IDAPA 18
TITLE 01
CHAPTER 54

18.01.54 - RULE TO IMPLEMENT THE NAIC MEDICARE SUPPLEMENT INSURANCE
MINIMUM STANDARDS MODEL ACT

000. LEGAL AUTHORITY.

This rule is promulgated and adopted pursuant to the authority vested in the Director under Chapters 2 and 44, Title
41, Idaho Code. (4-5-00)
001. TITLE AND SCOPE.

01. Title. This rule shall be cited in full as Idaho Department of Insurance Rules, IDAPA 18.01.54,

“Rule to Implement the NAIC Medicare Supplement Insurance Minimum Standards Model Act.” (3-29-10)
02. Scope. (4-5-00)
a. Except as otherwise specifically provided in Sections 020, 028, 029, 032, and 037, this rule shall
apply to: (3-29-10)
i All Medicare supplement policies delivered or issued for delivery in this state on or after the
effective date of this rule; and (4-5-00)
ii. All certificates issued under group Medicare supplement policies, which certificates have been
delivered or issued for delivery in this state. (4-5-00)
b. This rule shall not apply to a policy or contract of one (1) or more employers or labor

organizations, or of the trustees of a fund established by one (1) or more employers or labor organizations, or
combination thereof, for employees or former employees, or a combination thereof, or for members or former
members, or a combination thereof, of the labor organization. (4-5-00)

002. WRITTEN INTERPRETATIONS.

In accordance with Section 67-5201(19)(b)(iv), Idaho Code, this agency may have written statements which pertain
to the interpretation of the rules of this chapter, or to the documentation of compliance with the rules of this chapter.
These documents will be available for public inspection and copying at cost in the main office and at each regional
or district office of this agency. (4-5-00)

003.  ADMINISTRATIVE APPEALS.

All administrative appeals shall be governed by Chapter 2, Title 41, ldaho Code, and the Idaho Administrative
Procedure Act, Title 67, Chapter 52, Idaho Code, and IDAPA 04.11.01, “Idaho Rules of Administrative Procedure
of the Attorney General.” (3-29-10)

004. INCORPORATION BY REFERENCE.

This rule incorporates by reference Appendixes A, B, and C and all other outlines of coverage and specific plan
designs of the National Association of Insurance Commissioners (NAIC) Model Act implementing the Medicare
supplement insurance minimum standards, July 1, 2009. The Model Act is available from the National Association
of Insurance Commissioners, 2301 McGee Street, Suite 800, Kansas City, MO 64108-2662 and from the ldaho
Department of Insurance. (3-29-10)
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005. OFFICE -- OFFICE HOURS -- MAILING ADDRESS, STREET ADDRESS AND WEB SITE.

01. Office Hours. The Department of Insurance is open from 8 a.m. to 5 p.m. except Saturday,
Sunday and legal holidays. (3-29-10)
02. Mailing Address. The department’s mailing address is: Idaho Department of Insurance, P.O. Box
83720, Boise, ID 83720-0043. (3-29-10)
03. Street Address. The principal place of business is 700 West State Street, 3rd Floor, Boise, Idaho
83720-0043. (3-29-10)
04. Web Site Address. The department’s website is http://www.doi.idaho.gov. (3-29-10)

006. PUBLIC RECORDS ACT COMPLIANCE.

Any records associated with these rules are subject to the provisions of the Idaho Public Records Act, Title 74,
Chapter 1, Idaho Code. (3-29-10)
007. -- 009. (RESERVED)

010. DEFINITIONS.

For the purposes of this rule, the following terms will be used as defined below: (3-29-10)
01. Applicant. (4-5-00)
a. In the case of an individual Medicare supplement policy, the person who seeks to contract for
insurance benefits; and (4-5-00)
b. In the case of a group Medicare supplement policy, the proposed certificateholder. (4-5-00)
02. Bankruptcy. A Medicare Advantage organization that is not an issuer has filed, or has had filed
against it, a petition for declaration of bankruptcy and has ceased doing business in the state. (4-11-06)
03. Certificate. Any certificate delivered or issued for delivery in this state under a group Medicare
supplement policy. (4-5-00)
04. Certificate Form. The form on which the certificate is delivered or issued for delivery by the
issuer. (4-5-00)
05. Continuous Period of Creditable Coverage. The period during which an individual was covered
by creditable coverage, if during the period of the coverage the individual had no breaks in coverage greater than
sixty-three (63) days. (4-5-00)
06. Creditable Coverage. (4-5-00)

a. With respect to an individual, coverage of the individual provided under any of the following:
(4-5-00)
i A group health plan; (4-5-00)
ii. Health insurance coverage; (4-5-00)
iii. Part A or Part B of Title XVIII of the Social Security Act (Medicare); (4-5-00)
iv. Title XIX of the Social Security Act (Medicaid), other than coverage consisting solely of benefits
under Section 1928; (4-5-00)

Section 000 Page 2 6/3/16



V. Chapter 55 of Title 10 United States Code (CHAMPUS); (4-5-00)
Vi. A medical care program of the Indian Health Service or of a tribal organization; (4-5-00)
Vii. A state health benefits risk pool; (4-5-00)
viii. A health plan offered under chapter 89 of Title 5 United States Code (Federal Employees Health
Benefits Program); (4-5-00)
iX. A public health plan as defined in federal regulation; and (4-5-00)
X. A health benefit plan under Section 5(e) of the Peace Corps Act (22 United States Code 2504(g)).
(4-5-00)
b. Creditable coverage shall not include one (1) or more, or any combination of, the following:
(4-5-00)
i Coverage only for accident or disability income insurance, or any combination thereof;  (4-5-00)
ii. Coverage issued as a supplement to liability insurance; (4-5-00)
iii. Liability insurance, including general liability insurance and automobile liability insurance;
(4-5-00)
iv. Workers’ compensation or similar insurance; (4-5-00)
V. Automobile medical payment insurance; (4-5-00)
vi. Credit-only insurance; (4-5-00)
Vii. Coverage for on-site medical clinics; and (4-5-00)
viii. Other similar insurance coverage, specified in federal regulations, under which benefits for
medical care are secondary or incidental to other insurance benefits. (3-29-10)
c. Creditable coverage shall not include the following benefits if they are provided under a separate
policy, certificate or contract of insurance or are otherwise not an integral part of the plan: (4-5-00)
i Limited scope dental or vision benefits; (4-5-00)
ii. Benefits for long-term care, nursing home care, home health care, community-based care, or any
combination thereof; and (4-5-00)
iii. Such other similar, limited benefits as are specified in federal regulations. (4-5-00)
d. Creditable coverage shall not include the following benefits if offered as independent,
non-coordinated benefits: (4-5-00)
i Coverage only for a specified disease or illness; and (4-5-00)
ii. Hospital indemnity or other fixed indemnity insurance. (4-5-00)
e. Creditable coverage shall not include the following if it is offered as a separate policy, certificate,
or contract of insurance: (4-5-00)
i Medicare supplemental health insurance as defined under Section 1882(g)(1) of the Social
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Security Act; (3-29-10)

ii. Coverage supplemental to the coverage provided under chapter 55 of title 10, United States Code;

and (4-5-00)
iii. Similar supplemental coverage provided to coverage under a group health plan. (4-5-00)
f. The Health Insurance Portability and Accountability Act of 1996 (HIPAA) specifically addressed

separate, noncoordinated benefits in the group market at PHSA Section 2721(d)(2) and the individual market at
Section 2791(c)(3). HIPAA also references excepted benefits at PHSA Sections 2701(c)(1), 2721(d), 2763(b) and
2791(c). In addition, credible coverage has been addressed in an interim final rule (62 Fed. Reg. At 16960-16962
(April 8, 1997)) issued by the Secretary of Health and Human Services, pursuant to HIPAA, and may be addressed

in subsequent regulations. (4-1-06)
07. Employee Welfare Benefit Plan. A plan, fund, or program of employee benefits as defined in 29
U.S.C. Section 1002 (Employee Retirement Income Security Act). (4-5-00)
08. Insolvency. When an issuer, licensed to transact the business of insurance in this state, has had a
final order of liquidation entered against it with a finding of insolvency by a court of competent jurisdiction in the
issuer’s state of domicile. (4-5-00)
09. Issuer. Includes insurance companies, fraternal benefit societies, managed care organizations, and

any other entity delivering or issuing for delivery in this state Medicare supplement policies or certificates. (4-5-00)

10. Medicare. The “Health Insurance for the Aged Act,” Title XVIII of the Social Security

Amendments of 1965, as then constituted or later amended. (4-5-00)
11. Medicare Advantage Plan. A plan of coverage for health benefits under Medicare Part C as
defined in 42 U.S.C. 1395w-28 (b)(1), and includes: (4-11-06)
a. Coordinated care plans which provide health care services, including but not limited to managed
care organization (with or without a point-of-service option), plans offered by provider-sponsored organizations, and
preferred provider organization plans; (4-5-00)
b. Medical savings account plans coupled with a contribution into a Medicare Advantage medical
savings account; and (4-11-06)
C. Medicare Advantage private fee-for-service plans. (4-11-06)
12. Medicare Supplement Policy. A group or individual policy of accident and sickness insurance or

an enrollee contract under a managed care organization, other than a policy issued pursuant to a contract under
Section 1876 of the federal Social Security Act (42 U.S.C. Section 1395 et seq.) or an issued policy under a
demonstration project specified in 42 U.S.C. Section 1395ss(g)(1), which is advertised, marketed, or designed
primarily as a supplement to reimbursements under Medicare for the hospital, medical, or surgical expenses of
persons eligible for Medicare. “Medicare Supplement Policy” does not include Medicare Advantage plans
established under Medicare Part C. Outpatient Prescription Drug plans established under Medicare Part D, or any
Health Care Prepayment Plan (HCPP) that provides benefits pursuant to an agreement under Section 1833(a)(1)(A)
of the Social Security Act; provided, however, that under Section 104(c) of the Medicare Improvements for Patients
and Providers Actof 2008 (MIPPA), policies that are advertised, marketed or designed primarily to cover
out-of-pocket costs under Medicare Advantage Plans (established under Medicare Part C) must comply with the

Medicare supplement requirements of Section 1882(0) of the Social Security Act. (3-29-10)
13. Pre-Standardized Medicare Supplement Benefit Plan. A group or individual policy of
Medicare supplement insurance issued prior to July 1, 1992, (3-29-10)

14, 1990 Standardized Medicare Supplement Benefit Plan. A group or individual policy of
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Medicare supplement insurance issued on or after July 1, 1992 and with an effective date for coverage prior to June
1, 2010 and includes Medicare supplement insurance policies and certificates renewed on or after that date which
are not replaced by the issuer at the request of the insured. (3-29-10)

15. 2010 Standardized Medicare Supplement Benefit Plan. A group or individual policy of

Medicare supplement insurance with an effective date for coverage issued on or after June 1, 2010. (3-29-10)
16. Policy Form. The form on which the policy is delivered or issued for delivery by the issuer.
(4-5-00)

17. Secretary. The Secretary of the United States Department of Health and Human Services. (4-5-00)

011. POLICY DEFINITIONS AND TERMS.

No policy or certificate may be advertised, solicited or issued for delivery in this state as a Medicare supplement
policy or certificate unless the policy or certificate contains definitions or terms which conform to the requirements
of this section. (4-5-00)

01. Accident, Accidental Injury, or Accidental Means. To employ “result” language and shall not
include words that establish an accidental means test or use words such as “external, violent, visible wounds” or
similar words of description or characterization. (3-29-10)

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

force.” (4-5-00)

b. The definition may provide that injuries shall not include injuries for which benefits are provided

or available under any workers’ compensation, employer’s liability or similar law, or motor vehicle no-fault plan,

unless prohibited by law. (4-5-00)

02. Benefit Period or Medicare Benefit Period. Shall not be defined more restrictively than as

defined in the Medicare program. (4-5-00)

03. Convalescent Nursing Home, Extended Care Facility, or Skilled Nursing Facility. Shall not

be defined more restrictively than as defined in the Medicare program. (4-5-00)

04. Health Care Expenses. For purposes of Section 029, expenses of managed care organizations
associated with the delivery of health care services, which expenses are analogous to incurred losses of insurers.

(3-29-10)

05. Hospital. May be defined in relation to its status, facilities, and available services or to reflect its

accreditation by the Joint Commission on Accreditation of Hospitals, but not more restrictively than as defined in

the Medicare program. (4-5-00)

06. Medicare. Shall be defined in the policy and certificate. Medicare may be substantially defined as

“The Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments of 1965 as then constituted
or later amended,” or “Title I, Part | of Public Law 89-97, as Enacted by the Eighty-Ninth Congress of the United
States of America and popularly known as the Health Insurance for the Aged Act, as then constituted and any later
amendments or substitutes thereof,” or words of similar import. (3-29-10)

07. Medicare Eligible Expenses. Expenses of the kinds covered by Medicare Parts A and B, to the
extent recognized as reasonable and medically necessary by Medicare. (4-11-06)

08. Physician. Shall not be defined more restrictively than as defined in the Medicare program.
(4-5-00)
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09. Sickness. Shall not be defined to be more restrictive than the following: “Sickness means illness
or disease of an insured person which first manifests itself after the effective date of insurance and while the
insurance is in force.” The definition may be further modified to exclude sicknesses or diseases for which benefits
are provided under any workers’ compensation, occupational disease, employer’s liability, or similar law.  (4-5-00)

012. POLICY PROVISIONS.

01. Medicare Supplement Policy. Except for permitted preexisting condition clauses as described in
Paragraphs 020.01.a., 021.01.a. and 022.01.a., no policy or certificate may be advertised, solicited, or issued for
delivery in this state as a Medicare supplement policy if the policy or certificate contains limitations or exclusions
on coverage that are more restrictive than those of Medicare. (3-29-10)

02. Waivers. No Medicare supplement policy or certificate may use waivers to exclude, limit or
reduce coverage or benefits for specifically named or described preexisting diseases or physical conditions. (4-5-00)

03. Duplicate Benefits. No Medicare supplement policy or certificate in force in the state shall
contain benefits which duplicate benefits provided by Medicare. (4-5-00)
04. Outpatient Prescription Drugs. (4-11-06)
a. Subject to Paragraphs 020.01.d., 020.01.e., 020.01.., and 021.01.d., and 021.01.e. of this rule, a

Medicare Supplement Policy with benefits for outpatient prescription drugs in existence prior to January 1, 2006
shall be renewed for current policyholders who do not enroll in Part D at the option of the policyholder.  (3-29-10)

b. A Medicare supplement policy with benefits for outpatient prescription drugs shall not be issued
after December 31, 2005. (4-11-06)
c. After December 31, 2005, a Medicare supplement policy with benefits for outpatient prescription
drugs may not be renewed after the policyholder enrolls in Medicare Part D unless: (4-11-06)

i The policy is modified to eliminate outpatient prescription coverage for expenses of outpatient
prescription drugs incurred after the effective date of the individual’s coverage under a Part D plan; and  (4-11-06)

ii. Premiums are adjusted to reflect the elimination of outpatient prescription drug coverage at the
time of Medicare Part D enrollment, accounting for any claims paid, if applicable. (4-11-06)

013. -- 019. (RESERVED)

020. MINIMUM BENEFIT STANDARDS FOR PRE-STANDARDIZED MEDICARE SUPPLEMENT
BENEFIT PLAN POLICIES OR CERTIFICATES ISSUED FOR DELIVERY PRIOR TO JULY 1, 1992.

No policy or certificate may be advertised, solicited, or issued for delivery in this state as a Medicare supplement
policy or certificate unless it meets or exceeds the following minimum standards. These are minimum standards and
do not preclude the inclusion of other provisions or benefits which are not inconsistent with these standards.

(3-29-10)

01. General Standards. The following standards apply to Medicare supplement policies and
certificates and are in addition to all other requirements of this rule. (3-29-10)
a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred

more than six (6) months from the effective date of coverage because it involved a preexisting condition. The policy
or certificate shall not define a preexisting condition more restrictively than a condition for which medical advice
was given or treatment was recommended by or received from a physician within six (6) months before the effective

date of coverage. (4-5-00)
b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from
sickness on a different basis than losses resulting from accidents. (4-5-00)
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C. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost
sharing amounts under Medicare will be changed automatically to coincide with any changes in the applicable
Medicare deductible, copayment, or coinsurance amounts. Premiums may be modified to correspond with such
changes. (3-29-10)
d. A “non-cancelable,” “guaranteed renewable,” or “non-cancelable and guaranteed renewable”
Medicare supplement policy shall not: (4-5-00)

i Provide for termination of coverage of a spouse solely because of the occurrence of an event
specified for termination of coverage of the insured, other than the nonpayment of premium; or (4-5-00)

ii. Be canceled or non-renewed by the issuer solely on the grounds of deterioration of health. (4-5-00)
e. Except as authorized by the director of this state, an issuer shall neither cancel nor non-renew a
Medicare supplement policy or certificate for any reason other than nonpayment of premium or material
misrepresentation. (4-5-00)
f. If a group Medicare supplement insurance policy is terminated by the group policyholder and not
replaced as provided in Paragraph 020.01.h., the issuer shall offer certificateholders an individual Medicare
supplement policy. The issuer shall offer the certificateholder at least the following choices: (3-29-10)

i An individual Medicare supplement policy currently offered by the issuer having comparable
benefits to those contained in the terminated group Medicare supplement policy; and (3-29-10)

ii. An individual Medicare supplement policy which provides only such benefits as are required to
meet the minimum standards as defined in Subsection 021.02. (3-29-10)

g. If membership in a group is terminated, the issuer shall: (4-5-00)

i Offer the certificateholder the conversion opportunities described in Paragraph 020.01.f.; or

(3-29-10)

ii. At the option of the group policyholder, offer the certificateholder continuation of coverage under

the group policy. (3-29-10)
h. If a group Medicare supplement policy is replaced by another group Medicare supplement policy

purchased by the same policyholder, the issuer of the replacement policy shall offer coverage to all persons covered
under the old group policy on its date of termination. Coverage under the new group policy shall not result in any
exclusion for preexisting conditions that would have been covered under the group policy being replaced.  (4-5-00)

i Termination of a Medicare supplement policy or certificate shall be without prejudice to any
continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period
during which the policy was in force may be predicated upon the continuous total disability of the insured, limited to
the duration of the policy benefit period, if any, or to payment of the maximum benefits. Receipt of Medicare Part D

benefits will not be considered in determining a continuous loss. (4-11-06)
j. If a Medicare supplement policy eliminates an outpatient prescription drug benefit as a result of
requirements imposed by the Medicare Prescription Drug, Improvement, and Modernization Act of 2003, the
modified policy shall be deemed to satisfy the guaranteed renewal requirements of Subsection 020.01. (3-29-10)
02. Minimum Benefit Standards. (4-5-00)
a. Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by
Medicare from the sixty-first day through the ninetieth day in any Medicare benefit period,; (4-5-00)
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b. Coverage for either all or none of the Medicare Part A inpatient hospital deductible amount;

(4-5-00)

c. Coverage of Part A Medicare eligible expenses incurred as daily hospital charges during use of
Medicare’s lifetime hospital inpatient reserve days; (4-5-00)
d. Upon exhaustion of all Medicare hospital inpatient coverage including the lifetime reserve days,
coverage of ninety percent (90%) of all Medicare Part A eligible expenses for hospitalization not covered by
Medicare subject to a lifetime maximum benefit of an additional three hundred sixty-five (365) days; (4-5-00)
e. Coverage under Medicare Part A for the reasonable cost of the first three (3) pints of blood (or
equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance
with federal regulations or already paid for under Part B; (4-5-00)
f. Coverage for the coinsurance amount or in the case of hospital outpatient department services paid

under a prospective payments system, the copayment amount, of Medicare eligible expenses under Part B regardless
of hospital confinement, subject to a maximum calendar year out-of-pocket amount equal to the Medicare Part B
deductible; (5-3-03)

g. Effective January 1, 1990, coverage under Medicare Part B for the reasonable cost of the first
three (3) pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations),
unless replaced in accordance with federal regulations or already paid for under Part A, subject to the Medicare
deductible amount. (4-5-00)

021. BENEFIT STANDARDS FOR 1990 STANDARDIZED MEDICARE SUPPLEMENT BENEFIT
PLAN POLICIES OR CERTIFICATES ISSUED FOR DELIVERY ON OR AFTER JULY 1, 1992 AND
WITH AN EFFECTIVE DATE FOR COVERAGE PRIOR TO JUNE 1, 2010.

The following standards are applicable to all Medicare supplement policies or certificates delivered or issued for
delivery in this state on or after July 1, 1992, and with an effective date for coverage prior to June 1, 2010. No policy
or certificate may be advertised, solicited, delivered, or issued for delivery in this state as a Medicare supplement

policy or certificate unless it complies with these benefit standards. (3-29-10)
01. General Standards. The following standards apply to Medicare supplement policies and
certificates and are in addition to all other requirements of this rule. (3-29-10)
a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred

more than six (6) months from the effective date of coverage because it involved a preexisting condition. The policy
or certificate may not define a preexisting condition more restrictively than a condition for which medical advice
was given or treatment was recommended by or received from a physician within six (6) months before the effective

date of coverage. (4-5-00)
b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from
sickness on a different basis than losses resulting from accidents. (4-5-00)
c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost

sharing amounts under Medicare will be changed automatically to coincide with any changes in the applicable
Medicare deductible, copayment, or coinsurance amounts. Premiums may be modified to correspond with such
changes. (3-29-10)

d. No Medicare supplement policy or certificate shall provide for termination of coverage of a spouse
solely because of the occurrence of an event specified for termination of coverage of the insured, other than the
nonpayment of premium. (4-5-00)

e. Each Medicare supplement policy shall be guaranteed renewable. (4-5-00)

i The issuer shall not cancel or non-renew the policy solely on the ground of health status of the
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individual. (4-5-00)

ii. The issuer shall not cancel or non-renew the policy for any reason other than nonpayment of
premium or material misrepresentation. (4-5-00)

iii. If the Medicare supplement policy is terminated by the group policyholder and is not replaced as
provided under Subparagraph 021.01.e.v., the issuer shall offer certificateholders an individual Medicare supplement

policy which (at the option of the certificateholder): (3-29-10)
Q) Provides for continuation of the benefits contained in the group policy; or (4-5-00)
(2 Provides for benefits that otherwise meet the requirements of Subsection 021.01 through
021.01.h.iv. (3-29-10)
iv. If an individual is a certificateholder in a group Medicare supplement policy and the individual

terminates membership in the group, the issuer shall (a) offer the certificateholder the conversion opportunity
described in Subparagraph 021.01.e.iii.; or, (b) at the option of the group policyholder, offer the certificateholder
continuation of coverage under the group policy. (3-29-10)

V. If a group Medicare supplement policy is replaced by another group Medicare supplement policy
purchased by the same policyholder, the issuer of the replacement policy shall offer coverage to all persons covered
under the old group policy on its date of termination. Coverage under the new policy shall not result in any
exclusion for preexisting conditions that would have been covered under the group policy being replaced.  (4-5-00)

Vi. If a Medicare supplement policy eliminates an outpatient prescription drug benefit as a result of
requirements imposed by the Medicare Prescription Drug, Improvement and Modernization Act of 2003, the
modified policy shall be deemed to satisfy the guaranteed renewal requirements of Paragraph 021.01.e.  (3-29-10)

f. Termination of a Medicare supplement policy or certificate shall be without prejudice to any
continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period
during which the policy was in force may be conditioned upon the continuous total disability of the insured, limited
to the duration of the policy benefit period, if any, or payment of the maximum benefits. Receipt of Medicare Part D
benefits will not be considered in determining a continuous loss. (4-11-06)

g. A Medicare supplement policy or certificate shall provide that benefits and premiums under the
policy or certificate shall be suspended at the request of the policyholder or certificateholder for the period (not to
exceed twenty-four (24) months) in which the policyholder or certificateholder has applied for and is determined to
be entitled to medical assistance under Title XIX of the Social Security Act, but only if the policyholder or
certificateholder notifies the issuer of the policy or certificate within ninety (90) days after the date the individual
becomes entitled to assistance. (3-29-10)

i If suspension occurs and if the policyholder or certificateholder loses entitlement to medical
assistance, the policy or certificate shall be automatically re-instituted (effective as of the date of termination of
entitlement) as of the termination of entitlement if the policyholder or certificateholder provides notice of loss of
entitlement within ninety (90) days after the date of loss and pays the premium attributable to the period, effective as
of the date of termination of entitlement. (3-29-10)

ii. Each Medicare supplement policy shall provide that benefits and premiums under the policy shall
be suspended (for any period that may be provided by federal regulation) at the request of the policyholder if the
policyholder is entitled to benefits under Section 226(b) of the Social Security Act and is covered under a group
health plan (as defined in Section 1862(b)(1)(A)(v) of the Social Security Act). If suspension occurs and if the
policyholder or certificateholder loses coverage under the group health plan, the policy shall be automatically
reinstituted (effective as of the date of loss of coverage) if the policyholder provides notice of loss of coverage
within ninety (90) days after the date of the loss and pays the premium attributable to the period, effective as of the
date of termination of enroliment in the group health plan. (5-3-03)
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iii. Reinstitution of coverages as defined in Subparagraphs 021.01.g.i. and 021.01.g.ii.: (3-29-10)

Q) Shall not provide for any waiting period with respect to treatment of preexisting conditions;
(4-5-00)

2 Shall provide for resumption of coverage that is substantially equivalent to coverage in effect
before the date of suspension. If the suspended Medicare supplement policy provided coverage for outpatient
prescription drugs, reinstitution of the policy for Medicare Part D enrollees shall be without coverage for outpatient
prescription drugs and shall otherwise provide substantially equivalent coverage to the coverage in effect before the
date of suspension; and (4-11-06)

3) Shall provide for classification of premiums on terms at least as favorable to the policyholder or
certificateholder as the premium classification terms that would have applied to the policyholder or certificateholder
had the coverage not been suspended. (3-29-10)

h. If an issuer makes a written offer to the Medicare Supplement policyholders or certificateholders
of one (1) or more of its plans, to exchange during a specified period from his or her 1990 Standardized plan (as
described in Section 023 of this rule) to a 2010 Standardized plan (as described in Section 024 of this rule), the offer
and subsequent exchange shall comply with the following requirements: (3-29-10)

i An issuer need not provide justification to the director if the insured replaces a 1990 Standardized
policy or certificate with an issue age rated 2010 Standardized policy or certificate at the insured’s original issue
age. If an insured’s policy or certificate to be replaced is priced on an issue age rate schedule at the time of such
offer, the rate charged to the insured for the new exchange policy shall recognize the policy reserve buildup, due to
the pre-funding inherent in the use of an issue age rate basis, for the benefit of the insured. The method proposed to
be used by an issuer must be filed with the director. (3-29-10)

ii. The rating class of the new policy or certificate shall be the class closest to the insured’s class of
the replaced coverage. (3-29-10)

iii. An issuer may not apply new preexisting condition limitations or a new incontestability period to
the new policy for those benefits contained in the exchanged 1990 Standardized policy or certificate of the insured,
but may apply preexisting condition limitations of no more than six (6) months to any added benefits contained in
the new 2010 Standardized policy or certificate not contained in the exchanged policy. (3-29-10)

iv. The new policy or certificate shall be offered to all policyholders or certificateholders within a
given plan, except where the offer or issue would be in violation of state or federal law. (3-29-10)

02. Standards for Basic (Core) Benefits Common to Benefit Plans A - J. Every issuer shall make
available a policy or certificate including only the following basic “core” package of benefits to each perspective
insured. An issuer may make available to prospective insureds any of the other Medicare supplement insurance

benefit plans in addition to the basic core package, but not in lieu of it. (4-11-06)
a. Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by
Medicare from the sixty-first day through the ninetieth day in any Medicare benefit period,; (4-5-00)
b. Coverage of Part A Medicare eligible expenses incurred for hospitalization to the extent not
covered by Medicare for each Medicare lifetime inpatient reserve day used; (4-5-00)
c. Upon exhaustion of the Medicare hospital inpatient coverage including the lifetime reserve days,

coverage of one hundred percent (100%) of Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment, subject to a
lifetime maximum benefit of an additional three hundred sixty-five (365) days. The provider shall accept the issuer’s
payment as payment in full and may not bill the insured for any balances. (4-11-06)

d. Coverage under Medicare Parts A and B for the reasonable cost of the first three (3) pints of blood
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(or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in
accordance with federal regulations; (4-5-00)

e. Coverage for the coinsurance amount, or in the case of hospital outpatient department services
under a prospective payment system, the copayment amount of Medicare eligible expenses under Part B regardless
of hospital confinement, subject to the Medicare Part B deductible. In all cases involving hospital outpatient
department services paid under a prospective payment system, the issuer is required to pay the copayment amount
established by federal requirements, which will be either the amount established for the Ambulatory Payment
Classification (APC) group, or a provider-elected reduced copayment amount. (4-11-06)

03. Standards for Additional Benefits. The following additional benefits shall be included in
Medicare Supplement Benefit Plans “B” through “J” only as provided by Section 023 of this rule. (3-29-10)

a. Medicare Part A deductible: Coverage for all of the Medicare Part A inpatient hospital deductible
amount per benefit period. (4-5-00)

b. Skilled nursing facility care: Coverage for the actual billed charges up to the coinsurance amount
from the twenty-first day through the one hundredth day in a Medicare benefit period for post-hospital skilled
nursing facility care eligible under Medicare Part A. (4-5-00)

c. Medicare Part B deductible: Coverage for all of the Medicare Part B deductible amount per
calendar year regardless of hospital confinement. (4-5-00)

d. Eighty percent (80%) of the Medicare Part B excess charges: Coverage for eighty percent (80%)
of the difference between the actual Medicare Part B charge as billed, not to exceed any charge limitation
established by the Medicare program or state law, and the Medicare-approved Part B charge. (4-5-00)

e. One hundred percent (100%) of the Medicare Part B excess charges: Coverage for all of the
difference between the actual Medicare Part B charge as billed, not to exceed any charge limitation established by
the Medicare program or state law, and the Medicare-approved Part B charge. (4-5-00)

f. Basic outpatient prescription drug benefit: Coverage for fifty percent (50%) of outpatient
prescription drug charges, after a two hundred fifty dollars ($250) calendar year deductible, to a maximum of one
thousand two hundred fifty dollars ($1,250) in benefits received by the insured per calendar year, to the extent not
covered by Medicare. The outpatient prescription drug benefit may be included for sale or issuance in a Medicare
supplement policy until January 1, 2006. (4-11-06)

g. Extended outpatient prescription drug benefit. Coverage for fifty percent (50%) of outpatient
prescription drug charges, after a two hundred fifty dollars ($250) calendar year deductible, to a maximum of three
thousand dollars ($3,000) in benefits received by the insured per calendar year, to the extent not covered by
Medicare. The outpatient prescription drug benefit may be included for sale or issuance in a Medicare supplement
policy until January 1, 2006. (4-11-06)

h. Medically necessary emergency care in a foreign country: Coverage to the extent not covered by
Medicare for eighty-percent (80%) of the billed charges for Medicare-eligible expenses for medically necessary
emergency hospital, physician, and medical care received in a foreign country, which care would have been covered
by Medicare if provided in the United States and which care began during the first sixty (60) consecutive days of
each trip outside the United States, subject to a calendar year deductible of two hundred fifty dollars ($250), and a
lifetime maximum benefit of fifty thousand dollars ($50,000). For purposes of this benefit, “emergency care” shall
mean care needed immediately because of an injury or an illness of sudden and unexpected onset. (4-5-00)

04. Preventive Medical Care Benefit. Coverage for the following preventive health services not
covered by Medicare: (4-11-06)

a. An annual clinical preventive medical history and physical examination that may include tests and
services from Paragraph 021.04.c., and patient education to address preventive health care measures. (3-29-10)
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b. Preventive screening tests or preventive services, the selection and frequency of which is
determined to be medically appropriate by the attending physician. (4-11-06)

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

Medicare. (4-11-06)
05. At-Home Recovery Benefit. Coverage for services to provide short-term, at-home assistance with
activities of daily living for those recovering from an illness, injury, or surgery. For purposes of this benefit, the
following definitions shall apply: (4-5-00)
a. Activities of daily living include, but are not limited to, bathing, dressing, personal hygiene,
transferring, eating, ambulating, assistance with drugs that are normally self-administered, and changing bandages or
other dressings. (4-5-00)
b. Care provider. A duly qualified or licensed home health aide or homemaker, personal care aide or
nurse provided through a licensed home health care agency or referred by a licensed referral agency or licensed
nurses’ registry. (4-5-00)
c. Home. Any place used by the insured as a place of residence, provided that the place would
qualify as a residence for home health care services covered by Medicare. A hospital or skilled nursing facility shall
not be considered the insured’s place of residence. (4-5-00)
d. At-home recovery visit. The period of a visit required to provide at-home recovery care, without
limit on the duration of the visit, except each consecutive four (4) hours in a twenty-four (24) hour period of services
provided by a care provider is one (1) visit. (4-5-00)
06. Coverage Requirements and Limitations. (4-5-00)
a. At-home recovery services provided must be primarily services which assist in activities of daily
living. (4-5-00)
b. The insured’s attending physician must certify that the specific type and frequency of at-home
recovery services are necessary because of a condition for which a home care plan of treatment was approved by
Medicare. (4-5-00)
c. Coverage is limited to: (4-5-00)

i No more than the number and type of at-home recovery visits certified as necessary by the
insured’s attending physician. The total number of at-home recovery visits shall not exceed the number of Medicare
approved home health care visits under a Medicare approved home care plan of treatment; (4-5-00)

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

(4-5-00)
iii. One thousand six hundred dollars ($1,600) per calendar year; (4-5-00)
iv. Seven (7) visits in any one week; (4-5-00)
V. Care furnished on a visiting basis in the insured’s home; (4-5-00)
Vi, Services provided by a care provider as defined in this Section; (3-29-10)
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Vii. At-home recovery visits while the insured is covered under the policy or certificate and not

otherwise excluded; (4-5-00)
viii. At-home recovery visits received during the period the insured is receiving Medicare approved
home care services or no more than eight (8) weeks after the service date of the last Medicare approved home health
care visit. (4-5-00)
d. Coverage is excluded for: (4-5-00)
i Home care visits paid for by Medicare or other government programs; and (4-5-00)

ii. Care provided by family members, unpaid volunteers or providers who are not care providers.

(4-5-00)
07. Standards for Plan K and L. (3-29-10)
a. Standardized Medicare supplement benefit plan “K” shall consist of the following: (3-29-10)

i Coverage of one hundred percent (100%) of the Part A hospital coinsurance amount for each day
used from the sixty-first through the ninetieth day in any Medicare benefit period; (4-11-06)

ii. Coverage of one hundred percent (100%) of the Part A hospital coinsurance amount for each
Medicare lifetime inpatient reserve day used from the ninety-first through the one hundred fiftieth day in any
Medicare benefit period; (4-11-06)

iii. Upon exhaustion of the Medicare hospital inpatient coverage, including the lifetime reserve days
coverage of one hundred percent (100%) of the Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment subject to a
lifetime maximum benefit of an additional three hundred sixty-five (365) days. The provider shall accept the issuer’s
payment as payment in full and may not bill the insured for any balance; (4-11-06)

iv. Medicare Part A Deductible: Coverage for fifty percent (50%) of the Medicare Part A inpatient
hospital deductible amount per benefit period until the out-of-pocket limitation is met as described in Subparagraph
021.07.a.x.; (3-29-10)

V. Skilled Nursing Facility Care: Coverage for fifty percent (50%) of the coinsurance amount for
each day used from the twenty-first day through the one hundredth day in a Medicare benefit period for
post-hospital skilled nursing facility care eligible under Medicare Part A until the out-of-pocket limitation is met as
described in Subparagraph 021.07.a.x.; (3-29-10)

vi. Hospice Care: Coverage for fifty percent (50%) of cost sharing for all Part A Medicare eligible
expenses and respite care until the out-of-pocket limitation is met as described in Subparagraph 021.07.a.x.;
(3-29-10)

Vii. Coverage for fifty percent (50%) under Medicare Part A or B, of the reasonable cost of the first
three (3) pints of blood (or equivalent quantities of packed red blood cells as defined under federal regulations)
unless replaced in accordance with federal regulations until the out-of-pocket limitation is met as described in
Subparagraph 021.07.a.x.; (3-29-10)

Viii. Except for coverage provided in Subparagraph 021.07.a.ix., coverage for fifty percent (50%) of
the cost sharing otherwise applicable under Medicare Part B after the policyholder pays the Part B deductible until
the out-of -pocket limitation is met as described in Subparagraph 021.07.a.x. (3-29-10)

iX. Coverage of one hundred percent (100%) of the cost sharing for Medicare Part B preventive
services after the policyholder pays the Part B deductible; and (4-11-06)
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X. Coverage of one hundred percent (100%) of all cost sharing under Medicare Parts A and B for the
balance of the calendar year after the individual has reached the out-of-pocket limitation on annual expenditures
under Medicare Parts A and B of four thousand dollars ($4,000) in 2006, indexed each year by the appropriate
inflation adjustment specified by the Secretary of the U.S. Department of Health and Human Services. (4-11-06)

b. Standardized Medicare supplement benefit plan “L” shall consist of the following: (3-29-10)

i The benefits described in Subparagraphs 021.07.a.i. through 021.07.a.iii., and 021.07.a.ix.;
(3-29-10)

ii. The benefit described in Subparagraphs 021.07.a.v. through 021.07.a.viii. but substituting
seventy-five percent (75%) for fifty percent (50%); and (3-29-10)

iii. The benefit described in Subparagraph 021.07.a.x. but substituting two thousand dollars ($2,000)
for four thousand dollars ($4,000). (3-29-10)

022. BENEFIT STANDARDS FOR 2010 STANDARDIZED MEDICARE SUPPLEMENT BENEFIT
PLAN POLICIES OR CERTIFICATES ISSUED FOR DELIVERY WITH AN EFFECTIVE DATE FOR
COVERAGE ON OR AFTER JUNE 1, 2010.

The following standards are applicable to all Medicare supplement policies or certificates delivered or issued for
delivery in this state with an effective date for coverage on or after June 1, 2010. No policy or certificate may be
advertised, solicited, delivered, or issued for delivery in this state as a Medicare supplement policy or certificate
unless it complies with these benefit standards. No issuer may offer any 1990 Standardized Medicare supplement
benefit plan for sale on or after June 1, 2010. Benefit standards applicable to Medicare supplement policies and
certificates issued with an effective date for coverage prior to June 1, 2010 remain subject to the requirements of

Section 021. (3-29-10)
01. General Standards. The following standards apply to Medicare supplement policies and
certificates and are in addition to all other requirements of this regulation. (3-29-10)
a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred

more than six (6) months from the effective date of coverage because it involved a preexisting condition. The policy
or certificate may not define a preexisting condition more restrictively than a condition for which medical advice
was given or treatment was recommended by or received from a physician within six (6) months before the effective

date of coverage. (3-29-10)
b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from
sickness on a different basis than losses resulting from accidents. (3-29-10)
c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost

sharing amounts under Medicare will be changed automatically to coincide with any changes in the applicable
Medicare deductible, copayment, or coinsurance amounts. Premiums may be modified to correspond with such
changes. (3-29-10)

d. No Medicare supplement policy or certificate shall provide for termination of coverage of a spouse
solely because of the occurrence of an event specified for termination of coverage of the insured, other than the
nonpayment of premium. (3-29-10)

e. Each Medicare supplement policy shall be guaranteed renewable. (3-29-10)

i The issuer shall not cancel or nonrenew the policy solely on the ground of health status of the
individual. (3-29-10)

ii. The issuer shall not cancel or nonrenew the policy for any reasons other than nonpayment of
premium or material representation. (3-29-10)
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iii. If the Medicare supplement policy is terminated by the group policyholder and is not replaced as
provided under Subparagraph 022.01.e.v. of this rule, the issuer shall offer certificateholders an individual Medicare

supplement policy which (at the option of the certificateholder): (3-29-10)
Q) Provides for continuation of the benefits contained in the group policy; or (3-29-10)
2 Provides for benefits that otherwise meet the requirements of this Subsection. (3-29-10)
iv. If an individual is a certificateholder in a group Medicare supplement policy and the individual
terminates membership in the group, the issuer shall: (3-29-10)

Q) Offer the certificateholder the conversion opportunity described in Subparagraph 022.01.e.iii

. of this rule; or (3-29-10)
2 At the option of the group policyholder, offer the certificateholder continuation of coverage under
the group policy. (3-29-10)
V. If a group Medicare supplement policy is replaced by another group Medicare supplement policy

purchased by the same policyholder, the issuer of the replacement policy shall offer coverage to all persons covered
under the old group policy on its date of termination. Coverage under the new policy shall not result in any
exclusion for preexisting conditions that would have been covered under the group policy being replaced. (3-29-10)

f. Termination of a Medicare supplement policy or certificate shall be without prejudice to any
continuous loss which commenced while the policy was in force, but the extension of benefits beyond the period
during which the policy was in force may be conditioned upon the continuous total disability of the insured, limited
to the duration of the policy benefit period, if any, or payment of the maximum benefits. Receipt of Medicare Part D
benefits will not be considered in determining a continuous loss. (3-29-10)

g. A Medicare supplement policy or certificate shall provide that benefits and premiums under the
policy or certificate shall be suspended at the request of the policyholder or certificateholder for the period (not to
exceed twenty-four (24) months) in which the policyholder or certificateholder has applied for and is determined to
be entitled to medical assistance under Title XIX of the Social Security Act, but only if the policyholder or
certificateholder notifies the issuer of the policy or certificate within ninety (90) days after the date the individual
becomes entitled to assistance. (3-29-10)

i If suspension occurs and if the policyholder or certificateholder loses entitlement to medical
assistance, the policy or certificate shall be automatically reinstituted (effective as of the date of termination of
entitlement) as of the termination of entitlement if the policyholder or certificateholder provides notice of loss of
entitlement within ninety (90) days after the date of loss and pays the premium attributable to the period, effective as
of the date of termination of entitlement. (3-29-10)

ii. Each Medicare supplement policy shall provide that benefits and premiums under the policy shall
be suspended (for any period that may be provided by federal regulation) at the request of the policyholder if the
policyholder is entitled to benefits under Section 226 (b) of the Social Security Act and is covered under a group
health plan (as defined in Section 1862 (b)(1)(A)(v) of the Social Security Act). If suspension occurs and if the
policyholder or certificateholder loses coverage under the group health plan, the policy shall be automatically
reinstituted (effective as of the date of loss of coverage) if the policyholder provides notice of loss of coverage
within (90) days after the date of the loss and pays the premium attributed to the period, effective as of the date of

termination of enrollment in the group health plan. (3-29-10)
iii. Reinstitution of coverages as described in Subparagraphs 022.01.g.i. and 022.01.g.ii.;  (3-29-10)

Q) Shall not provide for any waiting period with respect to treatment of preexisting conditions;
(3-29-10)
2 Shall provide for resumption of coverage that is substantially equivalent to coverage in effect
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before the date of suspension; and (3-29-10)

3) Shall provide for classification of premiums on terms at least as favorable to the policyholder or
certificateholder as the premium classification terms that would have applied to the policyholder or certificateholder
had the coverage not been suspended. (3-29-10)

02. Standards for Basic (Core) Benefits Common to Medicare Supplement Insurance Benefit
Plans A, B, C, D, F, F with High Deductible, G, M, and N. Every issuer of Medicare supplement insurance
benefit plans shall make available a policy or certificate including only the following basic “core” package of
benefits to each prospective insured. An issuer may make available to prospective insureds any of the other
Medicare Supplement Insurance Benefit Plans in addition to the basic core package, but not in lieu of it. ~ (3-29-10)

a. Coverage of Part A Medicare eligible expenses for hospitalization to the extent not covered by
Medicare from the sixty-first day through the ninetieth day in any Medicare benefit period,; (3-29-10)

b. Coverage of Part A Medicare eligible expenses incurred for hospitalization to the extent not
covered by Medicare for each Medicare lifetime inpatient reserve day used; (3-29-10)

c. Upon exhaustion of the Medicare hospital inpatient coverage including the lifetime reserve days,
coverage of one hundred percent (100%) of the Medicare Part A eligible expenses for hospitalization paid at the
applicable prospective payment system (PPS) rate, or other appropriate Medicare standard of payment, subject to a
lifetime maximum benefit of an additional three hundred sixty-five (365) days. The provider shall accept the issuer’s

payment as payment in full and may not bill the insured for any balance; (3-29-10)
d. Coverage under Medicare Parts A and B for the reasonable cost of the first three (3) pints of blood
(or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in
accordance with federal regulations; (3-29-10)
e. Coverage for the coinsurance amount, or in the case of hospital outpatient department services
paid under a prospective payment system, the copayment amount, of Medicare eligible expenses under Part B
regardless of hospital confinement, subject to the Medicare Part B deductible; (3-29-10)
f. Hospice Care. Coverage of cost sharing for all Part A Medicare eligible hospice care and respite
care expenses. (3-29-10)

03. Standards for Additional Benefits. The following additional benefits shall be included in
Medicare supplement benefit Plans B, C, D, F, F with High Deductible, G, M, and N as provided by Section 024 of
this rule. (3-29-10)

a. Medicare Part A Deductible. Coverage for one hundred percent (100%) of the Medicare Part A
inpatient hospital deductible amount per benefit period. (3-29-10)

b. Medicare Part A Deductible. Coverage for fifty percent (50%) of the Medicare Part A inpatient
hospital deductible amount per benefit period. (3-29-10)

c. Skilled Nursing Facility Care. Coverage for the actual billed charges up to the coinsurance amount
from the twenty-first day through the one hundredth day in a Medicare benefit period for post-hospital skilled
nursing facility care eligible under Medicare Part A. (3-29-10)

d. Medicare Part B Deductible. Coverage for one hundred percent (100%) of the Medicare Part B
deductible amount per calendar year regardless of hospital confinement. (3-29-10)

e. One Hundred Percent (100%) of the Medicare Part B Excess Charges. Coverage for all the
difference between the actual Medicare Part B charges as billed, not to exceed any charge limitation established by
the Medicare program or state law, and the Medicare-approved Part B charge. (3-29-10)
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f. Medically Necessary Emergency Care in a Foreign Country. Coverage to the extent not covered
by Medicare for eighty percent (80%) of the billed charges for Medicare-eligible expenses for medically necessary
emergency hospital, physician and medical care received in a foreign country, which care would have been covered
by Medicare if provided in the United States and which care began during the first sixty (60) consecutive days of
each trip outside the United States, subject to a calendar year deductible of two hundred fifty dollars ($250), and a
lifetime maximum benefit of fifty thousand dollars ($50,000). For purposes of this benefit, “emergency care” shall
mean care needed immediately because of an injury or an illness of sudden and unexpected onset. (3-29-10)

023. STANDARD MEDICARE SUPPLEMENT BENEFIT PLANS FOR 1990 STANDARDIZED
MEDICARE SUPPLEMENT BENEFIT PLAN POLICIES OR CERTIFICATES ISSUED FOR DELIVERY
ON OR AFTER JULY 1, 1992 AND WITH AN EFFECTIVE DATE FOR COVERAGE PRIOR TO JUNE 1,
2010.

01. Policy Form or Certificate Form. An issuer shall make available to each prospective
policyholder and certificateholder a policy form or certificate form containing only the basic core benefits, as
defined in Subsection 021.02. (3-29-10)

02. Medicare Supplement Benefits. No groups, packages, or combinations of Medicare supplement
benefits other than those listed in this Section shall be offered for sale in this state, except as may be permitted in
Subsection 023.07 and in Section 025 of this rule. (3-29-10)

03. Benefit Plans. Benefit plans shall be uniform in structure, language, designation and format to the
standard benefit plans “A” through “L” listed in this Subsection and conform to the definitions in Section 010 of this
rule. Each benefit shall be structured in accordance with the format provided in Subsections 021.02, and 021.03 or
021.07, and list the benefits in the order shown in this Subsection. For purposes of Section 023, “structure, language,

and format” means style, arrangement and overall content of a benefit. (3-29-10)
04. Other Designations. An issuer may use, in addition to the benefit plan designations required in
Subsection 023.03, other designations to the extent permitted by law. (3-29-10)
05. Make-Up of Benefit Plans. (3-29-10)
a. Standardized Medicare supplement benefit plan “A” shall be limited to the basic (core) benefits
common to all benefit plans, as defined in Subsection 021.02. (3-29-10)
b. Standardized Medicare supplement benefit plan “B” shall include only the following: The core

benefit as defined in Subsection 021.02, plus the Medicare Part A deductible as defined in Paragraph 021.03.a.
(3-29-10)
c. Standardized Medicare supplement benefit plan “C” shall include only the following: The core

benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, skilled nursing facility care, Medicare
Part B deductible and medically necessary emergency care in a foreign country as defined in Paragraphs 021.03.a.
through 021.03.c., and 021.03.h., respectively. (3-29-10)

d. Standardized Medicare supplement benefit plan “D” shall include only the following: The core
benefit (as defined in Subsection 021.02), plus the Medicare Part A deductible, skilled nursing facility care,
medically necessary emergency care in a foreign country, and the at-home recovery benefit as defined in Paragraphs
021.03.a.,021.03.b., 021.03.h., and Subsection 021.05, respectively. (3-29-10)

e. Standardized Medicare supplement benefit plan “E” shall include only the following: The core
benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, skilled nursing facility care, medically
necessary emergency care in a foreign country, and preventive medical care as defined in Paragraphs 021.03.a.,
021.03.h., 021.03.h., and Subsection 021.04, respectively. (3-29-10)

f. Standardized Medicare supplement benefit plan “F” shall include only the following: The core
benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, the skilled nursing facility care, the
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Part B deductible, one hundred percent (100%) of the Medicare part B excess charges, and medically necessary
emergency care in a foreign country as defined in Paragraphs 021.03.a. through 021.03.c., 021.03.e., and 021.03.h.,
respectively. (3-29-10)

g. Standardized Medicare supplement benefit high deductible plan “F” shall include only the
following: one hundred percent (100%) of covered expenses following the payment of the annual high deductible
plan “F” deductible. The covered expenses include the core benefit as defined in Subsection 021.02, plus the
Medicare Part A deductible, skilled nursing facility care, the Medicare Part B deductible, one hundred percent
(100%) of the Medicare Part B excess charges, and medically necessary emergency care in a foreign country as
defined in Paragraphs 021.03.a. through 021.03.c., 021.03.e., and 021.03.h., respectively. The annual high
deductible plan “F” deductible shall consist of out-of-pocket expenses, other than premiums, for services covered by
the Medicare supplement plan “F” policy, and shall be in addition to any other specific benefit deductibles. The
annual high deductible Plan “F” deductible shall be one thousand five hundred dollars ($1,500) for 1998 and 1999,
and shall be based on the calendar year. It shall be adjusted annually thereafter by the Secretary of Health and
Human Services to reflect the change in the Consumer Price Index for all urban consumers for the twelve (12)
month period ending with August of the preceding year, and rounded to the nearest multiple of ten dollars ($10).

(3-29-10)

h. Standardized Medicare supplement benefit plan “G” shall include only the following: The core
benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, skilled nursing facility care, eighty
percent (80%) of the Medicare Part B excess charges, medically necessary emergency care in a foreign country, and
the at-home recovery benefit as defined in Paragraphs 021.03.a., 021.03.b., 021.03.d., 021.03.h., and Subsection
021.05, respectively. (3-29-10)

i Standardized Medicare supplement benefit plan “H” shall consist of only the following: The core
benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, skilled nursing facility care, basic
prescription drug benefit, and medically necessary emergency care in a foreign country as defined in Paragraphs
021.03.a., 021.03.b., 021.03.f., and 021.03.h., respectively. The outpatient prescription drug benefit shall not be
included in a Medicare supplement policy sold after December 31, 2005. (3-29-10)

j. Standardized Medicare supplement benefit plan “I” shall consist of only the following: The core
benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, skilled nursing facility care, one
hundred percent (100%) of the Medicare Part B excess charges, basic prescription drug benefit, medically necessary
emergency care in a foreign country, and at-home recovery benefit as defined in Paragraphs 021.03.a., 021.03.b.,
021.03.e., 021.03.f., 021.03.h., and Subsection 021.05, respectively. The outpatient prescription drug benefit shall
not be included in a Medicare supplement policy sold after December 31, 2005. (3-29-10)

k. Standardized Medicare supplement benefit plan “J” shall consist of only the following: The core
benefit as defined in Subsection 021.02, plus the Medicare Part A deductible, skilled nursing facility care, Medicare
Part B deductible, one hundred percent (100%) of the Medicare Part B excess charges, extended prescription drug
benefit, medically necessary emergency care in a foreign country, preventive medical care, and at-home recovery
benefit as defined in Paragraphs 021.03.a. through 021.03.c., 021.03.e., 021.03.g., 021.03.h., and Subsections 021.04
and 021.05, respectively. The outpatient prescription drug benefit shall not be included in a Medicare supplement
policy sold after December 31, 2005. (3-29-10)

l. Standardized Medicare supplement benefit high deductible plan “J” shall consist of only the
following: one hundred percent (100%) of covered expenses following the payment of the annual high deductible
plan “J” deductible. The covered expenses include the core benefit as defined in Subsection 021.02, plus the
Medicare Part A deductible, skilled nursing facility care, Medicare Part B deductible, one hundred percent (100%)
of the Medicare Part B excess charges, extended outpatient prescription drug benefit, medically necessary
emergency care in a foreign country, preventive medical care benefit and at-home recovery benefit as defined in
Paragraphs 021.03.a. through 021.03.c., 021.03.e., 021.03.g., 021.03.h., and Subsections 021.04 and 021.05,
respectively. The annual high deductible plan “J” deductible shall consist of out-of-pocket expenses, other than
premiums, for services covered by the Medicare supplement plan “J” policy, and shall be in addition to any other
specific benefit deductibles. The annual deductible shall be one thousand five hundred dollars ($1,500) for 1998 and
1999, and shall be based on a calendar year. It shall be adjusted annually thereafter by the Secretary of Health and
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Human Services to reflect the change in the Consumer Price Index for all urban consumers for the twelve (12)
month period ending with August of the preceding year, and rounded to the nearest multiple of ten dollars ($10).
The outpatient prescription drug benefit shall not be included in a Medicare supplement policy sold after December

31, 2005. (3-29-10)
06. Make-Up of Two Medicare Supplement Plans Mandated by the Medicare Prescription
Drug, Improvement, and Modernization Act of 2003 (MMA). (3-29-10)
a. Standardized Medicare supplement benefit plan “K” shall consist of only those benefits described
in Paragraph 021.07.a. (3-29-10)
b. Standardized Medicare supplement benefit plan “L” shall consist of only those benefits described
in Paragraph 021.07.b. (3-29-10)
07. New or Innovative Benefits. An issuer may, with the prior approval of the director, offer policies

or certificates with new or innovative benefits in addition to the benefits provided in a policy or certificate that
otherwise complies with the applicable standards. The new or innovative benefits may include benefits that are
appropriate to Medicare supplement insurance, new or innovative, not otherwise available, cost-effective, and
offered in a manner which is consistent with the goals of simplification of Medicare supplement policies. After
December 31, 2005 the innovative benefit shall not include an outpatient prescription drug benefit. (4-11-06)

024. STANDARD MEDICARE SUPPLEMENT BENEFIT PLANS FOR 2010 STANDARDIZED
MEDICARE SUPPLEMENT BENEFIT PLAN POLICIES OR CERTIFICATES WITH AN EFFECTIVE
DATE FOR COVERAGE ON OR AFTER JUNE 1, 2010.

01. General Standards. The following standards are applicable to all Medicare supplement policies
or certificates delivered or issued for delivery in this state with an effective date for coverage on or after June 1,
2010. No policy or certificate may be advertised, solicited, delivered or issued for delivery in this state as a
Medicare supplement policy or certificate unless it complies with these benefit plan standards. Benefit plan
standards applicable to Medicare supplement policies and certificates with an effective date for coverage before June
1, 2010 remain subject to the requirements of Section 021 of this rule. (3-29-10)

a. An issuer shall make available to each prospective policyholder and certificateholder a policy
form or certificate form containing only the basic (core) benefits, as defined in Subsection 022.02 of this rule.
(3-29-10)

b. If an issuer makes available any of the additional benefits described in Subsection 022.03, or
offers standardized benefit Plans K or L (as described in Paragraphs 024.02.h. and 024.02.i. of this rule), then the
issuer shall make available to each prospective policyholder and certificateholder, in addition to a policy form or
certificate form with only the basic (core) benefits as described in Paragraph 024.01.a., a policy form or certificate
form containing either standardized benefit Plan C (as described in Paragraph 024.02.c. of this rule) or standardized
benefit Plan F (as described in Paragraph 024.02.e. of this rule). (3-29-10)

c. No groups, packages or combinations of Medicare supplement benefits other than those listed in
this Section shall be offered for sale in this state, except as may be permitted in Subsection 024.03 and in Section
025 of this rule. (3-29-10)

d. Benefit plans shall be uniform in structure, language, designation and format to the standard
benefit plans listed in this Subsection and conform to the definitions in Section 010 of this rule. Each benefit shall be
structured in accordance with the format provided in Subsections 022.02 and 022.03 of this rule; or, in the case of
plans K or L, in Paragraphs 024.02.h. and 024.02.i. of this rule and list the benefits in the order shown. For purposes
of this Section, “structure, language, and format” means style, arrangement and overall content of benefit. (3-29-10)

e. In addition to the benefit plan designations required in Paragraph 024.01.d., an issuer may use
other designations to the extent permitted by law. (3-29-10)
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02. Make-up of 2010 Standardized Benefit Plans. (3-29-10)

a. Standardized Medicare supplement benefit Plan A shall include only the following: The basic
(core) benefits as defined in Subsection 022.02 of this rule. (3-29-10)
b. Standardized Medicare supplement benefit Plan B shall include only the following: The basic
(core) benefit as defined in Subsection 022.02 of this rule, plus one hundred percent (100%) of the Medicare Part A
deductible as defined in Paragraph 022.03.a. of this rule. (3-29-10)
c. Standardized Medicare supplement benefit Plan C shall include only the following: The basic

(core) benefit as defined in Subsection 022.02 of this rule, plus one hundred percent (100%) of the Medicare Part A
deductible, skilled nursing facility care, one hundred percent (100%) of the Medicare Part B deductible, and
medically necessary emergency care in a foreign country as defined in Paragraphs 022.03. a., 022.03.c., 022.03.d.,
and 022.03.f of this rule, respectively. (3-29-10)

d. Standardized Medicare supplement benefit Plan D shall include only the following: The basic
(core) benefit (as defined in Subsection 022.02 of this rule), plus one hundred percent (100%) of the Medicare Part
A deductible, skilled nursing facility care, and medically necessary emergency care in a foreign country as defined
in Paragraphs 022.03.a., 022.03.c., and 022.03.f. of this rule, respectively. (3-29-10)

e. Standardized Medicare supplement [regular] Plan F shall include only the following: The basic
(core) benefit as defined in Subsection 022.02 of this rule, plus one hundred percent (100%) of the Medicare Part A
deductible, the skilled nursing facility care, one hundred percent (100%) of the Medicare Part B deductible, one
hundred percent (100%) of the Medicare Part B excess charges, and medically necessary emergency care in a
foreign country as defined in Paragraphs 022.03.a., and 022.03.c., through 022.03.f. of this rule, respectively.

(3-29-10)

f. Standardized Medicare supplement Plan F With High Deductible shall include only the following:

One hundred percent (100%) of covered expenses following the payment of the annual deductible set forth in
Subparagraph 024.02.f.ii. (3-29-10)

i The basic (core) benefit as defined in Subsection 022.02 of this rule, plus one hundred percent
(100%) of the Medicare Part A deductible, skilled nursing facility care, one hundred percent (100%) of the Medicare
Part B deductible, one hundred percent (100%) of the Medicare Part B excess charges, and medically necessary
emergency care in a foreign country as defined in Paragraphs 022.03.a., and 022.03.c., through 022.03.f. of this rule,
respectively. (3-29-10)

ii. The annual deductible in Plan F With High Deductible shall consist of out-of-pocket expenses,
other than premiums, for services covered by [regular] Plan F, and shall be in addition to any other specific benefit
deductibles. The basis for the deductible shall be fifteen hundred dollars ($1,500) and shall be adjusted annually
from 1999 by the Secretary of the U.S. Department of Health and Human Services to reflect the change in the
Consumer Price Index for all urban consumers for the twelve-month period ending with August of the preceding
year, and rounded to the nearest multiple of ten dollars ($10). (3-29-10)

g. Standardized Medicare supplement benefit Plan G shall include only the following: The basic
(core) benefit as defined in Subsection 022.02 of this rule, plus one hundred percent (100%) of the Medicare Part A
deductible, skilled nursing facility care, one hundred percent (100%) of the Medicare Part B excess charges, and
medically necessary emergency care in a foreign country as defined in Paragraphs 022.03.a., 022.03.c., 022.03.e.,

and 022.03.f. of this rule, respectively. (3-29-10)
h. Standardized Medicare supplement Plan K is mandated by the Medicare Prescription Drug,
Improvement and Modernization Act of 2003, and shall include only the following: (3-29-10)

i Part A Hospital Coinsurance sixty-first through ninetieth days: Coverage of one hundred percent
(100%) of the Part A hospital coinsurance amount for each day used from the sixty-first through the ninetieth day in
any Medicare benefit period. (3-29-10)
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ii. Part A Hospital Coinsurance ninety-first through one hundred fiftieth day: Coverage of one
hundred percent (100%) of the Part A hospital coinsurance amount for each Medicare lifetime inpatient reserve day
used from the ninety-first through the one hundred fiftieth day in any Medicare benefit period,; (3-29-10)

iii. Part A Hospitalization After One Hundred Fiftieth Day: Upon exhaustion of the Medicare hospital
inpatient coverage, including the lifetime reserve days, coverage of one hundred percent (100%) of the Medicare
Part A eligible expenses for hospitalization paid at the applicable prospective payment system (PPS) rate, or other
appropriate Medicare standard of payment, subject to a lifetime maximum benefit of an additional three hundred
sixty-five (365) days. The provider shall accept the issuer’s payment as payment in full and may not bill the insured
for any balance; (3-29-10)

iv. Medicare Part A Deductible: Coverage for fifty percent (50%) of the Medicare Part A inpatient
hospital deductible amount per benefit period until the out-of-pocket limitation is met as described in Subparagraph
024.02.h.x. (3-29-10)

V. Skilled Nursing Facility Care: Coverage for fifty percent (50%) of the coinsurance amount for
each day used from the twenty-first day through the one hundredth day in a Medicare benefit period for
post-hospital skilled nursing facility care eligible under Medicare Part A until the out-of-pocket limitation is met as
described in Subparagraph 024.02.h.x. (3-29-10)

vi. Hospice Care: Coverage for fifty percent (50%) of cost sharing for all Part A Medicare eligible
expenses and respite care until the out-of-pocket limitation is met as described in Subparagraph 024.02.h.x.
(3-29-10)

Vii. Blood: Coverage for fifty percent (50%), under Medicare Part A or B, of the reasonable cost of the
first three (3) pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations)
unless replaced in accordance with federal regulations until the out-of-pocket limitation is met as described in

Subparagraph 024.02.h.x. (3-29-10)
viii. Part B Cost Sharing: Except for coverage provided in Subparagraph 024.02.h.ix., coverage for
fifty percent (50%) of the cost sharing otherwise applicable under Medicare Part B after the policyholder pays the
Part B deductible until the out-of-pocket limitation is met as described in Subparagraph 024.02.h.x. (3-29-10)
iX. Part B Preventive Services: Coverage of one hundred percent (100%) of the cost sharing for
Medicare Part B preventive services after the policyholder pays the Part B deductible; and (3-29-10)
X. Cost Sharing After Out-of-Pocket Limits: Coverage of one hundred percent (100%) of all cost

sharing under Medicare Parts A and B for the balance of the calendar year after the individual has reached the
out-of-pocket limitation on annual expenditures under Medicare Parts A and B of four thousand dollars ($4,000) in
2006, indexed each year by the appropriate inflation adjustment specified by the Secretary of the U.S. Department of

Health and Human Services. (3-29-10)

i Standardized Medicare supplement Plan L is mandated by the Medicare Prescription Drug,

Improvement and Modernization Act of 2003, and shall include only the following: (3-29-10)
i The benefits described in Subparagraphs 024.02.h.i. through 024.02.h.iii., and 024.02.h.ix.

(3-29-10)

ii. The benefits described in Subparagraphs 024.02.h.iv. through 024.02.h.viii. but substituting

seventy-five percent (75%) for fifty percent (50%); and (3-29-10)

iii. The benefit described in Subparagraph 024.02.h.x. but substituting two thousand dollars ($2,000)

for four thousand dollars ($4,000). (3-29-10)

j. Standardized Medicare supplement Plan M shall include only the following: The basic (core)
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benefit as defined in Subsection 022.02 of this rule, plus fifty percent (50%) of the Medicare Part A deductible,
skilled nursing facility care, and medically necessary emergency care in a foreign country as defined in Paragraphs
022.03.b., 022.03.c., and 022.03.f. of this rule, respectively. (3-29-10)

k. Standardized Medicare supplement Plan N shall include only the following: The basic (core)

benefit as defined in Subsection 022.02 of this rule, plus one hundred percent (100%) of the Medicare Part A

deductible, skilled nursing facility care, and medically necessary emergency care in foreign country as defined in
Paragraphs 022.03.a., 022.03.c., and 022.03.f. of this rule, respectively, with copayments in the following amounts:

(3-29-10)

i The lesser of twenty dollars ($20) or the Medicare Part B coinsurance or copayment for each
covered health care provider office visit (including visits to medical specialists); and (3-29-10)

ii. The lesser of fifty dollars ($50) or the Medicare Part B coinsurance or copayment for each covered
emergency room visit, however, this copayment shall be waived if the insured is admitted to any hospital and the
emergency visit is subsequently covered as a Medicare Part A expense. (3-29-10)

03. New or Innovative Benefits. An issuer may, with the prior approval of the director, offer policies
or certificates with new or innovative benefits, in addition to the standardized benefits provided in a policy or
certificate that otherwise complies with the applicable standards. The new or innovative benefits shall include only
benefits that are appropriate to Medicare supplement insurance, are new or innovative, are not otherwise available,
and are cost-effective. Approval of new or innovative benefits must not adversely impact the goal of Medicare
supplement simplification. New or innovative benefits shall not include an outpatient prescription drug benefit. New
or innovative benefits shall not be used to change or reduce benefits, including a change of any cost-sharing
provision, in any standardized plan. (3-29-10)

025. MEDICARE SELECT POLICIES AND CERTIFICATES.
This Section shall apply to Medicare Select policies and certificates, as defined in this Section. No policy or
certificate may be advertised as a Medicare Select policy or certificate unless it meets the requirements of this

Section. (3-29-10)
01. Definitions. For the purposes of Section 025: (3-29-10)
a. Complaint. Any dissatisfaction expressed by an individual concerning a Medicare Select issuer or
its network providers. (4-5-00)
b. Grievance. Dissatisfaction expressed in writing by an individual insured under a Medicare Select
policy or certificate with the administration, claims practices, or provision of services concerning a Medicare Select
issuer or its network providers. (4-5-00)
c. Medicare Select issuer. An issuer offering, or seeking to offer, a Medicare Select policy or
certificate. (4-5-00)
d. Medicare Select policy or Medicare Select certificate. Respectively a Medicare supplement policy
or certificate that contains restricted network provisions. (4-5-00)
e. Network provider. A provider of health care, or a group of providers of health care, which has

entered into a written agreement with the issuer to provide benefits insured under a Medicare Select policy. (4-5-00)

f. Restricted network provision. Any provision which conditions the payment of benefits, in whole
or in part, on the use of network providers. (4-5-00)

g. Service area. The geographic area approved by the director within which an issuer is authorized to
offer a Medicare Select policy. (4-5-00)

02. Authorization to Issue Medicare Select Policy or Certificate. The director may authorize an
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issuer to offer a Medicare Select policy or certificate, pursuant to Section 025 of this rule and Section 4358 of the
Omnibus Budget Reconciliation Act (OBRA) of 1990 if the director finds that the issuer has satisfied all of the

requirements of this rule. (3-29-10)
03. Filing Requirements. A Medicare Select issuer shall not issue a Medicare Select policy or
certificate in this state until its plan of operation has been approved by the director. (4-5-00)
04. Proposed Plan of Operation. A Medicare Select issuer shall file a proposed plan of operation
with the director in a format prescribed by the director. The plan of operation shall contain at least the following
information: (4-5-00)
a. Evidence that all covered services that are subject to restricted network provisions are available
and accessible through network providers, including a demonstration that: (4-5-00)

i Services can be provided by network providers with reasonable promptness with respect to
geographic loca