth to the end of the
month in which s/he is emancipated, as defined here, or attains age
twenty-three (23) (see 22 CSR 10-2.020(3)(D)2. for continuing cov-
erage on a handicapped child(ren) beyond age twenty-three (23)); and

5. Stepchild(ren) who are not domiciled with the employee, pro-
vided the natural parent who is legally responsible for providing cov-
erage is also covered as a dependent under the plan;

(ZZ) Usual, customary, and reasonable charge—
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1. Usual—The fee a physician most frequently charges the
majority of his/her patients for the same or similar services;

2. Customary—The range of fees charged in a geographic area
by physicians of comparable skills and qualifications for the same
performance of similar service;

3. Reasonable—The flexibility to take into account any unusual
clinical circumstances involved in performing a particular service;
and

4. A formula is used to determine the customary maximum.
The customary maximum is the usual charge submitted by ninety
percent (90%) of the doctors for ninety percent (90%) of the proce-
dures reported; and

(AAA) Vested subscriber—A member who meets the requirements
of 22 CSR 10-2.020(5)(B).

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission and rule filed Dec. 20, 2004,
effective Jan. 1, 2005, expires June 29, 2005. A proposed rule cov-
ering this same material is published in this issue of the Missouri
Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.020 Membership Agreement and Participation
Period. This rule established the policy of the board of trustees in
regard to the employee’s membership agreement and membership
period for participation in the Missouri Consolidated Health Care
Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, effective January 1, 2005, expires June 29,
2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission filed Dec. 20, 2004, effective
Jan. 1, 2005, expires June 29, 2005. A proposed rescission covering
this same material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE

22 CSR 10-2.020 Subscriber Agreement and General
Membership Provisions

PURPOSE: This rule establishes the policy of the board of trustees
in regard to the employee’s membership agreement and membership
period for participation in the Missouri Consolidated Health Care
Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) The participant’s initial application, any subsequently accepted
modifications to such application, and the plan document as adopted
by the board along with duly executed amendments shall comprise
the subscriber agreement between the participant and the Missouri
Consolidated Health Care Plan (MCHCP). Any associated adminis-
trative guidelines interpret the subscriber agreement for the benefit
of members and administrators but are not a part of the subscriber
agreement.
(A) By applying for coverage under the MCHCP a participant

agrees that—

1. The employer may deduct the cost of the premium for the
employee’s plan from the employee’s paychecks;

2. Individual and family deductibles, if appropriate, will be
applied; and

3. Any individual eligible as an employee shall not be covered
as a dependent unless the employee is on an approved leave of
absence.



February 1, 2005
Vol. 30, No. 3

Missouri Register

Page 241

(2) The effective date of participation shall be determined, subject to
the effective date provision in subsection (2)(C), as follows:

(A) Employee Participation.

1. If application by an employee is made on or before the date
of eligibility, participation shall become effective on such date of eli-
gibility;

2. If application by an employee is made within thirty-one (31)
days after the date of eligibility, participation may become effective
on the date of eligibility or the first day of the calendar month coin-
ciding with or following the date of application, except that partici-
pation shall be retroactive to the beginning of the month for employ-
ees rehired during the month following the month participation would
have terminated; and

3. Not limiting or excluding any of the other provisions, if appli-
cation is not made within thirty-one (31) days of the employee’s date
of eligibility, they may apply for coverage only if a life event occurs.
Life events include: marriage, birth, adoption, death, divorce, legal
separation, job loss or failure to elect continuation of coverage. A
special enrollment period of thirty-one (31) days shall be available
beginning with the date of the life event. It is the employee’s respon-
sibility to notify the plan administrator of the life event;

(B) Dependent Coverage. Dependent participation cannot precede
the subscriber’s participation. Application for participants must be
made in accordance with the following provisions. For family cover-
age, once a subscriber is participating with respect to dependents,
newly acquired dependents are automatically covered on their effec-
tive dates as long as the plan administrator is notified within thirty-
one (31) days of the person becoming a dependent. First eligible
dependents must be added within thirty-one (31) days of such qual-
ifying event. The employee is required to notify the plan administra-
tor on the appropriate form of the dependent’s name, date of birth,
eligibility date and Social Security number, if available. Claims will
not be processed until the required information is provided.

1. If an employee makes concurrent application for dependent
participation on or before the date of eligibility or within thirty-one
(31) days thereafter, participation for dependent will become effec-
tive on the date the employee’s participation becomes effective;

2. When an employee participating in the plan first becomes eli-
gible with respect to a dependent child(ren), coverage may become
effective on the eligibility date or the first day of the month coincid-
ing with or following the date of eligibility if application is made
within thirty-one (31) days of the date of eligibility and provided any
required contribution for the period is made;

3. Unless required under federal guidelines—

A. An emancipated dependent who regains his/her dependent
status is immediately eligible for coverage if an application is sub-
mitted within thirty-one (31) days of regaining dependent status; and

B. An eligible dependent that is covered under a spouse’s
health plan who loses eligibility under the criteria stipulated for
dependent status under the spouse’s health plan is not eligible for
coverage until the next open enrollment period. (Note:
Subparagraphs (2)(B)3.A. and B. do not include dependents of
retirees or long-term disability members covered under the plan); and

4. Survivors, retirees, vested subscribers and long-term disabil-
ity subscribers may only add dependents to their coverage when the
dependent is first eligible for coverage;

(C) Effective Date Proviso.

1. In any instance when the employee is not actively working
full-time on the date participation would otherwise have become
effective, participation shall not become effective until the date the
employee returns to full-time active work;

(D) Application for dependent coverage may be made at other
times of the year when the spouse’s, ex-spouse’s (who is the natural
parent providing coverage), or legal guardian’s: 1) employment is
terminated or is no longer eligible for coverage under his/her employ-
er’s plan, or 2) employer-sponsored medical plan is terminated.
With respect to dependent child(ren) coverage, application may also
be made at other times of the year when the member receives a court

order stating s/he is responsible for providing medical coverage for
the dependent child(ren) or when the dependent loses Medicaid cov-
erage. Dependents added under any of these exceptions must supply
verification from the previous insurance carrier or the member’s
employer that they have lost coverage and the effective date of termi-
nation. Coverage must also be requested within sixty (60) days from
the termination date of the previous coverage. Application must be
made within sixty (60) days of the court order. (Note: This section
does not include dependents of retirees, survivors, vested sub-
scribers, or long-term disability subscribers covered under the plan);

(E) When an employee experiences applicable life events, eligibil-
ity will be administered according to Health Insurance Portability and
Accountability Act (HIPAA) guidelines.

(3) Termination of participation shall occur on the last day of the cal-
endar month coinciding with or following the happening of any of the
following events, whichever shall occur first:

(A) Written request by the employee;

(B) Failure to make any required contribution toward the cost of
coverage;

(C) Entry into the armed forces of any country. With respect to an
employee, membership in the National Guard or Reserves with or
without two (2) consecutive full weeks of active training each year
shall not be considered as entry into the armed forces; or

(D) Termination of Eligibility for Participation.

1. With respect to employees, termination of participation shall
occur upon termination of employment in a position covered by the
MCHCP, except as specified in sections (4) and (5).

2. With respect to dependents, termination of participation shall
occur upon ceasing to be a dependent as defined in this rule with the
following exception: unemancipated mentally retarded and/or physi-
cally handicapped children will continue to be eligible beyond age
twenty-three (23) during the continuance of a permanent disability
provided documentation satisfactory to the plan administrator is fur-
nished by a physician prior to the dependent’s twenty-third birthday,
and as requested at the discretion of the plan administrator.

3. Termination of employee’s participation shall terminate the
participation of dependents, except as specified in section (5).

(4) Termination of participation shall occur immediately upon dis-
continuance of the plan subject to the plan termination provision
specified in 22 CSR 10-2.080(1).

(5) Continuation of Coverage.

(A) Dependents. Termination of an active employee’s participa-
tion by reason of death shall not terminate participation with respect
to the surviving spouse and/or dependent children if—

1. The active employee was vested and eligible for a future
retirement benefit; or

2. Your eligible dependents meet one (1) of the following con-
ditions:

A. They have had coverage through MCHCP since the effec-
tive date of the last open enrollment period;

B. They have had other health insurance for the six (6)
months immediately prior to your death—proof of insurance is
required; or

C. They have had coverage through MCHCP since they were
first eligible.

(B) Employee Eligible for Retirement Benefits. Any employee
who, at the time of termination of employment, met the following—

1. Eligibility criteria:

A. Coverage through MCHCP since the effective date of the
last open enrollment period;

B. Other health insurance for the six (6) months immediately
prior to the termination of state employment—proof of insurance is
required; or

C. Coverage since first eligible;
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2. Immediately eligible to receive a monthly retirement benefit
from the Missouri State Employees’ Retirement System, Public
School Retirement System, the retirement system of a participating
public entity, or the Highway Retirement System may elect to con-
tinue to participate in the plan by paying the cost of plan benefits as
determined by the plan administrator. An employee must apply for
continued coverage within thirty-one (31) days of the first day of the
month following the date of retirement. An employee, continuing
coverage under this provision, may also continue coverage for eligi-
ble dependents.

A. If a member participates in the MCHCP as a vested mem-
ber, his/her dependents may also participate if they meet one (1) of
the following criteria:

(I) They have had coverage through MCHCP since the
effective date of the last open enrollment period;

(II) They have had other health insurance for the six (6)
months immediately prior to state employment termination—proof of
insurance is required; or

(IIT) They have had coverage since they were first eligible;

3. In the case of the death of a retiree who was maintaining
dependent coverage under this provision, the dependent of the
deceased retiree may continue his/her participation under the plan.
However, retirees, survivors, vested subscribers and long-term dis-
ability subscribers and their dependents are not later eligible if they
discontinue their coverage at some future time, except as noted in
(5)(B)4.; and

4. A vested or retired member may elect to suspend their cov-
erage upon entry into the armed forces of any country by submitting
a copy of their activation papers within thirty-one (31) days of their
activation date. Coverage will be suspended the first of the month fol-
lowing the month of activation. Coverage may be reinstated at the
same level upon discharge by submitting a copy of their separation
papers and a completed enrollment form within thirty-one (31) days
of their separation date. Coverage will be reinstated as of the first of
the month following the month of separation.

(C) Coverage at Termination. A former employee may participate
in the plan if s/he terminates employment before retirement provid-
ed s/he is a vested employee. This means s/he will be eligible for a
benefit from the Missouri State Employees’ Retirement System, the
Public School Retirement System, the retirement system of a partic-
ipating public entity or the Highway Retirement System when s/he
reaches retirement age. Coverage may also be continued by a mem-
ber of the general assembly, a state official holding a statewide elec-
tive office, or an employee employed by an elected state official or
member of the general assembly whose employment is terminated
because the state official or member of the general assembly ceases
to hold elective office. The election to participate must be made
within thirty-one (31) days from the last day of the month in which
employment terminated. The member must pay the full cost of cov-
erage. However, s/he will not later be eligible if s/he discontinues
coverage at some future time.

(D) Leave of Absence. An employee on approved leave of absence
may elect to retain eligibility to participate in the plan by paying the
required contributions. The employing department must officially
notify the plan administrator of the leave of absence and any exten-
sion of the leave of absence by submitting the required form. Any
employee on an approved leave of absence who was a member of the
Missouri Consolidated Health Care Plan when the approved leave
began, but who subsequently terminated participation in the
Missouri Consolidated Health Care Plan while on leave, may recom-
mence his/her coverage in the plan at the same level (employee only,
or employee and dependents) upon returning to employment directly
from the leave, but they will be subject to preexisting limitations,
when applicable. Preexisting limitations under this provision will not
apply to health maintenance organization (HMO) or point-of-service
(POS) members. However, eligibility is terminated for those mem-
bers receiving a military leave of absence, as specified in subsection
(3)(C). Coverage may be reinstated upon return from military leave

without proof of insurability or preexisting conditions. However, the
former member must complete an enrollment form. Coverage under
this provision is effective on the first of the month coinciding with or
following the employee’s return to work. Coverage will be continu-
ous if the employee returns to work in the subsequent month follow-
ing the initial leave date and timely requests reinstatement of cover-
age.

(E) Layoff. An employee on layoff status may elect to retain eligi-
bility to participate in the plan by paying the required contribution for
a maximum of twenty-four (24) months with recertification of status
at least every twelve (12) months by the employing department.
Eligibility will terminate if the employee becomes eligible for health
benefits as an employee of another employer. If participation termi-
nates and the employee is recalled to service, eligibility will be as a
new employee.

(F) Workers’ Compensation. Any person who is receiving, or is
entitled to receive, Workers’ Compensation benefits as a result of an
injury or accident sustained in employment and who was a member
of the plan at the time of becoming disabled may continue his/her
coverage in the plan at the same level of participation (employee only
or employee and dependents) by paying the required contributions, if
the disability occurred in the employment through which the employ-
ee qualifies for membership in the plan. Any person receiving, or
entitled to receive, Workers” Compensation benefits who was a mem-
ber of the plan at the time of becoming disabled as a result of an
injury or accident sustained in employment through which the per-
son qualified for membership in the plan, but who subsequently ter-
minated participation in the plan, may recommence his/her coverage
in the plan at the same level (employee only, or employee and depen-
dents) upon returning to employment, without proving insurability.

(G) Reinstatement After Dismissal. If an employee is approved to
return to work after being terminated as a result of legal or adminis-
trative action available as a recourse through his/her employer, s/he
will be allowed to reinstate his/her medical benefit retroactively to
the date of dismissal. If the employee is reinstated with back pay,
s/he will be responsible for paying any contribution normally made
for either his/her coverage or his/her covered dependents. No pre-
existing condition limitation will apply. If the employee is reinstated
without back pay, s/he will be considered to have been on a leave of
absence. Consequently, the employee will be responsible for making
any required contribution toward the cost of his/her medical benefits.
If the employee does not purchase coverage for the period between
termination and reinstatement, s/he may regain the same level of cov-
erage s/he had prior to termination. If the employee participates in
a preferred provider organization (PPO) plan, the preexisting condi-
tion limitation will apply if coverage lapsed more than sixty-three
(63) days. This does not apply if the employee participates in an
HMO or POS.

(6) Federal Consolidated Omnibus Budget Reconciliation Act
(COBRA).

(A) In accordance with the COBRA, eligible employees and their
dependents may continue their medical coverage after the employee’s
termination date.

1. Employees terminating for reasons other than gross miscon-
duct may continue coverage for themselves and their covered depen-
dents for eighteen (18) months at their own expense.

2. A surviving spouse and dependents, not normally eligible for
continued coverage, may elect coverage for up to thirty-six (36)
months at their own expense.

3. A divorced spouse may continue coverage at his/her own
expense for up to thirty-six (36) months if the plan administrator is
notified within sixty (60) days from the date coverage would termi-
nate.

4. Dependent spouse and/or child(ren) may continue coverage
up to thirty-six (36) months if the covered employee retires and the
dependent spouse/child(ren) has not been covered by the plan for two
(2) years.
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5. Children who would no longer qualify as dependents may
continue coverage for up to thirty-six (36) months at their (or their
parent’s/guardian’s) expense if the plan administrator is notified
within sixty (60) days of the loss of the dependent’s eligibility.

6. Employees who are disabled at termination or become dis-
abled during the first sixty (60) days of coverage may continue cov-
erage for up to twenty-nine (29) months.

7. Premiums for continued coverage will be one hundred two
percent (102%) of the health plan rate, one hundred fifty percent
(150%) if disabled. Once coverage is terminated under the COBRA
provision it cannot be reinstated.

8. All operations under the COBRA provision will be applied in
accordance with federal regulations.

(7) Missouri State Law COBRA Wrap-Around Provisions—Missouri
law provides that if you lose your group health insurance coverage
because of a divorce, legal separation or the death of your spouse you
may continue coverage until age sixty-five (65) if: a) You continue
and maintain coverage under the thirty-six (36)-month provision of
COBRA; and b) You are at least fifty-five (55) years old when your
COBRA benefits end. The qualified beneficiary must apply to con-
tinue coverage through the wrap-around provisions and will have to
pay all of the application premium. MCHCP may charge up to an
additional twenty-five percent (25 %) of the applicable premium. The
above Cancellation of Continuation Coverage also applies to COBRA
wrap-around continuation.

(8) Medicare—Participants eligible for Medicare who are not eligible
for this plan as their primary plan, shall be eligible for benefits no
less than those benefits for participants not eligible for Medicare. For
such participants who elect to continue their coverage, benefits of this
plan shall be coordinated with Medicare benefits on the then standard
coordination of benefits basis to provide up to one hundred percent
(100%) reimbursement for covered charges.

(A) If a participant eligible for Medicare who is not eligible for
this plan as the primary plan is not covered by Medicare, an estimate
of Medicare Part A and/or Part B benefits shall be made and used for
coordination or reduction purposes in calculating benefits. Benefits
will be calculated on a claim submitted basis so that if, for a given
claim, Medicare reimbursement was for more than the benefits pro-
vided by this plan without Medicare, the balance will not be consid-
ered when calculating subsequent claims; and

(B) If any retired participants or long-term disability recipients,
their eligible dependents or surviving dependents eligible for cover-
age elect not to be continuously covered from the date first eligible,
or do not apply for coverage within thirty-one (31) days of their eli-
gibility date, they shall not thereafter be eligible for coverage.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994.  For intervening history, please consult the Code of State
Regulations. Emergency rescission and rule filed Dec. 20, 2004,
effective Jan. 1, 2005, expires June 29, 2005. A proposed rule cov-
ering this same material is published in this issue of the Missouri
Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.030 Contributions. This rule established the policy of
the board of trustees in regard to the contributions made to the
Missouri Consolidated Health Care Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, effective January 1, 2005, expires June 29,
2005.

AUTHORITY: section 103.059, RSMo 1994. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission filed Dec. 20, 2004, effective Jan.
1, 2005, expires June 29, 2005. A proposed rescission covering this
same material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE
22 CSR 10-2.030 Contributions

PURPOSE: This rule establishes the policy of the board of trustees in
regard to the contributions made to the Missouri Consolidated Health
Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
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and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) Total premium costs for various classes of employee participation
based on employment status, eligibility for Medicare and for various
classifications of dependent participation are established by the plan
administrator.

(2) The contribution by the employee shall be determined by the plan
administrator for state employees.

(3) Refunds of overpayments are limited to the amount overpaid dur-
ing the twelve (12)-month period ending at the end of the month pre-
ceding the month during which notice of overpayment is received.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July I0,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission and rule filed Dec. 20, 2004,
effective Jan. 1, 2005, expires June 29, 2005. A proposed rule cov-
ering this same material is published in this issue of the Missouri
Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.045 Co-Pay and PPO Plan Summaries. This rule
established the policy of the board of trustees in regard to the med-
ical benefits for participation in the Missouri Consolidated Health
Care Plan Co-Pay Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This

emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, effective January 1, 2005, expires June 29,
2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 12, 2000, effective Jan. 1, 2001, expired June 29, 200I.
Original rule filed Dec. 12, 2000, effective June 30, 2001. For inter-
vening history, please consult the Code of State Regulations.
Emergency rescission filed Dec. 20, 2004, effective Jan. 1, 2005,
expires June 29, 2005. A proposed rescission covering this same
material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE
22 CSR 10-2.045 Plan Utilization Review Policy

PURPOSE: This rule establishes the policy of the board of trustees
in regard to the utilization review of the Missouri Consolidated
Health Care Plan Medical Plans.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) Clinical Management—Certain benefits are subject to a utilization
review (UR) program. The program consists of four (4) parts, as
described in the following:

(A) Precertification—The medical necessity of a non-emergency
hospital admission, specified procedures as documented in the claims
administrator’s guidelines, and/or skilled nursing services provided
on an inpatient basis must be prior authorized by the appropriate
review agency. For emergency hospital admissions, the review
agency must be notified within forty-eight (48) hours of the admis-
sion. Retirees and other participants for whom Medicare is the pri-
mary payor are not subject to this provision;

(B) Concurrent Review—The review agency will continue to mon-
itor the medical necessity of the admission and approve the
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continued stay in the hospital. Retirees and other participants for
whom Medicare is the primary payor are not subject to this provi-
sion;

(C) Large Case Management—Members that require long-term
acute care may be offered the option of receiving the care, if appro-
priate, in a more cost-effective setting such as a skilled nursing facil-
ity or their own home. In some cases this may require coverage for
benefits that normally are not covered under the plan. These bene-
fits may be provided through the approval of the claims administra-
tor;

(D) Hospital Bill Audits—Certain hospital bills will be subject to
review to verify that the services billed were actually provided and/or
the associated billed amounts are accurate and appropriate; and

(E) Penalties—Members not complying with subsections (1)(A)
and (B) of this rule may be subject to a financial penalty in connec-
tion with their covered benefits. (Note: The utilization review pro-
gram will be operated in accordance with the administrative guide-
lines.)

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 12, 2000, effective Jan. 1, 2001, expired June 29, 200I.
Original rule filed Dec. 12, 2000, effective June 30, 2001. For inter-
vening history, please consult the Code of State Regulations.
Emergency rescission and rule filed Dec. 20, 2004, effective Jan. 1,
2005, expires June 29, 2005. A proposed rule covering this same
material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.055 Co-Pay and PPO Plan Benefit Provisions and
Covered Charges. This rule established the policy of the board of
trustees in regard to the benefit provisions and covered charges for
participation in the Missouri Consolidated Health Care Plan Co-Pay
Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed

December 20, 2004, effective January 1, 2005, expires June 29,
2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 12, 2000, effective Jan. 1, 2001, expired June 29, 200I.
Original rule filed Dec. 12, 2000, effective June 30, 2001. For inter-
vening history, please consult the Code of State Regulations.
Emergency rescission filed Dec. 20, 2004, effective Jan. 1, 2005,
expires June 29, 2005. A proposed rescission covering this same
material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE

22 CSR 10-2.055 Medical Plan Benefit Provisions and Covered
Charges

PURPOSE: This rule establishes the policy of the board of trustees
in regard to the benefit provisions and covered charges for participa-
tion in the Missouri Consolidated Health Care Plan Co-Pay Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) Benefit Provisions.

(A) Subject to the plan provisions and limitations and the written
application of the employee, the benefits are payable for covered
charges incurred by a participant while covered under the co-pay or
PPO plan, provided the deductible requirement, if any, is met.

(B) Any deductible requirement applies each calendar year to cov-
ered charges. The requirement is met as soon as covered charges
incurred in a calendar year, which are not paid in part or in whole by
the plan, equals the deductible amount.

(C) Any family deductible requirement is met as soon as covered
charges in a calendar year, which are not paid in part or in whole by
the plan, equals the family deductible requirement.

(D) The total amount of benefits payable for all covered charges
incurred out-of-network during an individual’s lifetime shall not
exceed the lifetime maximum.
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(E) If both husband and wife are participating separately as
employees under this plan, the family deductible and benefit features
shall nevertheless apply to the benefit of the family unit.

(2) Covered Charges.

(A) Only charges for those services which are incurred as medical
benefits and supplies which are medically necessary and customary,
including normally covered charges arising as a complication of a
noncovered service, and which are:

1. Prescribed by a doctor or provider for the therapeutic treat-
ment of injury or sickness;

2. To the extent they do not exceed any limitation;

3. Not excluded by the limitations; and

4. For not more than the usual, reasonable, and customary
charge as determined by the claims administrator for the services
provided, will be considered covered charges.

(B) To determine if services and/or supplies are medically neces-
sary and customary and if charges are not more than usual, reason-
able, and customary, the claims administrator will consider the fol-
lowing:

1. The medical benefits or supplies usually rendered or pre-
scribed for the condition; and

2. The usual, reasonable, and customary charges in the area in
which services and/or supplies are provided.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 12, 2000, effective Jan. 1, 2001, expired June 29, 200I.
Original rule filed Dec. 12, 2000, effective June 30, 2001. For inter-
vening history, please consult the Code of State Regulations.
Emergency rescission and rule filed Dec. 20, 2004, effective Jan. 1,
2005, expires June 29, 2005. A proposed rule covering this same
material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.070 Coordination of Benefits. This rule established
the policy of the board of trustees in regard to coordination of bene-
fits in the Missouri Consolidated Health Care Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the

circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, effective January 1, 2005, expires June 29,
2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission filed Dec. 20, 2004, effective
Jan. 1, 2005, expires June 29, 2005. A proposed rescission covering
this same material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE
22 CSR 10-2.070 Coordination of Benefits

PURPOSE: This rule establishes the policy of the board of trustees
in regard to coordination of benefits in the Missouri Consolidated
Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) If a participant is also covered under any other plan (as defined
here) and is entitled to benefits or other services for which benefits
are payable under this plan, the benefits under this plan will be
adjusted as shown in this rule.

(2) As used in this rule—
(A) Plan means a plan listed in the following which provides med-

ical, vision, dental or other health benefits or services:

1. A group or blanket plan on an insured basis;

2. Other plan which covers people as a group;

3. A self-insured or non-insured plan or other plan which is
arranged through an employer, trustee or union;

4. A prepayment group plan which provides medical, vision,
dental or health service;
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5. Government plans, including Medicare;

6. Auto insurance when permitted by the laws of the state of
jurisdiction; and

7. Single- or family-subscribed plans issued under a group- or
blanket-type plan;

(B) The definition of plan shall not include:

1. Hospital preferred provider organization (PPO) type plans;
2. Types of plans for students; or
3. Any individual policy or plan;

(C) Each plan, as defined previously, is a separate plan. However,
if only a part of the plan reserves the right to adjust its benefits due
to other coverage, the portion of the plan which reserves the right and
the portion which does not shall be treated as separate plans;

(D) Allowable expense means a necessary, reasonable and cus-
tomary item of medical, vision, dental or health expense which is
covered at least in part under one of the plans. If a plan provides ben-
efits in the form of services, the cash value of such service will be
deemed to be the benefit paid. An allowable expense to a secondary
plan includes the value or amount of any allowable expense which
was not paid by the primary or first paying plan; and

(E) Benefit determination period means from January 1 of one
year through December 31 of the same year.

(3) The benefits under the policy shall be subject to the following:

(A) This provision shall apply in determining the benefit as to a
person covered under the policy for a benefit determination period if
the sum of paragraphs (3)(A)1. and 2. listed in this rule exceeds the
allowable expense incurred by or on behalf of such person during the
period—

1. The benefits payable under this plan in the absence of this
provision; and

2. The benefits payable under all other plans in the absence of
provisions similar to this one;

(B) As to any benefit determination period, the allowable expense
under this plan shall be coordinated, except as provided in subsection
(3)(C) of this rule, so that the sum of such benefits and all of the ben-
efits paid, payable or furnished which relate to such allowable
expense under other plans, shall not exceed the total of allowable
expenses incurred by the covered individual. All benefits under other
plans shall be taken into account whether or not claim has been
made;

(C) If coverage under any other plan is involved, as shown in sub-
section (3)(B) of this rule—

1. This plan contains a provision coordinating benefits with
other plans; and

2. The terms set forth in subsection (2)(D) would require bene-
fits under this plan be figured before benefits under the other plan are
figured, the benefits under this plan will be determined as though
other plans were not involved;

(D) The basis for establishing the order in which plans determine
benefits shall be as follows:

1. Benefits under the plan which cover the person on whom
claim is based as an employee shall be determined before the bene-
fits under a plan which cover the person as a dependent; and

2. The primary plan for dependent children will be the plan of
the parent whose birthday occurs first in the calendar year. If both
parents have the same birthday, the plan of the person who has been
covered the longest period of time becomes the primary carrier:

A. When the parents are separated or divorced and the parent
with custody of the child has not remarried, the benefits of a plan
which covers the child as a dependent of the parent with custody of
the child will be determined before the benefits of the plan which
covers the child as a dependent of the parent without custody;

B. When the parents are divorced and the parent with custody
of the child has remarried, the benefits of a plan which covers the
child as a dependent of the parent with custody shall be determined
before the benefits of a plan which covers that child as a dependent
of the stepparent. The benefits of a plan which covers that child as a

dependent of the stepparent will be determined before the benefits of
a plan which covers that child as a dependent of the parent without
custody; and
C. In spite of subparagraphs (3)(D)2.A. and B. of this rule,

if there is a court decree which would otherwise decide financial duty
for the medical, vision, dental or health care expenses for the child,
the benefits of a plan which covers the child as a dependent of the
parent with such financial duty shall be decided before the benefits
of any other plan which covers the child as a dependent; and when
paragraphs (3)(D)1. and 2. of this rule do not establish the order of
benefit determination, the plan which covers the person for the longer
time shall be determined first; and

(E) When this provision operates to reduce the benefits under this
plan, each benefit that would have otherwise been paid will be
reduced proportionately and this reduced amount shall be charged
against the benefit limits of this plan.

(4) When a member has coverage with two (2) group plans, the plan
which covers the person for the longer time shall be determined first.

(5) If a member is eligible for Medicare due to a disability, Medicare
is the primary plan and this plan is a secondary plan. If a member
or dependent is eligible for Medicare due to end stage renal disease,
this plan is primary for the first thirty (30) months. Medicare is pri-
mary after the first thirty (30) months.

(6) The claims administrator, with the consent of the employee or the
employee’s spouse when the claim is for a spouse, or the parent or
guardian when the claim is for a minor child, may release or obtain
any data which is needed to implement this provision.

(7) When payments should have been paid under this plan but were
already paid under some other plan, the claims administrator shall
have the right to make payment to such other plan of the amount
which would satisfy the intent of this provision. This payment shall
discharge the liability under this plan.

(8) When payments made under this plan are in excess of the amount
required to satisfy the intent of this provision, the claims administra-
tor shall have the right to recover the excess payment from one (1) or
more of the following:

(A) Any person to whom, for whom or with respect to whom these
payments were made;

(B) Any insurance company; or

(C) Any other organization.

(9) The claims administrator will pay benefits promptly, or, if applic-
able, within their contractual time frame obligations after submittal
of due proof of loss unless the claims administrator provides the
claimant a clear, concise statement of a valid reason for further delay
which is in no way connected with, or caused by the existence of this
provision nor otherwise caused by the claims administrator.

(10) If one of the other plans involved (as defined in coordination of
benefits provision) provides benefits on an excess insurance or excess
coverage basis, subsections (3)(C) and (D) of this rule shall not apply
to the plan and this policy will pay as excess coverage.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
Regulations. Emergency rescission and rule filed Dec. 20, 2004,
effective Jan. 1, 2005, expires June 29, 2005. A proposed rule cov-
ering this same material is published in this issue of the Missouri
Register.
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Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.075 Review and Appeals Procedure. This rule estab-
lished the policy of the board of trustees in regard to review and
appeals procedures for participation in the Missouri Consolidated
Health Care Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, effective January 1, 2005, expires on June 29,
2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 21, 1994, effective Jan. 1, 1995, expired April 30, 1995.
Emergency rule filed April 13, 1995, effective May 1, 1995, expired
Aug. 28, 1995. Original rule filed Dec. 21, 1994, effective June 30,
1995. For intervening history, please consult the Code of State
Regulations. Emergency rescission filed Dec. 20, 2004, effective
Jan. 1, 2005, expires June 29, 2005. A proposed rescission covering
this same material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE
22 CSR 10-2.075 Review and Appeals Procedure

PURPOSE: This rule establishes the policy of the board of trustees
in regard to review and appeals procedures for participation in the
Missouri Consolidated Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated

Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) When any participant shall suffer any injury or sickness giving
rise to claim under these rules, s/he shall have free choice of
providers practicing legally in the location in which service is pro-
vided to the end that a provider/patient relationship shall be main-
tained. Reimbursement will be in accordance with the benefit pro-
visions of the type of coverage chosen by the participant.

(2) The plan administrator, agent or claims administrator, upon
receipt of a notice of request, shall furnish to the employee the forms
as are usually furnished for filing proofs of loss. If the forms are not
furnished within thirty (30) days after the giving of such notice, the
employee shall be deemed to have complied with the requirement as
to proof of loss upon submitting, within the time fixed for filing
proofs of loss, written proof covering the occurrence, the character
and the extent of the loss for which request is made.

(3) Written proof of claims incurred should be furnished to the claims
administrator as soon as reasonably possible. Claims filed more than
one (1) year after charges are incurred will not be honored. All
claims are reviewed and/or investigated by the claims administrator
before they are paid.

(4) In the case of medical benefits, the claims administrator will send
written notice of any amount applied toward the deductible as well as
any payments made. The claims administrator may also send a
request for additional information or material to support the claim,
along with reasons why this information is necessary.

(5) All members of the Missouri Consolidated Health Care Plan
(MCHCP) shall use the claims and administration procedures estab-
lished by the health maintenance organization (HMO), point-of-ser-
vice (POS), preferred provider organization (PPO) or co-pay health
plan contractor or claims administrator applicable to the member.
Only after these procedures have been exhausted may the member
appeal directly to the Missouri Consolidated Health Care Plan Board
of Trustees to review the decision of the health plan contractor or
claims administrator.

(A) Appeals to the board of trustees shall be submitted in writing
within forty-five (45) days of receiving the final decision from the
member’s health care plan contractor or claims administrator, specif-
ically identifying the issue to be resolved and be addressed to:

Attn: Appeal
Board of Trustees
Missouri Consolidated Health Care Plan
PO Box 104355
Jefferson City, MO 65110
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(B) The board may utilize a hearing officer, such as the
Administrative Hearing Commission, to conduct a fact-finding hear-
ing, and make proposed findings of fact and conclusions of law.

1. The hearing will be scheduled by the MCHCP.

2. The parties to the hearing will be the insured and the applic-
able health plan.

3. All parties shall be notified in writing of the date, time and
location of the hearing.

4. All parties shall have the right to appear at the hearing and
submit written or oral evidence. The appealing party shall be respon-
sible for all copy charges incurred by MCHCP in connection with
any documentation that must be obtained through the MCHCP. These
fees will be reimbursed should the party prevail in his/her appeal.
They may cross-examine witnesses. They need not appear and may
still offer written evidence. The strict rules of evidence shall not
apply.

5. The party appealing to the board shall carry the burden of
proof.

6. The independent hearing officer shall propose findings of fact
and conclusions of law, along with its recommendation, to the board.
Copies of the summary, findings, conclusions and recommendations
shall be sent to all parties.

(C) The board may, but is not required, to review the transcript of
the hearing. It will review the summary of evidence, the proposed
findings of fact and conclusions of law and shall then issue its final
decision on the matter.

1. All parties shall be given a written copy of the board’s final
decision.

2. All parties shall be notified that if they feel aggrieved by the
final decision, they shall have the right to seek judicial review of the
decision within thirty (30) days of its receipt, as provided in sections
536.100 to 536.140, RSMo.

(D) Administrative decisions made solely by MCHCP may be
appealed directly to the board of trustees, by either a member or
health plan contractor providing a fully-insured product.

1. All the provisions of this rule, where applicable, shall apply
to these appeals.

2. The parties to such appeal shall be the appellant and the
MCHCEP shall be respondent.

3. The appellant, if aggrieved by the final decision of the board,
shall have the right of appeal as stated in subsection (5)(C) herein.

4. In reviewing these appeals, the board and/or staff may con-
sider:

A. Newborns—

(I) Notwithstanding any other rule, if a member currently
has children coverage under the plan, he/she may enroll his/her new-
born retroactively to the date of birth if the request is made within
six (6) months of the child’s date of birth. If a member does not cur-
rently have children coverage under the plan but states that the
required information was provided within the thirty-one (31)-day
enrollment period, he/she must sign an affidavit stating that their
information was provided within the required time period. The affi-
davit must be notarized and received in the MCHCP office within
thirty-one (31) days after the date of notification from the MCHCP;
and

(II) Once the MCHCP receives the signed affidavit from
the member, coverage for the newborn will be backdated to the date
of birth, if the request was made within six (6) months of the child’s
date of birth. The approval notification will include language that the
MCHCP has no contractual authority to require the contractors to
pay for claims that are denied due to the retroactive effective date. If
an enrollment request is made under either of these two (2) scenar-
ios past six (6) months following a child’s date of birth, the informa-
tion will be forwarded to the MCHCP board for a decision.

B. Credible evidence—Notwithstanding any other rule, the
MCHCP may grant an appeal and not hold the member responsible
when there is credible evidence that there has been an error or mis-

communication, either through the member’s payroll/personnel
office or the MCHCP, that was no fault of the member.

C. Change of plans due to dependent change of address—A
member may change plans outside the open enrollment period if
his/her covered dependents move out of state and their current plan
cannot provide coverage.

(E) Any member wishing to appeal their enrollment selection com-
pleted during the annual open enrollment period must do so in writ-
ing to the board of trustees within thirty (30) calendar days of the
beginning of the new plan year. The MCHCP will respond within
thirty (30) calendar days of the receipt of the appeal.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 21, 1994, effective Jan. 1, 1995, expired April 30, 1995.
Emergency rule filed April 13, 1995, effective May 1, 1995, expired
Aug. 28, 1995. Original rule filed Dec. 21, 1994, effective June 30,
1995. For intervening history, please consult the Code of State
Regulations. Emergency rescission and rule filed Dec. 20, 2004,
effective Jan. 1, 2005, expires June 29, 2005. A proposed rule cov-
ering this same material is published in this issue of the Missouri
Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—Plan Options

EMERGENCY RESCISSION

22 CSR 10-2.080 Miscellaneous Provisions. This rule established
the policy of the board of trustees in regard to miscellaneous provi-
sions under the Missouri Consolidated Health Care Plan.

PURPOSE: This rule is being rescinded due to the filing of a new
emergency and proposed rule.

EMERGENCY STATEMENT: This emergency rescission must be in
place by January 1, 2005, in accordance with the new plan year.
Therefore, this rescission is necessary to protect members (employ-
ees, retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rescission be registered
immediately in order to maintain the integrity of the current health
care plan. This emergency rescission must become effective January
1, 2005, in order that an immediate danger is not imposed on the
public welfare. This rescission reflects changes made to the plan by
the Missouri Consolidated Health Care Plan Board of Trustees. This
emergency rescission complies with the protections extended by the
Missouri and United States Constitutions and limits its scope to the
circumstances creating the emergency. The MCHCP follows proce-
dures best calculated to assure fairness to all interested persons and
parties under the circumstances. Emergency rescission filed
December 20, 2004, becomes effective January 1, 2005, expires June
29, 2005.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994. For intervening history, please consult the Code of State
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Regulations. Emergency rescission filed Dec. 20, 2004, effective
Jan. 1, 2005, expires June 29, 2005. A proposed rescission covering
this same material is published in this issue of the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 2—State Membership

EMERGENCY RULE
22 CSR 10-2.080 Miscellaneous Provisions

PURPOSE: This rule establishes the policy of the board of trustees
in regard to miscellaneous provisions under the Missouri
Consolidated Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) Termination of the Plan. Any other provision of this plan to the
contrary notwithstanding, no benefit will be paid for charges
incurred by a participant or former participant after the termination
of this plan.

(2) Facility of Payment. Plan benefits will be paid to the employee
if living and capable of giving a valid release for the payment due. If
the participant, while living, is physically, mentally or for any other
reason incapable of giving a valid release for any payment due, the
claims administrator at his/her option, unless and until request is
made by the duly appointed guardian, may pay benefits which may
become due to any blood relative or relative connected by marriage
to the participant, or to any other person or institution appearing to
the claims administrator to have assumed responsibility for the affairs
of the participant. Any payments made by the claims administrator in
good faith pursuant to this provision shall fully discharge the claims
administrator to the extent of the payment. Any benefit unpaid at the
time of the employee’s death will be paid to the employee’s estate. If
any benefits shall be payable to the estate of the employee, the claims
administrator may pay these benefits to any relative by blood or con-
nection by marriage of the employee who is deemed by the claims
administrator to be equitably entitled to it. Any payments made by
the claims administrator in good faith pursuant to this provision shall
fully discharge the claims administrator to the extent of this payment.
Subject to any acceptable written direction and assignment by the

employee, any benefits provided, at the claims administrator’s
option, may be paid directly to an eligible provider rendering covered
services; but it is not required that the service be rendered by a par-
ticular provider.

(3) Confidentiality of Records. The health records of the participants
in the plan are confidential and shall not be disclosed to any person,
except pursuant to a written request by, or with the prior written con-
sent of, the individual to whom the records pertain, unless disclosure
of the records would be to the officers and employees of the plan or
claims administrator or his/her legal representatives who have a need
for the records in the performance of their duties; or unless disclo-
sure would be for a routine use by the plan or claims administrator
for a purpose which is compatible with the purpose for which it was
collected; or unless disclosure of the records would be to the com-
missioner of administration, or his/her legal representative, for the
sole purpose of preventing fraudulent or redundant medical claims to
either the Missouri Consolidated Health Care Plan, Missouri, or
other public entities as an employer or self-insurer of Workers’ Com-
pensation for use in the investigation of a Workers’ Compensation
claim; or unless disclosure of the records is to the participant to
whom the record pertains; or unless disclosure of the record is pur-
suant to the order of a court of competent jurisdiction. The parent of
any minor, or the legal guardian of any individual who has been
declared to be incompetent due to physical or mental incapacity by a
court of competent jurisdiction, may act on behalf of the individual.

(4) Should any provision of this plan conflict with the requirements
of federal or state law, including but not limited to the Health
Insurance Portability and Accountability Act, Family and Medical
Leave Act, the Americans with Disabilities Act or the Older Workers
Benefit Protection Act, the plan shall be administered in such a way
as to comply with the requirements of law, and will be deemed
amended to conform with law.

(5) This document will be kept on file at the principal offices of the
plan administrator and may be inspected by a participant during reg-
ular business hours. Also, the plan administrator reserves the right
at any time to modify or amend, in whole or in part, any or all pro-
visions of the plan.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 16, 1993, effective Jan. 1, 1994, expired April 30, 1994.
Emergency rule filed April 4, 1994, effective April 14, 1994, expired
Aug. 11, 1994. Original rule filed Dec. 16, 1993, effective July 10,
1994.  For intervening history, please consult the Code of State
Regulations. Emergency rescission and rule filed Dec. 20, 2004,
effective Jan. 1, 2005, expires June 29, 2005. A proposed rule cov-
ering this same material is published in this issue of the Missouri
Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 3—Public Entity Membership

EMERGENCY RULE
22 CSR 10-3.010 Definitions

PURPOSE: This rule establishes the policy of the board of trustees
regarding the key terms within the Missouri Consolidated Health
Care Plan relative to public entities and public entity members.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
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Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, becomes
effective January 1, 2005, and expires June 29, 2005.

PUBLISHER’S NOTE: The secretary of state has determined that the
publication of the entire text of the material which is incorporated 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) When used in this chapter’s rules or the public entity member
handbook, these words and phrases have the meaning—

(A) Accident—An unexpected happening resulting in an injury
which is not due to any fault or misconduct on the part of the person
injured;

(B) Actively at work—You are considered actively at work when
performing in the customary manner all of the regular duties of your
occupation with the employer either at one (1) of the employer’s reg-
ular places of business or at some location which the employer’s
business requires you to travel to perform your regular duties or other
duties assigned by your employer. You are also considered to be
actively at work on each day of a regular paid vacation or nonwork-
ing day on which you are not totally disabled, but only if you are per-
forming in the customary manner all of the regular duties of your
occupation with the employer on the immediately preceding regular-
ly scheduled workday;

(C) Administrative guidelines—The interpretation of the plan doc-
ument as approved by the plan administrator, developed for adminis-
tration of the plan. The administrative guidelines may be changed
upon approval of the executive director or his/her designee. Benefits
provided shall be those in effect at the time services are rendered;

(D) Automatic reinstatement maximum—The maximum annual
amount that can be reinstated to an individual’s lifetime benefit;

(E) Benefit year—The twelve (12)-month period beginning
January 1 and ending December 31;

(F) Benefits—Amounts payable by the plan as determined by the
schedule of benefits and their limitations and exclusions as interpret-
ed by the plan administrator;

(G) Care Support Program—A voluntary program that helps man-
age a chronic condition with outpatient treatment;

(H) Claims administrator—An organization or group responsible
for the processing of claims and associated services for the plan’s
self-insured benefit programs and preferred provider organization
(PPO);

(I) Cosmetic surgery—A procedure performed primarily to pre-
serve or improve appearance rather than restore the anatomy and/or
function of the body which are lost or impaired due to illness or
injury;

(J) Covered benefits—A schedule of covered services and charges,
including chiropractic services, which are payable under the plan;

(K) Custodial care—Care designed essentially to assist an individ-
ual to meet the activities of daily living; for example, assistance in
bathing, supervision of medication which can usually be self-admin-
istered and which does not entail or require the continuing attention
of trained medical or paramedical personnel;

(L) Dependent-only participation—Participation of certain sur-
vivors of employees. Dependent participation may be further defined
to include the deceased employee’s: 1) spouse only; 2) child(ren)
only; or 3) spouse and child(ren);

(M) Dependents—The lawful spouse of the employee, the employ-
ee’s unemancipated child(ren) and certain survivors of employees, as
provided in the plan document and these rules, for whom application
has been made and has been accepted for participation in the plan;

(N) Eligibility date—Refer to 22 CSR 10-3.020 for effective date
provisions.

1. Newly-hired employees and their eligible dependents, or
employees rehired after their participation terminates and their eligi-
ble dependents, are eligible to participate in the plan on the first day
of the month following the employee’s date of eligibility as deter-
mined by the employer.

(O) Emancipated child(ren)—A child(ren) who is—

1. Employed on a full-time basis;

2. Eligible for group health benefits in his/her own behalf;

3. Maintaining a residence separate from his/her parents or
guardian—except for full-time students in an accredited school or
institution of higher learning; or

4. Married;

(P) Employee and dependent participation—Participation of an
employee and the employee’s eligible dependents. Dependent partic-
ipation may be further defined to include the participating employ-
ee’s: 1) spouse only; 2) child(ren) only; or 3) spouse and child(ren).
Any individual eligible for participation as an employee is not eligi-
ble as a dependent, except as noted in 22 CSR 10-3.030(1)(A)9.;

(Q) Employee only participation—Participation of an employee
without participation of the employee’s dependents, whether or not
the employee has dependents;

(R) Employees—Employees of the participating public entity and
present and future retirees from the participating public entity who
meet the eligibility requirements as prescribed by the participating
public entity;

(S) Employer—The public entity that employs the eligible employ-
ee as defined above;

(T) Executive director—The administrator of the Missouri
Consolidated Health Care Plan (MCHCP) who reports directly to the
plan administrator;

(U) Health maintenance organization (HMO)—An organization
that provides for a wide range of comprehensive health care services
for a specified group at a fixed periodic prepayment;

(V) Home health agency—An agency certified by the Missouri
Department of Health and Senior Services, or any other state’s li-
censing or certifying body, to provide health care services to persons
in their homes;

(W) Hospice—A facility or program designed to provide a caring
environment for supplying the physical and emotional needs of the
terminally ill;

(X) Hospital.

1. An institution operated pursuant to law and primarily engaged
in providing on an inpatient basis medical, diagnostic and surgical
facilities, all of which must be provided on its premises, under the
supervision of a staff of one (1) or more physicians and with twenty-
four (24) hour-a-day nursing service by a registered nurse (RN) on
duty or call.

2. An institution not meeting all the requirements of (1)(X)1. of
this rule, but which is accredited as a hospital by the Joint
Commission on Accreditation of Health Care Organizations.
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3. An institution operated principally for treating sick and
injured persons through spiritual means and recognized as a hospital
under Part A, Hospital Insurance Benefits for the Aged of Medicare
(Title I of Public Law 89-97).

4. A psychiatric residential treatment center accredited by the
Joint Commission on Accreditation of Health Care Organizations on
either an inpatient or outpatient basis.

5. A residential alcoholism, chemical dependency or drug
addiction treatment facility accredited by the Joint Commission on
Accreditation of Health Care Organizations or licensed or certified
by the state of jurisdiction. In no event shall the term hospital include
a skilled nursing facility or any institution or part thereof which is
used primarily as a skilled nursing facility, nursing home, rest home
or facility for the aged;

(Y) Lifetime—The period of time you or your eligible dependents
participate in the plan;

(Z) Medical benefits coverage—Services that are received from
providers recognized by the plan and are covered benefits under the
plan;

(AA) Medically necessary—Services and/or supplies usually ren-
dered or prescribed for the specific illness or injury;

(BB) Nurse—A registered nurse (RN), licensed practical nurse
(LPN) or licensed vocational nurse (LVN). Nurse shall also include
an employee of an institution operated principally for treating sick
and injured persons through spiritual means which meets the require-
ments of a hospital as defined in this rule;

(CC) Open enrollment period—A period designated by the plan
during which subscribers may enroll, switch, or change their level of
coverage in any of the available health care options with the new cov-
erage becoming effective as of the beginning of the new plan year;

(DD) Out-of-area—Applies to claims of members living in speci-
fied zip code areas where the number of available providers does not
meet established criteria;

(EE) Out-of-network—Providers that do not participate in the
member’s health plan;

(FF) Participant—Any employee or dependent accepted for mem-
bership in the plan;

(GG) Physically or mentally disabled—The inability of a person to
be self-sufficient as the result of a condition diagnosed by a physician
as a continuing condition;

(HH) Physician/Doctor—A licensed practitioner of the healing
arts, acting within the scope of his/her practice as licensed under
334.021, RSMo;

(II) Plan—The program of health care benefits established by the
trustees of the Missouri Consolidated Health Care Plan as authorized
by state law;

(JJ) Plan administrator—The trustees of the Missouri Consolidated
Health Care Plan;

(KK) Plan document—The statement of the terms and conditions
of the plan as adopted by the plan administrator in the “2005
Missouri Consolidated Health Care Plan Public Entity Employee
Member Handbook” with respect to dental and vision coverage and
incorporated by reference in this rule, as published in August, 2004
by the Missouri Consolidated Health Care Plan, PO Box 104355,
Jefferson City, MO 65110. This rule does not incorporate any sub-
sequent amendments or additions. Note: The plan documents for
medical plans are provided by the fully-insured contractors of such
plans, and such plan documents may be obtained by contacting those
contractors directly. The names, addresses, and phone numbers of
the fully-insured contractors may be found in the “2005 Missouri
Consolidated Health Care Plan Public Entity Employee Member
Handbook;”

(LL) Plan year—Same as benefit year;

(MM) Point-of-service (POS)—A plan which provides a wide
range of comprehensive health care services, like an HMO, if in-net-
work providers are utilized, and like a PPO plan, if non-network
providers are utilized;

(NN) Pre-admission testing—X-rays and laboratory tests conduct-
ed prior to a hospital admission which are necessary for the admis-
sion;

(O0) Preferred provider organization (PPO)—An arrangement
with providers where discounted rates are given to members of the
plan who, in turn, are offered a financial incentive to use these
providers;

(PP) Prior plan—The terms and conditions of a plan in effect for
the period preceding coverage in the MCHCP;

(QQ) Provider—Hospitals, physicians, chiropractors, medical
agencies, or other specialists who provide medical care within the
scope of his/her practice and are recognized under the provisions and
administrative guidelines of the plan. Provider also includes a quali-
fied practitioner of an organization which is generally recognized for
health insurance reimbursement purposes and whose principles and
practices of spiritual healing are well established and recognized;

(RR) Public entity—A state-sponsored institution of higher learn-
ing, political subdivision or governmental entity or instrumentality
that has elected to join the plan and has been accepted by the board;

(SS) Review agency—A company responsible for administration of
clinical management programs;

(TT) Second opinion program—A consultation and/or exam with
a physician qualified to perform the procedure who is not affiliated
with the attending physician/surgeon, for the purpose of evaluating
the medical necessity and advisability of undergoing a surgical pro-
cedure or receiving a service;

(UU) Skilled nursing facility (SNF)—An institution which meets
fully each of the following requirements:

1. It is operated pursuant to law and is primarily engaged in pro-
viding, for compensation from its patients, the following services for
persons convalescing from sickness or injury: room, board and twen-
ty-four (24) hour-a-day nursing service by one (1) or more profes-
sional nurses and nursing personnel as are needed to provide ade-
quate medical care;

2. It provides the services under the supervision of a proprietor
or employee who is a physician or registered nurse; and it maintains
adequate medical records and has available the services of a physi-
cian under an established agreement, if not supervised by a physician
or registered nurse; and

3. A skilled nursing facility shall be deemed to include institu-
tions meeting the criteria in subsection (1)(UU) of this rule which are
established for the treatment of sick and injured persons through spir-
itual means and are operated under the authority of organizations
which are recognized under Medicare (Title I of Public Law 89-97);

(VV) State—Missouri;

(WW) Subscriber—The employee or member who elects coverage
under the plan;

(XX) Survivor—A member who meets the requirements of 22
CSR 10-3.020(6)(A);

(YY) Unemancipated child(ren)—A natural child(ren), a legally
adopted child(ren) or a child(ren) placed for adoption, and a depen-
dent disabled child(ren) over twenty-three (23) years of age (during
initial eligibility period only and appropriate documentation may be
required by the plan), and the following:

1. Stepchild(ren);

2. Foster child(ren) for whom the employee is responsible for
health care;

3. Grandchild(ren) for whom the employee has legal custody
and is responsible for providing health care;

4. Other child(ren) for whom the employee is legal custodian
subject to specific approval by the plan administrator. Except for a
disabled child(ren) as described in subsection (1)(GG) of this rule, an
unemancipated child(ren) is eligible from birth to the end of the
month in which s/he is emancipated, as defined here, or attains age
twenty-three (23) (twenty-five (25) if attending school full-time and
the public entity joining the plan had immediate previous coverage
allowing this provision) (see 22 CSR 10-3.020(4)(D)2. for
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continuing coverage on a handicapped child(ren) beyond age twenty-
three (23)); and

5. Stepchild(ren) who are not domiciled with the employee, pro-
vided the natural parent who is legally responsible for providing cov-
erage is also covered as a dependent under the plan;

(ZZ) Usual, customary, and reasonable charge—

1. Usual—The fee a physician most frequently charges the
majority of his/her patients for the same or similar services;

2. Customary—The range of fees charged in a geographic area
by physicians of comparable skills and qualifications for the same
performance of similar service;

3. Reasonable—The flexibility to take into account any unusual
clinical circumstances involved in performing a particular service;
and

4. A formula is used to determine the customary maximum.
The customary maximum is the usual charge submitted by ninety
percent (90%) of the doctors for ninety percent (90%) of the proce-
dures reported; and

(AAA) Vested subscriber—A member who meets the requirements
of 22 CSR 10-3.020(6)(B).

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 20, 2004, effective Jan. 1, 2005, expires June 29, 2005. A pro-
posed rule covering this same material is published in this issue of
the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 3—Public Entity Membership

EMERGENCY RULE

22 CSR 10-3.020 Subscriber Agreement and General
Membership Provisions

PURPOSE: This rule establishes the policy of the board of trustees
in regard to the employee’s subscriber agreement and membership
period for participation in the Missouri Consolidated Health Care
Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) The participant’s initial application, any subsequently accepted
modifications to such application, and the plan document as adopted
by the board along with duly executed amendments shall comprise
the subscriber agreement between the participant and the Missouri
Consolidated Health Care Plan (MCHCP). Any associated adminis-
trative guidelines interpret the subscriber agreement for the benefit of
members and administrators but are not part of the subscriber agree-
ment.

(A) By applying for coverage under the MCHCP a participant
agrees that—

1. The employer may deduct the cost of the premium for the
employee’s plan from the employee’s paychecks; and

2. Individual and family deductibles, if appropriate, will be
applied. Deductibles previously paid to meet the requirements of the
prior plan may be credited for those joining one of the preferred
provider organization (PPO) options. Appropriate proof of said
deductibles will be required.

(2) The participation period shall begin on the participant’s effective
date in the plan. Participation shall continue until this plan or cover-
age in this rule is terminated for any reason. However, transfer from
the prior plan to this plan will be automatic upon the effective date
of this plan.

(3) The effective date of participation shall be determined, subject to
the effective date provision in subsection (3)(C), as follows:

(A) Employee Participation.

1. If application by an employee is made on or before the date
of eligibility, participation shall become effective on such date of eli-
gibility;

2. If application by an employee is made within thirty-one (31)
days after the date of eligibility, participation may become effective
on the date of eligibility or the first day of the calendar month coin-
ciding with or following the date of application, except that partici-
pation shall be retroactive to the beginning of the month for employ-
ees rehired during the month following the month participation would
have terminated; and

3. Not limiting or excluding any of the other provisions, if appli-
cation is not made within thirty-one (31) days of the employee’s date
of eligibility, they may apply for coverage only if a life event occurs.
Life events include: marriage, birth, adoption, death, divorce, legal
separation, job loss or failure to elect continuation of coverage. A
special enrollment period of thirty-one (31) days shall be available
beginning with the date of the life event. It is the employee’s respon-
sibility to notify the plan administrator of the life event;

(B) Dependent Coverage. Dependent participation cannot precede
the subscriber’s participation. Application for participants must be
made in accordance with the following provisions. For family cover-
age, once a subscriber is participating with respect to dependents,
newly acquired dependents are automatically covered on their effec-
tive dates as long as the plan administrator is notified within thirty-
one (31) days of the person becoming a dependent. First eligible
dependents must be added within thirty-one (31) days of such qual-
ifying event. The employee is required to notify the plan administra-
tor on the appropriate form of the dependent’s name, date of birth,
eligibility date and Social Security number, if available. Claims will
not be processed until the required information is provided.

1. If an employee makes concurrent application for dependent
participation on or before the date of eligibility or within thirty-one
(31) days thereafter, participation for dependent will become effec-
tive on the date the employee’s participation becomes effective;

2. When an employee participating in the plan first becomes eli-
gible with respect to a dependent child(ren), coverage may become
effective on the eligibility date or the first day of the month coincid-
ing with or following the date of eligibility if application is made
within thirty-one (31) days of the date of eligibility and provided any
required contribution for the period is made;

3. Unless required under federal guidelines—
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A. An emancipated dependent who regains his/her dependent
status is immediately eligible for coverage if an application is sub-
mitted within thirty-one (31) days of regaining dependent status; and

B. An eligible dependent that is covered under a spouse’s
health plan who loses eligibility under the criteria stipulated for
dependent status under the spouse’s health plan is not eligible for
coverage until the next open enrollment period. (Note:
Subparagraphs (3)(B)3.A. and B. do not include dependents of
retirees or long-term disability members covered under the plan); and

4. Survivors, retirees, vested subscribers and long-term disabil-
ity subscribers may only add dependents to their coverage when the
dependent is first eligible for coverage;

(C) Effective Date Proviso.

1. In any instance when the employee is not actively working
full-time on the date participation would otherwise have become
effective, participation shall not become effective until the date the
employee returns to full-time active work. However, this provision
shall not apply for public entities (or any individual who is a mem-
ber of that public entity) when the MCHCP is replacing coverage for
that public entity;

(D) Application for dependent coverage may be made at other
times of the year when the spouse’s, ex-spouse’s (who is the natural
parent providing coverage), or legal guardian’s: 1) employment is
terminated or is no longer eligible for coverage under his/her
employer’s plan, or 2) employer-sponsored medical plan is termi-
nated. With respect to dependent child(ren) coverage, application
may also be made at other times of the year when the member
receives a court order stating s/he is responsible for providing med-
ical coverage for the dependent child(ren) or when the dependent
loses Medicaid coverage. Dependents added under any of these
exceptions must supply verification from the previous insurance car-
rier or the member’s employer that they have lost coverage and the
effective date of termination. Coverage must also be requested with-
in sixty (60) days from the termination date of the previous coverage.
Application must be made within sixty (60) days of the court order.
(Note: This section does not include dependents of retirees, sur-
vivors, vested subscribers, or long-term disability subscribers cov-
ered under the plan); and

(E) When an employee experiences applicable life events, eligibil-
ity will be administered according to Health Insurance Portability
and Accountability Act (HIPAA) guidelines.

(4) Termination of participation shall occur on the last day of the cal-
endar month coinciding with or following the happening of any of the
following events, whichever shall occur first:

(A) Written request by the employee;

(B) Failure to make any required contribution toward the cost of
coverage;

(C) Entry into the armed forces of any country. With respect to an
employee, membership in the National Guard or Reserves with or
without two (2) consecutive full weeks of active training each year
shall not be considered as entry into the armed forces; or

(D) Termination of Eligibility for Participation.

1. With respect to employees, termination of participation shall
occur upon termination of employment in a position covered by the
MCHCEP, except as specified in sections (5) and (6).

2. With respect to dependents, termination of participation shall
occur upon ceasing to be a dependent as defined in this rule with the
following exception: unemancipated mentally retarded and/or physi-
cally handicapped children will continue to be eligible beyond age
twenty-three (23) during the continuance of a permanent disability
provided documentation satisfactory to the plan administrator is fur-
nished by a physician prior to the dependent’s twenty-third birthday,
and as requested at the discretion of the plan administrator.

3. Termination of employee’s participation shall terminate the
participation of dependents, except as specified in section (6).

(5) Termination of participation shall occur immediately upon dis-
continuance of the plan subject to the plan termination provision
specified in 22 CSR 10-2.080(1).

(6) Continuation of Coverage.

(A) Dependents. Termination of an active employee’s participa-
tion by reason of death shall not terminate participation with respect
to the surviving spouse and/or dependent children if—

1. The active employee was vested and eligible for a future
retirement benefit; or

2. Your eligible dependents meet one (1) of the following con-
ditions:

A. They have had coverage through MCHCP since the effec-
tive date of the last open enrollment period;

B. They have had other health insurance for the six (6)
months immediately prior to your death—proof of insurance is
required; or

C. They have had coverage through MCHCP since they were
first eligible.

(B) Employee Eligible for Retirement Benefits. Any employee
who, at the time of termination of employment, met the following—

1. Eligibility Criteria:

A. Coverage through MCHCP since the effective date of the
last open enrollment period;

B. Other health insurance for the six (6) months immediately
prior to the termination of state employment—proof of insurance is
required; or

C. Coverage since first eligible;

2. Immediately eligible to receive a monthly retirement benefit
from the retirement system of the participating public entity may
elect to continue to participate in the plan by paying the cost of plan
benefits as determined by the plan administrator. An employee must
apply for continued coverage within thirty-one (31) days of the first
day of the month following the date of retirement. An employee,
continuing coverage under this provision, may also continue coverage
for eligible dependents.

A. If a member participates in the MCHCP as a vested mem-
ber, his/her dependents may also participate if they meet one (1) of
the following criteria:

(I) They have had coverage through MCHCP since the
effective date of the last open enrollment period;

(II) They have had other health insurance for the six (6)
months immediately prior to state employment termination—proof of
insurance is required; or

(IIT) They have had coverage since they were first eligible;

3. In the case of the death of a retiree who was maintaining
dependent coverage under this provision, the dependent of the
deceased retiree may continue his/her participation under the plan.
However, retirees, survivors, vested subscribers and long-term dis-
ability subscribers and their dependents are not later eligible if they
discontinue their coverage at some future time, except as noted in
(7)(B)4.; and

4. A vested or retired member may elect to suspend their cov-
erage upon entry into the armed forces of any country by submitting
a copy of their activation papers within thirty-one (31) days of their
activation date. Coverage will be suspended the first of the month fol-
lowing the month of activation. Coverage may be reinstated at the
same level upon discharge by submitting a copy of their separation
papers and a completed enrollment form within thirty-one (31) days
of their separation date. Coverage will be reinstated as of the first of
the month following the month of separation.

(C) Coverage at Termination. A former employee may participate
in the plan if s/he terminates employment before retirement provid-
ed s/he is a vested employee. This means s/he will be eligible for a
benefit from the retirement system of the participating public entity
when s/he reaches retirement age. The election to participate must
be made within thirty-one (31) days from the last day of the month
in which employment terminated. The member must pay the full
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cost of coverage. However, s/he will not later be eligible if s/he dis-
continues coverage at some future time.

(D) Leave of Absence. An employee on approved leave of absence
may elect to retain eligibility to participate in the plan by paying the
required contributions. The employing department must officially
notify the plan administrator of the leave of absence and any exten-
sion of the leave of absence by submitting the required form. Any
employee on an approved leave of absence who was a member of the
Missouri Consolidated Health Care Plan when the approved leave
began, but who subsequently terminated participation in the Missouri
Consolidated Health Care Plan while on leave, may recommence
his/her coverage in the plan at the same level (employee only, or
employee and dependents) upon returning to employment directly
from the leave, but they will be subject to preexisting limitations,
when applicable. Preexisting limitations under this provision will not
apply to health maintenance organization (HMO) or point-of-service
(POS) members. However, eligibility is terminated for those mem-
bers receiving a military leave of absence, as specified in subsection
(5)(C). Coverage may be reinstated upon return from military leave
without proof of insurability or preexisting conditions. However, the
former member must complete an enrollment form. Coverage under
this provision is effective on the first of the month coinciding with or
following the employee’s return to work. Coverage will be continu-
ous if the employee returns to work in the subsequent month follow-
ing the initial leave date and timely requests reinstatement of cover-
age.

(E) Layoff. An employee on layoff status may elect to retain eligi-
bility to participate in the plan by paying the required contribution for
a maximum of twenty-four (24) months with recertification of status
at least every twelve (12) months by the employing department.
Eligibility will terminate if the employee becomes eligible for health
benefits as an employee of another employer. If participation termi-
nates and the employee is recalled to service, eligibility will be as a
new employee.

(F) Workers’ Compensation. Any person who is receiving, or is
entitled to receive, Workers’” Compensation benefits as a result of an
injury or accident sustained in employment and who was a member
of the plan at the time of becoming disabled may continue his/her
coverage in the plan at the same level of participation (employee only
or employee and dependents) by paying the required contributions, if
the disability occurred in the employment through which the employ-
ee qualifies for membership in the plan. Any person receiving, or
entitled to receive, Workers’ Compensation benefits who was a mem-
ber of the plan at the time of becoming disabled as a result of an
injury or accident sustained in employment through which the person
qualified for membership in the plan, but who subsequently termi-
nated participation in the plan, may recommence his/her coverage in
the plan at the same level (employee only, or employee and depen-
dents) upon returning to employment, without proving insurability.

(G) Reinstatement After Dismissal. If an employee is approved to
return to work after being terminated as a result of legal or adminis-
trative action available as a recourse through his/her employer, s/he
will be allowed to reinstate his/her medical benefit retroactively to
the date of dismissal. If the employee is reinstated with back pay,
s/he will be responsible for paying any contribution normally made
for either his/her coverage or his/her covered dependents. No pre-
existing condition limitation will apply. If the employee is reinstated
without back pay, s/he will be considered to have been on a leave of
absence. Consequently, the employee will be responsible for making
any required contribution toward the cost of his/her medical benefits.
If the employee does not purchase coverage for the period between
termination and reinstatement, s/he may regain the same level of cov-
erage s/he had prior to termination. If the employee participates in
a PPO plan, the preexisting condition limitation will apply if cover-
age lapsed more than sixty-three (63) days. This does not apply if
the employee participates in an HMO or POS.

(7) Federal Consolidated Omnibus Budget Reconciliation Act
(COBRA).

(A) In accordance with the COBRA, eligible employees and their
dependents may continue their medical coverage after the employee’s
termination date.

1. Employees terminating for reasons other than gross miscon-
duct may continue coverage for themselves and their covered depen-
dents for eighteen (18) months at their own expense.

2. A surviving spouse and dependents, not normally eligible for
continued coverage, may elect coverage for up to thirty-six (36)
months at their own expense.

3. A divorced spouse may continue coverage at his/her own
expense for up to thirty-six (36) months if the plan administrator is
notified within sixty (60) days from the date coverage would termi-
nate.

4. Dependent spouse and/or child(ren) may continue coverage
up to thirty-six (36) months if the covered employee retires and the
dependent spouse/child(ren) has not been covered by the plan for two
(2) years.

5. Children who would no longer qualify as dependents may
continue coverage for up to thirty-six (36) months at their (or their
parent’s/guardian’s) expense if the plan administrator is notified
within sixty (60) days of the loss of the dependent’s eligibility.

6. Employees who are disabled at termination or become dis-
abled during the first sixty (60) days of coverage may continue cov-
erage for up to twenty-nine (29) months.

7. Premiums for continued coverage will be one hundred two
percent (102%) of the health plan rate, one hundred fifty percent
(150%) if disabled. Once coverage is terminated under the COBRA
provision it cannot be reinstated.

8. All operations under the COBRA provision will be applied in
accordance with federal regulations.

(8) Missouri State Law COBRA Wrap-Around Provisions—Missouri
law provides that if you lose your group health insurance coverage
because of a divorce, legal separation or the death of your spouse you
may continue coverage until age sixty-five (65) if: a) You continue
and maintain coverage under the thirty-six (36)-month provision of
COBRA; and b) You are at least fifty-five (55) years old when your
COBRA benefits end. The qualified beneficiary must apply to con-
tinue coverage through the wrap-around provisions and will have to
pay all of the application premium. MCHCP may charge up to an
additional twenty-five percent (25 %) of the applicable premium. The
above Cancellation of Continuation Coverage also applies to COBRA
wrap-around continuation.

(9) Medicare—Participants eligible for Medicare who are not eligible
for this plan as their primary plan, shall be eligible for benefits no
less than those benefits for participants not eligible for Medicare. For
such participants who elect to continue their coverage, benefits of this
plan shall be coordinated with Medicare benefits on the then standard
coordination of benefits basis to provide up to one hundred percent
(100%) reimbursement for covered charges.

(A) If a participant eligible for Medicare who is not eligible for
this plan as the primary plan is not covered by Medicare, an estimate
of Medicare Part A and/or Part B benefits shall be made and used for
coordination or reduction purposes in calculating benefits. Benefits
will be calculated on a claim submitted basis so that if, for a given
claim, Medicare reimbursement was for more than the benefits pro-
vided by this plan without Medicare, the balance will not be consid-
ered when calculating subsequent claims; and

(B) If any retired participants or long-term disability recipients,
their eligible dependents or surviving dependents eligible for cover-
age elect not to be continuously covered from the date first eligible,
or do not apply for coverage within thirty-one (31) days of their eli-
gibility date, they shall not thereafter be eligible for coverage.
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AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 20, 2004, effective Jan. 1, 2005, expires June 29, 2005. A pro-
posed rule covering this same material is published in this issue of
the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 3—Public Entity Membership

EMERGENCY RULE

22 CSR 10-3.030 Public Entity Membership Agreement and
Participation Period

PURPOSE: This rule establishes the policy of the board of trustees
in regard to the public entity’s membership agreement and partici-
pation period with the Missouri Consolidated Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) The application packet, participation agreement and confirmation
notice shall comprise the membership agreement between a public
entity and the Missouri Consolidated Health Care Plan (MCHCP).

(A) By applying for coverage under the MCHCP a public entity
agrees that—

1. The MCHCP will be the only health care offering made to
its eligible members;

2. If the public entity participated in the MCHCP during calen-
dar year 2004 and continues to participate each year subsequent to
calendar year 2004, that public entity shall only be required to con-
tribute twenty-five dollars ($25) per month towards the employee
only premium for each active employee’s premium for the plan(s)
offered through MCHCP during calendar years 2005 and 2006;

3. If the public entity did not participate in the MCHCP during
calendar year 2004, that public entity shall contribute at least fifty
percent (50%) of the lowest cost employee only premium per month
toward each active employee’s premium for the plan(s) offered
through MCHCP;

4. Beginning January 1, 2007, all public entities shall contribute
at least fifty percent (50%) of the lowest cost employee only premi-
um per month toward each active employee’s premium for the plan(s)
offered through MCHCP;

5. For public entities with less than twenty-five (25) employ-
ees, the public entity shall only offer one (1) plan choice to its
employees. For public entities with twenty-five (25) or more
employees, the public entity may offer more than one (1) plan choice
provided by MCHCP.

6. For public entities with more than a total of three (3) employ-
ees, at least seventy-five percent (75 %) of all eligible employees must
join the MCHCP. For public entities with three (3) or fewer employ-
ees, a minimum of one (1) employee must join the MCHCP. For
public entities with three (3) or fewer employees who fail to have one
(1) employee participating in the MCHCP, MCHCP will allow the
public entity up to twelve (12) months in which to attempt to meet
the participation requirements before terminating for failure to meet
the participation requirements. Such a termination for those public
entities with three (3) or fewer employees will occur retroactively to
the date such participation requirement failed to be met;

7. Individual and family deductibles, if applicable, will be
applied. Deductibles previously paid to meet the requirements of the
terminating plan may be credited for those joining one of the PPO
options. Appropriate proof of said deductibles will be required;

8. An eligible employee is one that is not covered by another
group sponsored plan;

9. Any individual eligible as an employee may be covered as
either an employee or dependent, but not both. Employees enrolled
as dependents will not be considered as eligible employees in con-
sideration of section (6); and

10. A public entity may apply a probationary period, not to
exceed applicable federal guidelines, before benefits become effec-
tive.

(B) Effective January 1, 2001, in order to provide retiree cover-
age, any participating member agency joining MCHCP must have
one of the criteria listed below. If neither of these scenarios is applic-
able and no retirement plan exists, no “retirees” would exist, so there
would be no retiree eligibility.

1. An established retirement plan with contributions shared by
both the employee and the employer (or made by the employer only)
with an established minimum vesting period. The employer must
offer coverage to retirees who have met this minimum vesting period
requirement.

2. An employer-sponsored (but no contribution made by
employer) retirement plan in which the employee is currently partic-
ipating or from which the employee is eligible to receive a benefit.
In this case, in order to be considered an eligible retiree, the prospec-
tive member must have met a vesting criterion equal to Missouri
State Employees’ Retirement System (MOSERS). If this criterion
was not met, the employer may not offer coverage to that person as
a retiree.

(2) The public entity’s participation period shall begin on the date
specified in the participation agreement. Participation shall continue
until the end of the participation agreement is reached or immediate-
ly upon discontinuance of the plan subject to the plan termination
provision specified in 22 CSR 10-3.080(1).

(3) The voluntariness of the public entity’s failure to meet partici-
pation levels is to be determined by MCHCP. Examples of non-vol-
untary failure to meet participation levels include: 1) a public enti-
ty falls below the required participation level due to employment ter-
mination(s); and 2) a public entity falls below the required participa-
tion level, but the public entity can prove that all eligible employees
who failed to take the coverage have other group coverage not offered
through the public entity or are Medicare eligible.

(4) Total premium costs for various classes of employee participation
based on employment status, eligibility for Medicare and for various
classifications of dependent participation are established by the plan
administrator.
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(5) Underwriting guidelines are set by the plan administrator.

(6) The contribution by the employee shall be determined, within the
underwriting guidelines set by the plan administrator, by the appro-
priate administrative unit for the public entity.

(7) Refunds of overpayments are limited to the amount overpaid dur-
ing the twelve (12)-month period ending at the end of the month pre-
ceding the month during which notice of overpayment is received.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 20, 2004, effective Jan. 1, 2005, expires June 29, 2005. A pro-
posed rule covering this same material is published in this issue of
the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 3—Public Entity Membership

EMERGENCY RULE
22 CSR 10-3.070 Coordination of Benefits

PURPOSE: This rule establishes the policy of the board of trustees
in regard to coordination of benefits in the Missouri Consolidated
Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) If a participant is also covered under any other plan (as defined
here) and is entitled to benefits or other services for which benefits
are payable under this plan, the benefits under this plan will be
adjusted as shown in this rule.

(2) As used in this rule—
(A) Plan means a plan listed in the following which provides med-

ical, vision, dental or other health benefits or services:

1. A group or blanket plan on an insured basis;

2. Other plan which covers people as a group;

3. A self-insured or non-insured plan or other plan which is
arranged through an employer, trustee or union;

4. A prepayment group plan which provides medical, vision,
dental or health service;

5. Government plans, including Medicare;

6. Auto insurance when permitted by the laws of the state of
jurisdiction; and

7. Single- or family-subscribed plans issued under a group- or
blanket-type plan;

(B) The definition of plan shall not include:

1. Hospital preferred provider organization (PPO) type plans;
2. Types of plans for students; or
3. Any individual policy or plan;

(C) Each plan, as defined previously, is a separate plan. However,
if only a part of the plan reserves the right to adjust its benefits due
to other coverage, the portion of the plan which reserves the right and
the portion which does not shall be treated as separate plans;

(D) Allowable expense means a necessary, reasonable and cus-
tomary item of medical, vision, dental or health expense which is
covered at least in part under one of the plans. If a plan provides ben-
efits in the form of services, the cash value of such service will be
deemed to be the benefit paid. An allowable expense to a secondary
plan includes the value or amount of any allowable expense which
was not paid by the primary or first paying plan; and

(E) Benefit determination period means from January 1 of one
year through December 31 of the same year.

(3) The benefits under the policy shall be subject to the following:

(A) This provision shall apply in determining the benefit as to a
person covered under the policy for a benefit determination period if
the sum of paragraphs (3)(A)1. and 2. listed in this rule exceeds the
allowable expense incurred by or on behalf of such person during the
period—

1. The benefits payable under this plan in the absence of this
provision; and

2. The benefits payable under all other plans in the absence of
provisions similar to this one;

(B) As to any benefit determination period, the allowable expense
under this plan shall be coordinated, except as provided in subsection
(3)(C) of this rule, so that the sum of such benefits and all of the ben-
efits paid, payable or furnished which relate to such allowable
expense under other plans, shall not exceed the total of allowable
expenses incurred by the covered individual. All benefits under other
plans shall be taken into account whether or not claim has been
made;

(C) If coverage under any other plan is involved, as shown in sub-
section (3)(B) of this rule—

1. This plan contains a provision coordinating benefits with
other plans; and

2. The terms set forth in subsection (2)(D) would require bene-
fits under this plan be figured before benefits under the other plan are
figured, the benefits under this plan will be determined as though
other plans were not involved;

(D) The basis for establishing the order in which plans determine
benefits shall be as follows:

1. Benefits under the plan which cover the person on whom
claim is based as an employee shall be determined before the bene-
fits under a plan which cover the person as a dependent; and

2. The primary plan for dependent children will be the plan of
the parent whose birthday occurs first in the calendar year. If both
parents have the same birthday, the plan of the person who has been
covered the longest period of time becomes the primary carrier:

A. When the parents are separated or divorced and the parent
with custody of the child has not remarried, the benefits of a plan
which covers the child as a dependent of the parent with custody of
the child will be determined before the benefits of the plan which
covers the child as a dependent of the parent without custody;

B. When the parents are divorced and the parent with custody
of the child has remarried, the benefits of a plan which covers the
child as a dependent of the parent with custody shall be determined
before the benefits of a plan which covers that child as a dependent
of the stepparent. The benefits of a plan which covers that child as a
dependent of the stepparent will be determined before the benefits of
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a plan which covers that child as a dependent of the parent without
custody; and
C. In spite of subparagraphs (3)(D)2.A. and B. of this rule,

if there is a court decree which would otherwise decide financial duty
for the medical, vision, dental or health care expenses for the child,
the benefits of a plan which covers the child as a dependent of the
parent with such financial duty shall be decided before the benefits
of any other plan which covers the child as a dependent; and when
paragraphs (3)(D)1. and 2. of this rule do not establish the order of
benefit determination, the plan which covers the person for the
longer time shall be determined first; and

(E) When this provision operates to reduce the benefits under this
plan, each benefit that would have otherwise been paid will be
reduced proportionately and this reduced amount shall be charged
against the benefit limits of this plan.

(4) When a member has coverage with two (2) group plans, the plan
which covers the person for the longer time shall be determined first.

(5) If a member is eligible for Medicare due to a disability, Medicare
is the primary plan and this plan is a secondary plan. If a member
or dependent is eligible for Medicare due to end stage renal disease,
this plan is primary for the first thirty (30) months. Medicare is pri-
mary after the first thirty (30) months.

(6) The claims administrator, with the consent of the employee or the
employee’s spouse when the claim is for a spouse, or the parent or
guardian when the claim is for a minor child, may release or obtain
any data which is needed to implement this provision.

(7) When payments should have been paid under this plan but were
already paid under some other plan, the claims administrator shall
have the right to make payment to such other plan of the amount
which would satisfy the intent of this provision. This payment shall
discharge the liability under this plan.

(8) When payments made under this plan are in excess of the amount
required to satisfy the intent of this provision, the claims administra-
tor shall have the right to recover the excess payment from one (1) or
more of the following:

(A) Any person to whom, for whom or with respect to whom these
payments were made;

(B) Any insurance company; or

(C) Any other organization.

(9) The claims administrator will pay benefits promptly, or, if applic-
able, within their contractual time frame obligations after submittal
of due proof of loss unless the claims administrator provides the
claimant a clear, concise statement of a valid reason for further delay
which is in no way connected with, or caused by the existence of this
provision nor otherwise caused by the claims administrator.

(10) If one of the other plans involved (as defined in coordination of
benefits provision) provides benefits on an excess insurance or excess
coverage basis, subsections (3)(C) and (D) of this rule shall not apply
to the plan and this policy will pay as excess coverage.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 20, 2004, effective Jan. 1, 2005, expires June 29, 2005. A pro-
posed rule covering this same material is published in this issue of
the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 3—Public Entity Membership

EMERGENCY RULE

22 CSR 10-3.075 Review and Appeals Procedure

PURPOSE: This rule establishes the policy of the board of trustees
in regard to review and appeals procedures for participation in the
Missouri Consolidated Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) When any participant shall suffer any injury or sickness giving
rise to claim under these rules, s/he shall have free choice of
providers practicing legally in the location in which service is pro-
vided to the end that a provider/patient relationship shall be main-
tained. Reimbursement will be in accordance with the benefit pro-
visions of the type of coverage chosen by the participant.

(2) The plan administrator, agent or claims administrator, upon
receipt of a notice of request, shall furnish to the employee the forms
as are usually furnished for filing proofs of loss. If the forms are not
furnished within thirty (30) days after the giving of such notice, the
employee shall be deemed to have complied with the requirement as
to proof of loss upon submitting, within the time fixed for filing
proofs of loss, written proof covering the occurrence, the character
and the extent of the loss for which request is made.

(3) Written proof of claims incurred should be furnished to the claims
administrator as soon as reasonably possible. Claims filed more than
one (1) year after charges are incurred will not be honored. All
claims are reviewed and/or investigated by the claims administrator
before they are paid.

(4) In the case of medical benefits, the claims administrator will send
written notice of any amount applied toward the deductible as well as
any payments made. The claims administrator may also send a
request for additional information or material to support the claim,
along with reasons why this information is necessary.

(5) All insured members of the Missouri Consolidated Health Care
Plan (MCHCP) shall use the claims and administration procedures
established by the health maintenance organization (HMO), point-of-
service (POS), or preferred provider organization (PPO) health plan
contract applicable to the insured member. Only after these proce-
dures have been exhausted may the member appeal directly to the
Missouri Consolidated Health Care Plan Board of Trustees to review
the decision of the health plan contractor.

(A) Appeals to the board of trustees shall be submitted in writing
within forty-five (45) days of receiving the final decision from the
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member’s health care plan, specifically identifying the issue to be
resolved and be addressed to:

Attn: Appeal
Board of Trustees
Missouri Consolidated Health Care Plan
PO Box 104355
Jefferson City, MO 65110

(B) The board may utilize a hearing officer, such as the
Administrative Hearing Commission, to conduct a fact-finding hear-
ing, and make proposed findings of fact and conclusions of law.

1. The hearing will be scheduled by the MCHCP.

2. The parties to the hearing will be the insured and the applic-
able health plan.

3. All parties shall be notified in writing of the date, time and
location of the hearing.

4. All parties shall have the right to appear at the hearing and
submit written or oral evidence. The appealing party shall be respon-
sible for all copy charges incurred by MCHCP in connection with
any documentation that must be obtained through the MCHCP. These
fees will be reimbursed should the party prevail in his/her appeal.
They may cross-examine witnesses. They need not appear and may
still offer written evidence. The strict rules of evidence shall not
apply.

5. The party appealing to the board shall carry the burden of
proof.

6. The independent hearing officer shall propose findings of fact
and conclusions of law, along with its recommendation, to the board.
Copies of the summary, findings, conclusions and recommendations
shall be sent to all parties.

(C) The board may, but is not required to, review the transcript of
the hearing. It will review the summary of evidence, the proposed
findings of fact and conclusions of law and shall then issue its final
decision on the matter.

1. All parties shall be given a written copy of the board’s final
decision.

2. All parties shall be notified that if they feel aggrieved by the
final decision, they shall have the right to seek judicial review of the
decision within thirty (30) days of its receipt, as provided in sections
536.100 to 536.140, RSMo.

(D) Administrative decisions made solely by MCHCP may be
appealed directly to the board of trustees, by either an insured mem-
ber or health plan contractor.

1. All the provisions of this rule, where applicable, shall apply
to these appeals.

2. The parties to such appeal shall be the appellant and the
MCHCP shall be respondent.

3. The appellant, if aggrieved by the final decision of the board,
shall have the right of appeal as stated in subsection (5)(C) herein.

4. In reviewing these appeals, the board and/or staff may con-
sider:

A. Newborns—

(I) Notwithstanding any other rule, if a member currently
has children coverage under the plan, he/she may enroll his/her new-
born retroactively to the date of birth if the request is made within
six (6) months of the child’s date of birth. If a member does not cur-
rently have children coverage under the plan but states that the
required information was provided within the thirty-one (31)-day
enrollment period, he/she must sign an affidavit stating that their
information was provided within the required time period. The affi-
davit must be notarized and received in the MCHCP office within
thirty-one (31) days after the date of notification from the MCHCP;
and

(II) Once the MCHCP receives the signed affidavit from
the member, coverage for the newborn will be backdated to the date
of birth, if the request was made within six (6) months of the child’s
date of birth. The approval notification will include language that the

MCHCP has no contractual authority to require the contractors to
pay for claims that are denied due to the retroactive effective date. If
an enrollment request is made under either of these two (2) scenar-
ios past six (6) months following a child’s date of birth, the informa-
tion will be forwarded to the MCHCP board for a decision.

B. Credible evidence—Notwithstanding any other rule, the
MCHCP may grant an appeal and not hold the member responsible
when there is credible evidence that there has been an error or mis-
communication, either through the member’s payroll/personnel
office or the MCHCP, that was no fault of the member.

C. Change of plans due to dependent change of address—A
member may change plans outside the open enrollment period if
his/her covered dependents move out of state and their current plan
cannot provide coverage.

(E) Any member wishing to appeal their enrollment selection com-
pleted during the annual open enrollment period must do so in writ-
ing to the board of trustees within thirty (30) calendar days of the
beginning of the new plan year. The MCHCP will respond within
thirty (30) calendar days of the receipt of the appeal.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 20, 2004, effective Jan. 1, 2005, expires June 29, 2005. A pro-
posed rule covering this same material is published in this issue of
the Missouri Register.

Title 22—MISSOURI CONSOLIDATED HEALTH
CARE PLAN
Division 10—Health Care Plan
Chapter 3—Public Entity Membership

EMERGENCY RULE
22 CSR 10-3.080 Miscellaneous Provisions

PURPOSE: This rule establishes the policy of the board of trustees
in regard to miscellaneous provisions under the Missouri
Consolidated Health Care Plan.

EMERGENCY STATEMENT: This emergency rule must be in place
by January 1, 2005, in accordance with the new plan year.
Therefore, this rule is necessary to protect members (employees,
retirees and their families) enrolled in the Missouri Consolidated
Health Care Plan (MCHCP) from the unintended consequences of
having their health insurance coverage interrupted due to confusion
regarding eligibility or availability of benefits. Further, it clarifies
member eligibility and responsibility for various types of eligible
charges, beginning with the first day of coverage for the new plan
year. It may also help ensure that inappropriate claims are not made
against the state and help protect the MCHCP and its members from
being subjected to unexpected and significant financial liability
and/or litigation. It is imperative that this rule be registered imme-
diately in order to maintain the integrity of the current health care
plan. This emergency rule must become effective January 1, 2005,
in order that an immediate danger is not imposed on the public wel-
fare. This rule reflects changes made to the plan by the Missouri
Consolidated Health Care Plan Board of Trustees. This emergency
rule complies with the protections extended by the Missouri and
United States Constitutions and limits its scope to the circumstances
creating the emergency. The MCHCP follows procedures best calcu-
lated to assure fairness to all interested persons and parties under the
circumstances. Emergency rule filed December 20, 2004, effective
January 1, 2005, expires June 29, 2005.

(1) Termination of the Plan. Any other provision of this plan to the
contrary notwithstanding, no benefit will be paid for charges incurred
by a participant or former participant after the termination of this
plan.
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(2) Facility of Payment. Plan benefits will be paid to the employee if
living and capable of giving a valid release for the payment due. If
the participant, while living, is physically, mentally or for any other
reason incapable of giving a valid release for any payment due, the
claims administrator at his/her option, unless and until request is
made by the duly appointed guardian, may pay benefits which may
become due to any blood relative or relative connected by marriage
to the participant, or to any other person or institution appearing to
the claims administrator to have assumed responsibility for the affairs
of the participant. Any payments made by the claims administrator in
good faith pursuant to this provision shall fully discharge the claims
administrator to the extent of the payment. Any benefit unpaid at the
time of the employee’s death will be paid to the employee’s estate. If
any benefits shall be payable to the estate of the employee, the claims
administrator may pay these benefits to any relative by blood or con-
nection by marriage of the employee who is deemed by the claims
administrator to be equitably entitled to it. Any payments made by
the claims administrator in good faith pursuant to this provision shall
fully discharge the claims administrator to the extent of this payment.
Subject to any acceptable written direction and assignment by the
employee, any benefits provided, at the claims administrator’s
option, may be paid directly to an eligible provider rendering covered
services; but it is not required that the service be rendered by a par-
ticular provider.

(3) Confidentiality of Records. The health records of the participants
in the plan are confidential and shall not be disclosed to any person,
except pursuant to a written request by, or with the prior written con-
sent of, the individual to whom the records pertain, unless disclosure
of the records would be to the officers and employees of the plan or
claims administrator or his/her legal representatives who have a need
for the records in the performance of their duties; or unless disclo-
sure would be for a routine use by the plan or claims administrator
for a purpose which is compatible with the purpose for which it was
collected; or unless disclosure of the records would be to the com-
missioner of administration, or his/her legal representative, for the
sole purpose of preventing fraudulent or redundant medical claims to
either the Missouri Consolidated Health Care Plan, Missouri, or
other public entities as an employer or self-insurer of Workers” Com-
pensation for use in the investigation of a Workers’ Compensation
claim; or unless disclosure of the records is to the participant to
whom the record pertains; or unless disclosure of the record is pur-
suant to the order of a court of competent jurisdiction. The parent of
any minor, or the legal guardian of any individual who has been
declared to be incompetent due to physical or mental incapacity by a
court of competent jurisdiction, may act on behalf of the individual.

(4) Should any provision of this plan conflict with the requirements
of federal or state law, including but not limited to the Health
Insurance Portability and Accountability Act, Family and Medical
Leave Act, the Americans with Disabilities Act or the Older Workers
Benefit Protection Act, the plan shall be administered in such a way
as to comply with the requirements of law, and will be deemed
amended to conform with law.

(5) This document will be kept on file at the principal offices of the
plan administrator and may be inspected by a participant during reg-
ular business hours. Also, the plan administrator reserves the right
at any time to modify or amend, in whole or in part, any or all pro-
visions of the plan.

AUTHORITY: section 103.059, RSMo 2000. Emergency rule filed
Dec. 20, 2004, effective Jan. 1, 2005, expires June 29, 2005. A pro-
posed rule covering this same material is published in this issue of
the Missouri Register.
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he Secretary of State shall publish all executive orders beginning January 1, 2003, pursuant to section 536.035.2, RSMo
Supp. 2003.

EXECUTIVE ORDER
05-01

The Executive Order denoted 01-09 is hereby rescinded.

IN WITNESS WHEREOF, I have
hereunto set my hand and caused to
be affixed the Great Seal of the State
of Missouri, in the City of Jefferson,
on this 11" day of January, 2005.

o&\-x\

Matt Biunt
Governor

ATTEST:

AUl Guke.

Robin Carnahan
Secretary of State
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EXECUTIVE ORDER
05-02

WHEREAS, it is vital to the economic health and prosperity of Missouri that State
government be conducted in the most business-like and economical manner, and that the
people of this State be assured that their tax dollars be spent wisely; and

WHEREAS, immediate cost containment will assist in reducing State expenditures and
improving the condition of the general revenue fund and other revenue funds; and

WHEREAS, one way to obtain immediate cost containment is to freeze the leasing or
purchasing of non-emergency motor vehicles, cellular phones, and new office space, for
all State agencies and departments in the Executive Branch of State government;

NOW THEREFORE, I, Matt Blunt, Governor of the State of Missouri, by virtue of the
authority vested in me by the Constitution and laws of the State of Missouri, do hereby
order as follows:

(1) All State agencies and departments in the Executive Branch shall not enter into any
agreement or contract to lease or purchase any non-emergency motor vehicles, except as
may be determined by the Commissioner of Administration to be in the best interest of
the State.

(2) All State agencies and departments in the Executive Branch shall not enter into any
agreement or contract to lease or purchase any cellular phones, except as may be
determined by the Commissioner of Administration to be in the best interest of the State.

(3) All State agencies and departments in the Executive Branch shall not enter into any
agreement or contract to lease or purchase new office space, except as may be determined
by the Commissioner of Administration to be in the best interest of the State.
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IN WITNESS WHEREOF, I have
hereunto set my hand and caused to
be affixed the Great Seal of the State
of Missouri, in the City of Jefferson,
on this 11" day of January, 2005.

NAR T

Matt B\lunt -
Governor

ATTEST:

Al Guai.

Robin Carnahan
Secretary of State
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EXECUTIVE ORDER
05-03

WHEREAS, the State of Missouri currently maintains an office in Washington, D.C.; and

WHEREAS, the stated purpose of the Washington, D.C. office has been to represent the
State’s interests in Washington and to monitor Federal legislation; and

WHEREAS, the annual cost to Missouri of maintaining the Washington, D.C. office is
more than $164,000; and

WHEREAS, it is vital to Missouri that State government be conducted in the most
business-like and economical manner, and that the people of this State be assured that
their tax dollars are spent wisely; and

WHEREAS, the continued operation of the Washington, D.C. office is not vital to the
State’s interests; and

WHEREAS, the State of Missouri has nine members of the United States House of
Representatives and two members of the United States Senate making up a delegation
capable of safeguarding the State’s interests; and

WHEREAS, the State of Missouri will realize immediate savings upon the closing of the
Washington, D.C. office by eliminating duplication of activities and administrative costs.

NOW THEREFORE, I, Matt Blunt, Governor of the State of Missouri, by virtue of the

authority vested in me by the Constitution and laws of the State of Missouri, do hereby

order the Commissioner of Administration to take whatever steps are necessary to close
the Washington, D.C. office as soon as possible.
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IN WITNESS WHEREOF, I have
hereunto set my hand and caused to
be affixed the Great Seal of the State
of Missouri, in the City of Jefferson,
on this 11" day of January, 2005.

NNV -

Matt Blunt
Governor

ATTEST:

IemA

Robin Carnahan
Secretary of State
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EXECUTIVE ORDER
05-04

WHEREAS, emergencies may arise at any time, including but not limited to power
outage due to tornado, rain, snow or ice storm, propane or gas shortages due to extremely
cold conditions requiring carriers to travel out of state to haul fuel and distribute such fuel
upon their return, flooding conditions, potential terrorist attack, or other unforeseen
emergencies; and

WHEREAS, many of thesc emergencies occur after normal working hours or on
holidays; and

WHEREAS, the safety and welfare of the inhabitants of the affected area may require the
rapid identification of an emergency situation that necessitates the need to suspend
federal commercial driver laws; and

WHEREAS, Section 390.23 of Title 49, Code of Federal Regulations, provides that a
Governor of a State, or the Governor’s authorized representatives having authority to
declare emergencies, may declare an emergency thereby exempting motor carriers or
drivers operating a commercial vehicle from the Federal Motor Carrier Safety
Regulations, including the drivers’ hours of service regulations in Part 395 of Title 49,
Code of Federal Regulations, both while providing assistance to the emergency relief
efforts during the emergency, and while returning empty to the motor carrier’s terminal
or driver’s normal work reporting location.

NOW THEREFORE, I, Matt Blunt, Governor of the State of Missouri, by virtue of the
authority vested in me by the Constitution and laws of the State of Missouri, do hereby
order as follows:

(1) The Director of the Missouri Department of Transportation is authorized to issue an
emergency declaration of a regional emergency within the meaning of 49 CFR section
390.23(a)(1) or a local emergency within the meaning of 49 CFR section 390.23(a)(2) for
the limited purpose of temporarily suspending the usual requirements of Part 395 or Title
49, Code of Federal Regulations, with reference to motor carriers and operators of
commercial motor vehicles, when such official determines that an emergency situation
exists which requires the suspension of federal commercial driver laws. An emergency
declaration issued pursuant to this order shall not exceed the duration of the motor
carrier’s or driver’s direct assistance in providing emergency relief, or five days from the
date of the initial declaration of the emergency, whichever is less.

(2) The Director of the Missouri Department of Transportation shall notify the
Governor’s office as soon as possible of any emergency declarations issued pursuant to
this order.

This order shall terminate on January 11, 2006, unless extended or revoked in whole or in
part.
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IN WITNESS WHEREOF, I have
hereunto set my hand and caused to
be affixed the Great Seal of the State
of Missouri, in the City of Jefferson,
on this 11™ day of January, 2005.

W e

M\att Blunt
Governor
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ATTEST:

Condd,.

Robin Carnahan
Secretary of State

Proposed Rules
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