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2012 -- H 7909

STATE OF RHODE ISLAND

IN GENERAL ASSEMBLY

JANUARY SESSION, A.D. 2012

AN ACT

RELATING TO INSURANCE -- HEALTH INSURANCE - CONSUME PROTECTION

Introduced ByRepresentatives Kennedy, San Bento, E Coderrg, &ed Tanzi

Date IntroducedMarch 07, 2012

Referred ToHouse Corporations

It is enacted by the General Assembly as follows:

SECTION 1.Purpose and intent.

It is the purpose of this act to amend Rhode Islstatlites so as to be consistent with

health insurance consumer protections enactedderdé€ law. This act is intended to establish

health insurance rules, standards, and policiesupnt to, in furtherance of, and in addition to the

health insurance standards established in therP&ietection and Affordable Care Act of 2010,

as amended by the Health care and Education Rdiedioci Act of 2010.

SECTION 2. Chapter 27-18 of the General laws eutit!Accident and Sickness
Insurance Policies" is hereby amended by addingtibi¢he following section:

27-18-1-1. Definitions. -As used in this chapter:

(1) “Adverse benefit determination” means any a fbllowing: a denial, reduction, or

termination of, or a failure to provide or make pmnt (in whole or in part) for, a benefit,

including any such denial, reduction, terminationfailure to provide or make payment that is

based on a determination of a participant's or ficagy's eligibility to participate in a plan oot

receive coverage under a plan, and including, wébpect to group health plans, a denial,

reduction, or termination of, or a failure to prd®ior make payment (in whole or in part) for, a

benefit resulting from the application of any ufiiion review, as well as a failure to cover an

item or service for which benefits are otherwis®vimed because it is determined to be

experimental or investigational or not medicallg@ssary or appropriate. The term also includes

a rescission of coverage determination.
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(2) ‘Affordable Care Act’ means the Patient Pramciand Affordable Care Act of 2010,

as amended by the Health Care and Education Réiatioci Act of 2010.

(3) “Commissioner” or “health insurance commissimaeans that individual appointed

pursuant to section 42-14.5-1 of the general laws.

(4) “Grandfathered health plan” means any groupltheplan or health insurance

coverage subject to 42 USC section 18011.

(5) “Group health insurance coverage” means, imeotion with a group health plan,

health insurance coverage offered in connectioh stch plan.

(6) “Group health plan” means an employee welfagdit plan, as defined in 29 USC

section 1002(1), to the extent that the plan pmwidhealth benefits to employees or their

dependents directly or through insurance, reimbmess, or otherwise.

(7) “Health benefits” or “covered benefits” meansedital, surgical, hospital,

prescription drug, and such other benefits, whetktrfunded, or delivered through the purchase

of insurance or otherwise.

(8) “Health care facility” means an institution prding health care services or a health

care setting, including, but not limited to, hoafst and other licensed inpatient centers,

ambulatory surgical or treatment centers, skillegisimg centers, residential treatment centers,

diagnostic, laboratory and imaging centers, andabgitation and other therapeutic health

settings.

(9) “Health care professional” means a physicianotter health care practitioner

licensed, accredited or certified to perform spedifhealth care services consistent with state

law.

(10) “Health care provider” or "provider" means @alih care professional or a health

care facility.

(11) “Health care services” means services fordiagnosis, prevention, treatment, cure

or relief of a health condition, illness, injury disease.

(12) “Health insurance carrier” means a persom,ficorporation or other entity subject

to the jurisdiction of the commissioner under tbiigpter. Such term does not include a group

health plan.

(13) “Health plan” or “health benefit plan” meansalfth insurance coverage and a group

health plan, including coverage provided throughaasociation plan if it covers Rhode Island

residents. Except to the extent specifically predidy the Affordable Care Act, the term “health

plan” shall not include a group health plan to éléent state regulation of the health plan is pre-

empted under section 514 of the Employee Retirermmoime Security Act of 1974. The term
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also shall not include:

(A)(I) Coverage only for accident, or disabilitycmme insurance, or any combination

thereof.

(i) Coverage issued as a supplement to liabitisurance.

(iii) Liability insurance, including general lialy insurance and automobile liability

insurance.

(iv) Workers' compensation or similar insurance.

(v) Automobile medical payment insurance.

(vi) Credit-only insurance.

(vil) Coverage for on-site medical clinics.

(viii) Other similar insurance coverage, specifiedederal requlations issued pursuant to

Pub. L. No. 104-191, the health insurance portghéind accountability act of 1996 (“HIPAA"),

under which benefits for medical care are secondaigcidental to other insurance benefits.

(B) The following benefits if they are provided wnda separate policy, certificate or

contract of insurance or are otherwise not an migeart of the plan:

(i) Limited scope dental or vision benefits.

(i) Benefits for long-term care, nursing home cdreme health care, community-based

care, or any combination thereof.

(i) Other excepted benefits specified in fedaedulations issued pursuant to Pub. L.

No. 104-191 (“HIPAA”).

(C) The following benefits if the benefits are pided under a separate policy, certificate

or _contract of insurance, there is no coordinabetween the provision of the benefits and any

exclusion of benefits under any group health plamnitained by the same plan sponsor, and the

benefits are paid with respect to an event withreaard to whether benefits are provided with

respect to such an event under any group healthnpéantained by the same plan sponsor:

(i) Coverage only for a specified disease or illnes

(i) Hospital indemnity or other fixed indemnitysarance.

(D) The following if offered as a separate policgrtificate or contract of insurance;

() Medicare supplement health insurance as defineder section 1882(q)(1) of the

Social Security Act.

(i) Coverage supplemental to the coverage provigsder chapter 55 of title 10, United

States Code (Civilian Health and Medical PrograrthefUniformed Services (CHAMPUS)).

(iii) Similar supplemental coverage provided to €@mge under a group health plan.

(14) "Office of the health insurance commissionm€ans the agency established under

LC02084 - Page 3 of 76
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(15) “Rescission” means a cancellation or discomtinte of coverage that has retroactive

effect for reasons unrelated to timely paymenteasfuired premiums or contribution to costs of

coverage.

27-18-2.1. Uniform explanation of benefits and covage. —(a) A health insurance

carrier shall provide a uniform summary of beneéitgl coverage explanation and standardized

definitions to policyholders and others required byd at the times required, by the federal

requlations adopted under section 2715 of the Afble Care Act. A summary required by this

section shall be filed with the commissioner fopgyal under Rhode Island general laws section

27-18-8 et seq. The requirements of this sectiafl ble in addition to the requirements of Rhode

Island general laws section 27-18-8 et seq. Themussioner may waive one or more of the

requirements of the requlations adopted underseir15 of the Affordable Care Act for good

cause shown. The summary must contain at leaspliba/ing information:

(1) Uniform definitions of standard insurance anedioal terms.

(2) A description of coverage and cost sharincefxh category of essential benefits and

other benefits.

(3) Exceptions, reductions and limitations in c@wg.

(4) Renewability and continuation of coverage psmiis.

(5) A “coverage facts label” that illustrates cov@® under common benefits scenarios.

(6) A statement of whether the policy, contracplan provides the minimum coverage

required of a qualified health plan.

(7) A statement that the outline is a summary dad the actual policy language should

be consulted; and

(8) A contact number for the consumer to call watifditional questions and the web

address of where the actual language of the pamytract or plan can be found.

(b) The provisions of this section shall applytandfathered health plans.

27-18-78. Prohibition on rescission of coverage. )(1) Coverage under a health

benefit plan subject to the jurisdiction of the enissioner under this chapter with respect to an

individual, including a group to which the indiviglubelongs or family coverage in which the

individual is included, shall not be rescinded maftee individual is covered under the plan,

unless:

(A) The individual or a person seeking coveragdehalf of the individual, performs an

act, practice or omission that constitutes fraud; o

(B) The individual makes an intentional misrepréggon of material fact, as prohibited
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by the terms of the plan or coverage.

(2) For purposes of paragraph (a)(1)(A), a perseeking coverage on behalf of an

individual does not include an insurance producemnaployee or authorized representative of the

health carrier.

(b) At least thirty (30) days advance written netishall be provided to each health

benefit plan enrollee or, for individual healthun@nce coverage, primary subscriber, who would

be affected by the proposed rescission of covelmiere coverage under the plan may be

rescinded in accordance with subsection (a) regssdbf, in the case of group health insurance

coverage, whether the rescission applies to theeemtoup or only to an individual within the

roup.

(c) For purposes of this section, “to rescind” ne#mcancel or to discontinue coverage

with retroactive effect for reasons unrelated tmely payment of required premiums or

contribution to costs of coverage.

(d) This section applies to grandfathered heakingl

27-18-79. Prohibition on annual and lifetime limits —(a) Annual limits.

(1) For plan or policy years beginning prior to dary 1, 2014, for any individual, a

health insurance carrier and a health benefit pldiject to the jurisdiction of the commissioner

under this chapter may establish an annual limitherdollar amount of benefits that are essential

health benefits provided the restricted annuattlismnot less than the following:

(A) For a plan or policy year beginning after Sepber 22, 2010, but before September

23, 2011 — seven hundred fifty thousand dollar&($J00);

(B) For a plan or policy year beginning after Semgter 22, 2011, but before September

23, 2012 — one million two hundred fifty thousarallars ($1,250,000); and

(C) For a plan or policy year beginning after Segier 22, 2012, but before January 1,

2014 — two million dollars ($2,000,000).

(2) For plan or policy years beginning on or aflanuary 1, 2014, a health insurance

carrier and a health benefit plan shall not esshbiiny annual limit on the dollar amount of

essential health benefits for any individual, excep

(A) A health flexible spending arrangement, as rokdi in Section 106(c)(2)(i) of the

Internal Revenue Code, a medical savings accoswntefined in section 220 of the Internal

Revenue Code, and a health savings account, asgedeafi Section 223 of the Internal Revenue

Code are not subject to the requirements of sukidivs (1) and (2) of this subsection.

(B) The provisions of this subsection shall notverdg a health insurance carrier and a

health benefit plan from placing annual dollar tenfor any individual on specific covered
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benefits that are not essential health benefitega@xtent that such limits are otherwise permitted

under applicable federal law or the laws and reapra of this state.

(3) In determining whether an individual has reedibenefits that meet or exceed the

allowable limits, as provided in subdivision (1)thfs subsection, a health insurance carrier and a

health benefit plan shall take into account onkeasial health benefits.

(b) Lifetime limits.

(1A health insurance carrier and health benefingffering group or individual health

insurance coverage shall not establish a lifetimmt lon the dollar value of essential health

benefits, as designated pursuant to a state detation and in accordance with federal laws and

requlations, for any individual.

(2) Notwithstanding subdivision (1) above, a heatisurance carrier and health benefit

plan is not prohibited from placing lifetime dollamits for any individual on specific covered

benefits that are not essential health benefitsleaginated pursuant to a state determination and

in accordance with federal laws and requlations.

(c)(1) Reinstatement of Coverage. Except as provide subdivision (2) of this

subsection, this subsection applies to any indslidu

(A) Whose coverage or benefits under a health peladed by reason of reaching a

lifetime limit on the dollar value of all benefitsr the individual; and

(B) Who, due to the provisions of this section,draes eligible, or is required to become

eligible, for benefits not subject to a lifetimenlt on the dollar value of all benefits under the

health benefit plan:

(i) For group health insurance coverage, on thet éay of the first plan year beginning

on or after September 23, 2010; or

(i) For individual health insurance coverage, twe first day of the first policy year

beginning on or after September 23, 2010.

(2) For individual health insurance coverage, aimvdual is not entitled to reinstatement

under the health benefit plan under this subsedtitme individual reached his or her lifetime

limit and the contract is not renewed or is otheamio longer in effect. However, this subsection

applies to a family member who reached his or ifedirhe limit in a family plan and other family

members remain covered under the plan.

(3)(A) If an individual described in subdivision) (i eligible for benefits or is required to

become eligible for benefits, the health insuracm®ier and health benefit plan shall provide the

individual written notice that:

(i) The lifetime limit on the dollar value of alelbefits no longer applies; and
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(i) The individual, if still covered under the plais again eligible to receive benefits

under the plan.

(B) If the individual is not enrolled in the plaor, if an enrolled individual is eligible for,

but not enrolled in any benefit package under tla@,pthe health insurance carrier and health

benefit plan shall provide an opportunity for thdividual to enroll in the plan for a period of at

least thirty (30) days.

(C) The notices and enrollment opportunity undas wubdivision shall be provided

beginning not later than:

(i) For group health insurance coverage, the #est of the first plan year beginning on

or after September 23, 2010;

(i) _For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010; or

(iii) The notices required under this subsectioalldhe provided:

() _For group health insurance coverage, to an eyed on behalf of the employee’s

dependent; or

(1N For individual health insurance coverage, lie primary subscriber on behalf of the

primary subscriber’s dependent.

(D) For group health insurance coverage, the neticey be included with other

enrollment materials that a health plan distribute@semployees, provided the statement is

prominent. For group health insurance coveraga, ribtice satisfying the requirements of this

subsection is provided to an individual, a heattsurance carrier's requirement to provide the

notice with respect to that individual is satisfied

(E) For any individual who enrolls in a health plamaccordance with subdivision (2) of

this subsection, coverage under the plan shallaéfket not later than:

(i) For group health insurance coverage, the @est of the first plan year beginning on

or after September 23, 2010; or

(i) For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(d)(1) An individual enrolling in a health plan fgroup health insurance coverage in

accordance with subsection (c) above shall bedgeas if the individual were a special enrollee

as provided under regulations interpreting the H\Pgortability provisions issued pursuant to

Section 2714 of the Affordable Care Act.

(2) An individual enrolling in accordance with selbfon (c) above:

(A) Shall be offered all of the benefit packageaikable to similarly situated individuals

LC02084 - Page 7 of 76
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who did not lose coverage under the plan by reafo@aching a lifetime limit on the dollar value

of all benefits; and

(B) Shall not be required to pay more for coveriign similarly situated individuals

who did not lose coverage by reason of reachinge@inhe limit on the dollar value of all

benefits.

(3) For purposes of subsection (B)(1), any diffeeerin benefits or cost-sharing

constitutes a different benefit package.

(e)(1) The provisions of this section relating tfetime limits apply to any health

insurance carrier _providing coverage under an idda or group health plan, including

grandfathered health plans.

(2) The provisions of this section relating to aanlimits apply to any health insurance

carrier providing coverage under a group healtim,piliacluding grandfathered health plans, but

the prohibition and limits on annual limits do ragply to grandfathered health plans providing

individual health insurance coverage.

27-18-80. Coverage for preventive items and servige—(a) Every health insurance

carrier providing coverage under an individual ooup health plan shall provide coverage for all

of the following items and services, and shallingiose any cost-sharing requirements, such as a

copayment, coinsurance or deductible, with restuettte following items and services:

(1) Except as otherwise provided in subsectionofodhis section, and except as may

otherwise be provided in federal requlations im@atmg the Affordable Care Act, evidence-

based items or services that have in effect agatinA or B in the recommendations of the

United States Preventive Services Task Force &gpfember 23, 2010 and as may subsequently

be amended.

(2) Immunizations for routine use in children, afwlents and adults that have in effect a

recommendation from the Advisory Committee on Imimation Practices of the Centers for

Disease Control and Prevention with respect toinlkiévidual involved. For purposes of this

subdivision, a recommendation from the Advisory @attee on Immunization Practices of the

Centers for Disease Control and Prevention is densd in effect after it has been adopted by the

Director of the Centers for Disease Control and/&ngon, and a recommendation is considered

to be for routine use if it is listed on the Imneation Schedules of the Centers for Disease

Control and Prevention.

(3) With respect to infants, children and adolesgegvidence-informed preventive care,

and screenings provided for in comprehensive gueglsupported by the Health Resources and

Services Administration.
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(4) With respect to women, to the extent not déschiin subdivision (1) of this

subsection, evidence-informed preventive care amdesings provided for in comprehensive

coverage guidelines supported by the Health Resswad Services Administration.

(b)(1) A health insurance carrier is not requiredptovide coverage for any items or

services specified in any recommendation or guigeatiescribed in subsection (a) of this section

after the recommendation or guideline is no lordescribed in subsection (a) of this section. The

provisions of this subdivision shall not affect tbbligation of the health insurance carrier to

provide notice to a covered person before any nahtenodification of coverage becomes

effective, in accordance with other requirementsswte and federal law, including section

2715(d)(4) of the Public Health Services Act.

(2) A health insurance carrier shall at least atliywad the beginning of each new plan

vear or policy year, whichever is applicable, revibe preventive services covered under its

health benefit plans pursuant to this section cbast with the recommendations of the United

States Preventive Services Task Force, the AdviSommittee on Immunization Practices of the

Centers for Disease Control and Prevention andjtiidelines with respect to infants, children,

adolescents and women evidence-based preventigeapndr screenings by the Health Resources

and Services Administration in effect at the time.

(c)(1) A health insurance carrier may impose cbsiHigg requirements with respect to an

office visit if an item or service described in sabtion (a) of this section is billed separatelysor

tracked as individual encounter data separateiy ftee office visit.

(2) A health insurance carrier shall not impose-sbsiring requirements with respect to

an office visit if an item or service described dnobsection (a) of this section is not billed

separately or is not tracked as individual encaudéta separately from the office visit and the

primary purpose of the office visit is the delivasfythe item or service described in subsection

(a) of this section.

(3) A health insurance carrier may impose costisbarequirements with respect to an

office visit if an item or service described in sabtion (a) of this section is not billed sepasatel

or is not tracked as individual encounter data 1sgply from the office visit and the primary

purpose of the office visit is not the deliverytbé item or service.

(d)(1) Nothing in this section requires a healtbuimnce carrier that has a network of

providers to providing coverage for items and smwidescribed in subsection (a) of this section

that are delivered by an out-of-network provider.

(2) Nothing in subsection (a) of this section pueels a health insurance carrier that has a

network of providers from imposing cost-sharinguiegments for items or services described in
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subsection (a) of this section that are delivenedrbout-of-network provider.

(e) Nothing prevents a health insurance carriemnfrosing reasonable medical

management technigues to determine the frequenethaah, treatment or setting for an item or

service described in subsection (a) of this sectionthe extent not specified in the

recommendation or quideline.

() Nothing in this section prohibits a health iresce carrier from providing coverage

for items and services in addition to those reconurd by the United States Preventive Services

Task Force or the Advisory Committee on Immunizatieractices of the Centers for Disease

Control and Prevention, or provided by quidelinepported by the Health Resources and

Services Administration, or from denying coveragw ftems and services that are not

recommended by that task force or that advisorynsiii@e, or under those guidelines. A health

insurance carrier _ may impose cost-sharing requinggndéor a treatment not described in

subsection (a) of this section even if the treatmesults from an item or service described in

subsection (a) of this section.

(g) This section shall not apply to grandfatheredlth plans.

27-18-81. Coverage for individuals participating inapproved clinical trials. —(a) As

used in this section,

(1) “Approved clinical trial” means a phase |, phdk phase Il or phase IV clinical trial

that is conducted in relation to the preventiontedgon or treatment of cancer or a life-

threatening disease or condition and is describeahy of the following:

(A) The study or investigation is approved or futhdehich may include funding through

in-kind contributions, by one or more of the folliowy:

(i) The National Institutes of Health;

(i) The Centers for Disease Control and Prevention

(i) The Agency for Health Care Research and Quali

(iv) The Centers for Medicare & Medicaid Services;

(v) A cooperative group or center of any of thetess described in items (i) through (iv)

or the Department of Defense or the Departmentaiéian Affairs;

(vi) A qualified non-governmental research entigntified in the guidelines issued by

the National Institutes of Health for center suppmants; or

(vii) A study or investigation conducted by the Rement of Veteran Affairs, the

Department of Defense, or the Department of Eneifgthe study or investigation has been

reviewed and approved through a system of peeewethat the Secretary of U.S. Department of

Health and Human Services determines:
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() Is comparable to the system of peer reviewtotlies and investigations used by the

National Institutes of Health; and

(1N _Assures unbiased review of the highest scienstandards by qualified individuals

who have no interest in the outcome of the review.

(B) The study or investigation is conducted undeimaestigational new drug application

reviewed by the Food and Drug Administration; or

(C) The study or investigation is a drug trial thatexempt from having such an

investigational new drug application.

(2) “Participant” has the meaning stated in secB6f) of ERISA.

(3) “Participating provider’” means a health careviger that, under a contract with the

health carrier or with its contractor or subcontinachas agreed to provide health care services to

covered persons with an expectation of receivingmesant, other than coinsurance, copayments or

deductibles, directly or indirectly from the heatturier.

(4) “Qualified individual” means a participant oereficiary who meets the following

conditions:

(A) The individual is eligible to participate in @approved clinical trial according to the

trial protocol with respect to the treatment of @amor other life-threatening disease or condition;

and

(B)(i) The referring health care professional igaaticipating provider and has concluded

that the individual’'s participation in such trialowld be appropriate based on the individual

meeting the conditions described in subdivision ¢Adhis subdivision (3); or

(i) The participant or beneficiary provides medicand scientific information

establishing the individual's participation in sutiial would be appropriate based on the

individual meeting the conditions described in suisibn (A) of this subdivision (3).

(5) “Life-threatening condition” means any disease condition from which the

likelihood of death is probable unless the coufdb@disease or condition is interrupted.

(b)(1) If a health insurance carrier offering graupndividual health insurance coverage

provides coverage to a qualified individual, thallleinsurance carrier:

(A) Shall not deny the individual participationan approved clinical trial.

(B) Subject to subdivision (3) of this subsectiahall not deny or limit or impose

additional conditions on the coverage of routindgpé costs for items and services furnished in

connection with participation in the approved dalitrial; and

(C) Shall not discriminate against the individuai the basis of the individual's

participation in the approved clinical trial.
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(2)(A) Subject to subdivision (B) of this subdiwsi (2), routine patient costs include all

items and services consistent with the coveragedip covered for a qualified individual who is

not enrolled in an approved clinical trial.

(B) For purposes of subdivision (B) of this subdionh (2), routine patient costs do not

include:

(i) The investigational item, device or servicelts

(i) _Items and services that are provided solelys#éisfy data collection and analysis

needs and that are not used in the direct clim@alagement of the patient; or

(ii)) A service that is clearly inconsistent withdely accepted and established standards

of care for a particular diagnosis.

(3) If one or more participating providers are g@pating in a clinical trial, nothing in

subdivision (1) of this subsection shall be coredras preventing a health carrier from requiring

that a qualified individual participate in the tridorough such a participating provider if the

provider will accept the individual as a participanthe trial.

(4) Notwithstanding subdivision (3) of this subsect subdivision (1) of this subsection

shall apply to a qualified individual participatimg an approved clinical trial that is conducted

outside this state.

(5) This section shall not be construed to reqgaihealth insurance carrier offering group

or _individual health insurance coverage to provimmefits for routine patient care services

provided outside of the coverage’s health careigaswnetwork unless out-of-network benefits

are otherwise provided under the coverage.

(6) Nothing in this section shall be construed imitl a health insurance carrier's

coverage with respect to clinical trials.

(c) The requirements of this section shall be iditwh to the requirements of Rhode

Island general laws sections 27-18-36 through 236.8.

(d) This section shall not apply to grandfatheredlth plans.

(e) This section shall be effective for plan ydagginning on or after January 1, 2014.

27-18-82. Medical loss ratio rebates. (&) A health insurance carrier offering group or

individual health insurance coverage, includingrandfathered health plan, shall pay medical

loss ratio rebates as provided for in Section 2 8J(A) of the Affordable Care Act, in the

manner and as required by federal laws and requkati

(b) Health insurance carriers required to reportlica loss ratio and rebate calculations

and other medical loss ratio and rebate informatiboiine U.S. Department of Health and Human

Services shall concurrently file such informatiomtwvthe commissioner.
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27-18-83. Emergency services.(a) As used in this section:

(1) “Emergency medical condition” means a medicahdition manifesting itself by

acute symptoms of sufficient severity (includinyes® pain) so that a prudent layperson, who

possesses an average knowledge of health and mediciuld reasonably expect the absence of

immediate medical attention to result in a conditi@) Placing the health of the individual, or

with respect to a pregnant woman her unborn cimlderious jeopardy; (ii) Constituting a serious

impairment to bodily functions; or (iii) Constitati a serious dysfunction of any bodily organ or

part

(2) “Emergency services” means, with respect termrrgency medical condition:

(A) A medical screening examination (as requiredlarnsection 1867 of the Social

Security Act, 42 U.S.C. 1395dd) that is within ttepability of the emergency department of a

hospital, including ancillary services routinelyadgble to the emergency department to evaluate

such emergency medical condition, and

(B) Such further medical examination and treatmémtthe extent they are within the

capabilities of the staff and facilities availabliethe hospital, as are required under section 1867

of the Social Security Act (42 U.S.C. 1395dd) @mbdize the patient.

(3) “Stabilize”, with respect to an emergency matltondition has the meaning given in

section 1867(e)(3) of the Social Security Act (451C. 1395dd(e)(3)).

(b) If a health insurance carrier offering heatieurance coverage provides any benefits

with respect to services in_an _emergency departmérd hospital, the carrier must cover

emergency services in compliance with this section.

(c) A health insurance carrier shall provide cowgerdor emergency services in the

following manner:

(1) Without the need for any prior authorizatiortesmination, even if the emergency

services are provided on an out-of-network basis;

(2) Without regard to whether the health care gteviurnishing the emergency services

is a participating network provider with respecttie services;

(3) If the emergency services are provided out efwork, without imposing any

administrative requirement or limitation on covexdbat is more restrictive than the requirements

or limitations that apply to emergency servicegngsd from in-network providers;

(4) If the emergency services are provided outeffvork, by complying with the cost-

sharing requirements of subsection (d) of thisisecaind

(5) Without regard to any other term or conditidrin® coverage, other than:

(A) The exclusion of or coordination of benefits;
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(B) An affiliation or waiting period permitted und@art 7 of ERISA, part A of title

XXVII of the PHS Act, or chapter 100 of the IntelRRevenue Code; or

(C) Applicable cost-sharing.

(d)(1) Any cost-sharing requirement expressed aspmyment amount or coinsurance

rate imposed with respect to a participant or heraf for out-of-network emergency services

cannot exceed the cost-sharing requirement impagbdespect to a participant or beneficiary if

the services were provided in-network; providedyéer, that a participant or beneficiary may

be required to pay, in addition to the in-netwooktesharing, the excess of the amount the out-of-

network provider charges over the amount the hea#thrance carrier is required to pay under

subdivision (1) of this subsection. A health inswwe carrier complies with the requirements of

this subsection if it provides benefits with redp®ecan emergency service in an amount equal to

the greatest of the three amounts specified inisigimhs (A), (B), and (C) of this subdivision

(1)(which are adjusted for in-network cost-shanieguirements).

(A) The amount negqotiated with in-network providei the emergency service

furnished, excluding any in-network copayment oinsorance imposed with respect to the

participant or beneficiary. If there is more thare@mount negotiated with in-network providers

for the emergency service, the amount describedruhdgs subdivision (A) is the median of these

amounts, excluding any in-network copayment or smwmiance imposed with respect to the

participant or _beneficiary. In determining the naedidescribed in the preceding sentence, the

amount negotiated with each in-network providetré&sated as a separate amount (even if the

same amount is paid to more than one providetielfe is no per-service amount negotiated with

in-network providers (such as under a capitatiomther similar payment arrangement), the

amount under this subdivision (A) is disregarded.

(B) The amount for the emergency service shalldleutated using the same method the

plan generally uses to determine payments for buttwork services (such as the usual,

customary, and reasonable amount), excluding angetwork copayment or coinsurance

imposed with respect to the participant or benafici The amount in this subdivision (B) is

determined without reduction for out-of-network £ebkaring that generally applies under the

plan or health insurance coverage with respectitambnetwork services.

(C) The amount that would be paid under Medicaegt(A or part B of title XVIII of the

Social Security Act, 42 U.S.C. 1395 et seq.) fer émergency service, excluding any in-network

copayment or coinsurance imposed with respecte@é#nticipant or beneficiary.

(2) Any cost-sharing requirement other than a copayt or coinsurance requirement

(such as a deductible or out-of-pocket maximum) ro@yimposed with respect to emergency
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services provided out of network if the cost-shariequirement generally applies to out-of-

network benefits. A deductible may be imposed wwispect to out-of-network emergency

services only as part of a deductible that genesgiplies to out-of-network benefits. If an out-of-

pocket maximum generally applies to out-of-netwekefits, that out-of-pocket maximum must

apply to out-of-network emergency services.

(e) The provisions of this section apply for plaaags beginning on or after September

23, 2010.

(f) This section shall not apply to grandfatheredlth plans.

27-18-84. Internal and external appeal of adversedmefit determinations. —(a) The

commissioner shall adopt requlations to implemdandards and procedures with respect to

internal claims and appeals of adverse benefirg@ations, and with respect to external appeals

of adverse benefit determinations.

(b) The regulations adopted by the commissionet sipply to those adverse benefit

determinations within the jurisdiction of the conssibner.

SECTION 3. Sections 27-18-8, 27-18-44 and 27-1&b6%he General laws in Chapter
27-18 entitled "Accident and Sickness Insurancéckgl' are hereby amended to read as follows:

27-18-8. Filing of accident and sickness insurangaolicy forms. -- Any insurance

company authorized to do an accident and sicknesisidss within this state in accordance with
the provisions of this title shall file all accideand sickness insurance policy forms and rates
used by it in the state with the insurance commissi, including the forms of any rider,

endorsement, application blank, and other mattaeigdly used or incorporated by reference in

its policies or contracts of insurandgo such rate shall be used unless first approvethey

commissioner. No such form shall be used if disaygd by the commissioner under this section,

or if the commissioner’'s approval has been withdramder section 27-18-8.3, or until the

expiration of the waiting period established undection 27-18-8.3. Such a company shall

comply with its filed and approved rates and fornfsthe commissioner finds from an

examination of any form that it is contrary to fhgblic interest, or the requirements of this code
or duly promulgated regulations, he or she shabitbits use, and shall notify the company in
writing as provided in section 27-18-8.2. Each fashall include a certification by a qualified

actuary that to the best of the actuary's knowleadgkjudgment, the entire rate is in compliance
with applicable laws and that the benefits areaeakle in relation to the premium to be charged.

27-18-44. Primary and preventive obstetric and gyrelogical care. {a) Any insurer

or health plan,nonprofit healthmedical service plan or nonprofit hospital service plathat

provides coverage for obstetric and gynecologieat dor issuance or delivery in the state to any
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group or individual on an expense-incurred basisludinga health plan offered or issued by a

health insurance carrier arhealth maintenance organization, shall permibaan to receive an

annual visit to an in-network obstetrician/gynegit for routine gynecological care without
requiring the woman to first obtain a referral frarprimary care provider.

(b)(1)(A) Any health plan, nonprofit medical sewiplan or nonprofit hospital service

plan, including a health insurance carrier or dthaaaintenance organization which requires or

provides for the designation by a covered personaoparticipating primary health care

professional shall permit each covered person to:

(i) Designate any participating primary care heahine professional who is available to

accept the covered person; and

(i) For a child, designate any participating pleyan who specializes in pediatrics as the

child’s primary care health care professional anaMailable to accept the child.

(2) The provisions of subdivision (1) of this suttsen shall not be construed to waive

any exclusions of coverage under the terms anditimmsl of the health benefit plan with respect

to coverage of pediatric care.

(c)(1) If a health plan, nonprofit medical servigan or nonprofit hospital service plan,

including a health insurance carrier or a healtinteaance organization, provides coverage for

obstetrical or gynecological care and requires designation by a covered person of a

participating primary care health care professiottan it:

(A) Shall not require any person’s, including anpairy care health care professional’s,

prior authorization or referral in the case of an#¢e covered person who seeks coverage for

obstetrical or gynecological care provided by atip@ating health care professional who

specializes in obstetrics or gynecology; and

(B) Shall treat the provision of obstetrical anchggological care, and the ordering of

related obstetrical and gynecological items andiees, pursuant to subdivision (A) of this

subdivision (c)(1), by a participating health camfessional who specializes in obstetrics or

gynecoloqy as the authorization of the primary dezalth care professional.

(2)(A) A health plan, nonprofit medical service plar nonprofit hospital service plan,

including a health insurance carrier or a healtinteaance organization may require the health

care professional to agree to otherwise adherts fmlicies and procedures, including procedures

relating to referrals, obtaining prior authorizatiand providing services in accordance with a

treatment plan, if any, approved by the plan, eawr health maintenance organization.

(B)For purposes of subdivision (A) of this subdieis (c)(1), a health care professional,

who specializes in obstetrics or gynecology, meansindividual, including an individual other
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than a physician, who is authorized under statetdaprovide obstetrical or gynecological care.

(3) The provisions of subdivision (A) of this subidion (c)(1) shall not be construed to:

(A) Waive any exclusions of coverage under the $eand conditions of the health

benefit plan with respect to coverage of obstdtacaynecological care; or

(B) Preclude the health plan, nonprofit medical/®er plan or nonprofit hospital service

plan, including a health insurance carrier or althe@aintenance organization involved from

requiring that the participating health care prsi@sal providing obstetrical or gynecological

care notify the primary care health care profesdiam the plan, carrier or health maintenance

organization of treatment decisions.

(d) Notice Requirements:

(1) A health plan, nonprofit medical service plan mnprofit hospital service plan,

including a health insurance carrier or a healtinteaance organization subject to this section

shall provide notice to covered persons of the $seamd conditions of the plan related to the

designation of a participating health care profassi and of a covered person’s rights with

respect to those provisions.

(2)(A) In the case of group health insurance cayeréhe notice described in subdivision

(1) of this subsection shall be included whenetera participant is provided with a summary

plan description or other similar description ohbfts under the health benefit plan.

(B) In the case of individual health insurance cage, the notice described in

subdivision (1) of this subsection shall be incldid¢henever the primary subscriber is provided

with a policy, certificate or contract of healtlsumance.

(C) A health plan, nonprofit medical service plan mnprofit hospital service plan,

including a health insurance carrier or a healthnteaance organization, may use the model

language in 45 CFR section 147.138(a)(4)(iii) tisfathe requirements of this subsection.

(e) The requirements of subsections (b), (c), ahdshall not apply to grandfathered

health plans.
27-18-59. Termination—ofchildren's benefits Eligibility for children's benefits. --

(a)(1) Every individual health insurance contract, planpolicy delivered, issued for delivery, or
renewed in this state and every group health ime@r&ontract, plan, or policy delivered, issued

for delivery or renewed in this state which prowdeedical health benefitscoverage for

Re—every

glependentsexcept

for supplemental policies which only provide cowsrafor specified diseases and other

supplemental policies, shatevide makecoverageavailableef-an-unmarried-child-underthe-age

LC02084 - Page 17 of 76



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

fer—a—contindous—period—of-notless—thantwelve {ibnrthsfor children until attainment of
twenty-six (26) years of ag&uch—contract—plan-or-policy-shallalso-includeravision-that

(2) With respect to a child who has not attainedriy-six (26) years of age, a health

insurance carrier shall not define “dependent”dorposes of eligibility for dependent coverage

of children other than the terms of a relationdigpwveen a child and the plan participant, and, in

the individual market, primary subscriber.

(3) A health insurance carrier shall not deny @itriet coverage for a child who has not

attained twenty-six (26) years of age based onptksence or absence of the child’s financial

dependency upon the participant, primary subscrdveany other person, residency with the

participant and in the individual market the prignaubscriber, or with any other person, marital

status, student status, employment or any combimafi those factors. A health carrier shall not

deny or restrict coverage of a child based onality for other coverage, except as provided in

subparagraph (d)(1) of this section.

(4) Nothing in this section shall be construeddguire a health insurance carrier to make

coverage available for the child of a child recetvdependent coverage, unless the grandparent

becomes the legal guardian or adoptive parentadfditandchild.

(5) The terms of coverage in a health benefit mitiared by a health insurance carrier

providing dependent coverage of children cannoy ased on age except for children who are

twenty-six (26) years of age or older.

(b)(1) This subsection applies to any child:
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(A) Whose coverage ended, or who was denied coge@gwas not eligible for group

health insurance coverage or individual health risisce coverage under a health benefit plan

because, under the terms of coverage, the avayabfl dependent coverage of a child ended

before the attainment of twenty-six (26) yearsg#;aand

(B) Who becomes eligible, or is required to becailimble, for coverage on the first day

of the first plan year and, in the individual markée first day of the first policy year, begingin

on or after September 23, 2010 by reason of thegoms of this section.

(2)(A) If group health insurance coverage or indinal health insurance coverage, in

which a child is eligible to enroll, or is requiréal become eligible to enroll, in the coverage in

which the child’s coverage ended or did not begintiie reasons described in subdivision (1) of

this subsection, and if the health insurance aasisubject to the requirements of this secti@n th

health insurance carrier shall give the child aposfunity to enroll that continues for at least

sixty (60) days, including the written notice ofthpportunity to enroll as described subdivision

(3) of this subsection.

(B) The health insurance carrier shall provide dpportunity to enroll, including the

written notice beginning not later than the firstydof the first plan year and in the individual

market the first day of the first policy year, hauing on or after September 23, 2010.

(3)(A) The written notice of opportunity to enralhall include a statement that children

whose coverage ended, or who were denied covevageere not eligible for coverage, because

the availability of dependent coverage of childegiled before the attainment of twenty-six (26)

years of age are eligible to enroll in the coverage

(B)(i) The notice may be provided to an employedoehalf of the employee’s child and,

in the individual market, to the primary subscribarbehalf of the primary subscriber’s child.

(if) For group health insurance coverage:

(DThe notice may be included with other enrollmemiterials that the health carrier

distributes to employees, provided the statememtaminent; and

(1N _If a notice satisfying the requirements ofglsiubdivision is provided to an employee

whose child is entitled to an enrollment opportyninder subsection (c) of this section, the

obligation to provide the notice of enrollment oppoity under subdivision (B) of this

subdivision (3) with respect to that child is sfid for both the plan and health insurance carrier

(C) The written notice shall be provided beginnimag later than the first day of the first

plan year and in the individual market the firsy d@d the first policy year, beginning on or after

September 23, 2010.

(4) For an individual who enrolls under this suliger, the coverage shall take effect not
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later than the first day of the first plan year aimdthe individual market, the first day of thesfi

policy year, beginning on or after September 23020

(c)(1) A child enrolling in group health insuranceverage pursuant to subsections (b)

and (c) of this section shall be treated as ifchiéd were a special enrollee, as provided under

requlations interpreting the Health Insurance Biitga and Accountability Act (“HIPAA”)

portability provisions issued pursuant to Secti@t4 of the Affordable Care Act.

(2)(A) The child and, if the child would not be arficipant once enrolled, the participant

through whom the child is otherwise eligible foweoage under the plan, shall be offered all the

benefit packages available to similarly situatediviilluals who did not lose coverage by reason

of cessation of dependent status.

(B) For purposes of this subdivision (2), any diffece in benefits or cost-sharing

requirements constitutes a different benefit paekag

(3) The child shall not be required to pay more dowverage than similarly situated

individuals who did not lose coverage by reasooesfation of dependent status.

(d)(1) For plan years beginning before January @142 a health insurance carrier

providing group health insurance coverage that igrandfathered health plan and makes

available dependent coverage of children may excérdadult child who has not attained twenty-

six (26) years of age from coverage only if theladhild is eligible to enroll in an eligible

employer-sponsored health benefit plan, as defimedgection 5000A(f)(2) of the Internal

Revenue Code, other than the group health plarmpafent.

(2) For plan years, beginning on or after Januardl14, a health insurance carrier

providing group health insurance coverage thatasaadfathered health plan shall comply with

the requirements of subsections (a) through (&isfsection.

(3) The provisions of this section shall apply twigy years in the individual market on

and after September 23, 2010.

+b)(e) This section does not apply to insurance covemmoeiding benefits for: (1)
hospital confinement indemnity; (2) disability imae; (3) accident only; (4) long term care; (5)
Medicare supplement; (6) limited benefit health; ¢pecified diseased indemnity; or (8) other
limited benefit policies.

SECTION 4. Sections 27-19-1 and 27-19-50 of the é&@nlaws in Chapter 27-19
entitled "Nonprofit Hospital Service Corporatiora’e hereby amended to read as follows:

27-19-1. Definitions. --As used in this chapter:

(1) "Contracting hospital" means an eligible htapiwhich has contracted with a

nonprofit hospital service corporation to rendespital care to subscribers to the nonprofit

LC02084 - Page 20 of 76



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

hospital service plan operated by the corporation;

(2) Adverse benefit determination” means any of théwahg: a denial, reduction, or

termination of, or a failure to provide or make pent (in whole or in part) for, a benefit,

including any such denial, reduction, terminationfailure to provide or make payment that is

based on a determination of a participant's or ficagy's eligibility to participate in a plan oot

receive coverage under a plan, and including, w$pect to group health plans, a denial,

reduction, or termination of, or a failure to prd®ior make payment (in whole or in part) for, a

benefit resulting from the application of any ufifion review, as well as a failure to cover an

item or service for which benefits are otherwiseviied because it is determined to be

experimental or investigational or not medicallg@ssary or appropriate. The term also includes

a rescission of coverage determination.

(3) "Affordable Care Act" means the Patient Pratecind Affordable Care Act of 2010,

as amended by the Health Care and Education Rdiedioci Act of 2010.

(4) “Commissioner” or “health insurance commissidmaeans that individual appointed

pursuant to section 42-14.5-1 of the General laws.

(5) "Eligible hospital" is one which is maintainedhgit by the state or by any of its
political subdivisions or by a corporation orgamiZer hospital purposes under the laws of this
state or of any other state or of the United Statddéch is designated as an eligible hospital by a
majority of the directors of the nonprofit hospisalrvice corporation;

(6) “Grandfathered health plan” means any groupltheplan or health insurance

coverage subject to 42 USC section 18011;

(7) “Group health insurance coverage” means, imeotion with a group health plan,

health insurance coverage offered in connectioh stich plan;

(8) “Group health plan” means an employee welfazadiit plan as defined 29 USC

section 1002(1), to the extent that the plan prewidhealth benefits to employees or their

dependents directly or through insurance, reimbmess, or otherwise;

(9) “Health benefits” or “covered benefits” meansedital, surgical, hospital,

prescription drug, and such other benefits, whetktrfunded, or delivered through the purchase

of insurance or otherwise;

(10) “Health care facility” means an institutionopiding health care services or a health

care setting, including but not limited to hosgtahd other licensed inpatient centers, ambulatory

surgical or treatment centers, skilled nursing eentresidential treatment centers, diagnostic,

laboratory and imaging centers, and rehabilitaéiod other therapeutic health settings;

(11) "Health care professional" means a physicianother health care practitioner
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licensed, accredited or certified to perform spedifhealth care services consistent with state

law;

(12) "Health care provider" or "provider" means ealth care professional or a health

care facility;

(13) "Health care services" means services fodthgnosis, prevention, treatment, cure

or relief of a health condition, illness, injury disease;

(14) “Health insurance carrier” means a persom,ficorporation or other entity subject

to the jurisdiction of the commissioner under ttiigpter, and includes nonprofit hospital service

corporations. Such term does not include a groatithelan;

(15) "Health plan" or "health benefit plan" mearslh insurance coverage and a group

health plan, including coverage provided throughaasociation plan if it covers Rhode Island

residents. Except to the extent specifically predidy the Affordable Care Act, the term “health

plan” shall not include a group health plan to éléent state regulation of the health plan is pre-

empted under section 514 of the Employee Retirerdmmoime Security Act of 1974. The term

also shall not include:

(A)(i) Coverage only for accident, or disabilitycimme insurance, or any combination

thereof.

(i) Coverage issued as a supplement to liabitisurance.

(iii) Liability insurance, including general lialy insurance and automobile liability

insurance.

(iv) Workers’ compensation or similar insurance.

(v) Automobile medical payment insurance.

(vi) Credit-only insurance.

(vii) Coverage for on-site medical clinics.

(viii) Other similar insurance coverage, specifiedederal requlations issued pursuant to

Pub. L. No. 104-191, the health insurance portghéind accountability act of 1996 (“HIPAA"),

under which benefits for medical care are secondaigcidental to other insurance benefits.

(B) The following benefits if they are provided wmda separate policy, certificate or

contract of insurance or are otherwise not an migeart of the plan:

(i) Limited scope dental or vision benefits.

(i) Benefits for long-term care, nursing home cdreme health care, community-based

care, or any combination thereof.

(ii)Other excepted benefits specified in fedeedulations issued pursuant to Pub. L. No.

104-191 (“HIPAA”).
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(C) The following benefits if the benefits are pided under a separate policy, certificate

or _contract of insurance, there is no coordinabetween the provision of the benefits and any

exclusion of benefits under any group health plamnitained by the same plan sponsor, and the

benefits are paid with respect to an event withegard to whether benefits are provided with

respect to such an event under any group healthnpdéntained by the same plan sponsor:

(i) Coverage only for a specified disease or illnes

(i) Hospital indemnity or other fixed indemnitysarance.

(D) The following if offered as a separate policgrtificate or contract of insurance;

(i) Medicare supplement health insurance as defineder section 1882(q)(1) of the

Social Security Act.

(i) Coverage supplemental to the coverage provigsder chapter 55 of title 10, United

States Code (Civilian Health and Medical PrograrthefUniformed Services (CHAMPUS)).

(iii) Similar supplemental coverage provided to €@mge under a group health plan.

£3)(16) "Nonprofit hospital service corporation” means aogrporation organized
pursuant to this chapter for the purpose of esthilg, maintaining, and operating a nonprofit
hospital service plan;

(17) "Nonprofit hospital service plan" means a planwidiich specified hospital care
is to be provided to subscribers to the plan bgraracting hospitaknd

(18) "Office of the health insurance commissionm€ans the agency established under

section 42-14.5-1 of the General Law;

(19) “Rescission” means a cancellation or discomtice of coverage that has retroactive

effect for reasons unrelated to timely paymentesfuired premiums or contribution to costs of

coverage; and

£5)(20) "Subscribers" mean those persons, whetherobresidents of this state, who
have contracted with a nonprofit hospital serviceporation for hospital care pursuant to a
nonprofit hospital service plan operated by thepoaation.

27-19-50.Termination-of children's benefits Eligibility for children's benefits. -- (a)

(1) Every individual health insurance contract, planpolicy delivered, issued for delivery, or
renewed in this state and every group health ime@r&ontract, plan, or policy delivered, issued

for delivery or renewed in this state which pro@deedical health benefitscoveragefor

Re—every

glependentsexcept

for supplemental policies which only provide cowsrafor specified diseases and other

supplemental policies, shatevide makecoverageavailableef-an-unmarried-child-underthe-age
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fer—a—contindous—period—of-notless—thantwelve {ibnrthsfor children until attainment of
twenty-six (26) years of ag&uch—contract—plan-or-policy-shallalso-includeravision-that

(2) With respect to a child who has not attainedmniy-six (26) years of age, a health

insurance carrier shall not define "dependent”dorposes of eligibility for dependent coverage

of children other than the terms of a relationdigpwveen a child and the plan participant, and, in

the individual market, primary subscriber.

(3) A health insurance carrier shall not deny @itriet coverage for a child who has not

attained twenty-six (26) years of age based onpteeence or absence of the child’s financial

dependency upon the participant, primary subscridveany other person, residency with the

participant and in the individual market the prignaubscriber, or with any other person, marital

status, student status, employment or any combimafi those factors. A health carrier shall not

deny or restrict coverage of a child based onklityi for other coverage, except as provided in

(d)(1) of this section.

(4) Nothing in this section shall be construeddguire a health insurance carrier to make

coverage available for the child of a child recegvdependent coverage, unless the grandparent

becomes the legal guardian or adoptive parentadfditandchild.

(5) The terms of coverage in a health benefit mHared by a health insurance carrier

providing dependent coverage of children cannoy ssed on age except for children who are

twenty-six (26) years of age or older.
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(b)(1) This subsection applies to any child:

(A) Whose coverage ended, or who was denied coger@gwas not eligible for group

health insurance coverage or individual health riaisce coverage under a health benefit plan

because, under the terms of coverage, the av@yabfl dependent coverage of a child ended

before the attainment of twenty-six (26) yearsad:;aand

(B) Who becomes eligible, or is required to becatigible, for coverage on the first day

of the first plan year and, in the individual markée first day of the first policy year, begingin

on or after September 23, 2010 by reason of thegoms of this section.

(2)(A) If group health insurance coverage or indinal health insurance coverage, in

which a child is eligible to enroll, or is requiréal become eligible to enroll, in the coverage in

which the child’s coverage ended or did not begintifie reasons described in subdivision (1) of

this subsection, and if the health insurance aagisubject to the requirements of this secti@n th

health insurance carrier shall give the child aparfunity to enroll that continues for at least

sixty (60) days, including the written notice oftbpportunity to enroll as described subdivision

(3) of this subsection.

(B) The health insurance carrier shall provide dpportunity to enroll, including the

written notice beginning not later than the firstydof the first plan year and in the individual

market the first day of the first policy year, b&ging on or after September 23, 2010.

(3)(A) The written notice of opportunity to enralhall include a statement that children

whose coverage ended, or who were denied covevageere not eligible for coverage, because

the availability of dependent coverage of childegiied before the attainment of twenty-six (26)

years of age are eligible to enroll in the coverage

(B)(i) The notice may be provided to an employedehalf of the employee’s child and,

in the individual market, to the primary subscribarbehalf of the primary subscriber’s child.

(ii) For group health insurance coverage:

(I) The notice may be included with other enrollmematerials that the health carrier

distributes to employees, provided the statememtaminent; and

(1N _If a notice satisfying the requirements ofdisiubdivision is provided to an employee

whose child is entitled to an enrollment opportyninder subsection (b) of this section, the

obligation to provide the notice of enrollment oppaity under subdivision (B) of this

subdivision (3) with respect to that child is sfid for both the plan and health insurance carrier

(C) The written notice shall be provided beginnimaj later than the first day of the first

plan year and in the individual market the firsy d@d the first policy year, beginning on or after

September 23, 2010.
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(4) For an individual who enrolls under this suligst the coverage shall take effect not

later than the first day of the first plan year aimdthe individual market, the first day of thesfi

policy year, beginning on or after September 23,020

(c)(1) A child enrolling in group health insuranceverage pursuant to subsection (b) of

this section shall be treated as if the child wespecial enrollee, as provided under requlations

interpreting the HIPAA portability provisions issieursuant to Section 2714 of the Affordable

Care Act.

(2)(A) The child and, if the child would not be arficipant once enrolled, the participant

through whom the child is otherwise eligible foveoage under the plan, shall be offered all the

benefit packages available to similarly situatediviilluals who did not lose coverage by reason

of cessation of dependent status.

(B) For purposes of this subdivision (2), any d#fece in benefits or cost-sharing

requirements constitutes a different benefit paekag

(3) The child shall not be required to pay more ¢overage than similarly situated

individuals who did not lose coverage by reasooesfation of dependent status.

(d)(1) For plan years beginning before January(Ql42 a group health plan providing

group health insurance coverage that is a grarstadh health plan and makes available

dependent coverage of children may exclude an atlilt who has not attained twenty-six (26)

vears of age from coverage only if the adult cliglétligible to enroll in an eligible employer-

sponsored health benefit plan, as defined in se&@DO0A(f)(2) of the Internal Revenue Code,

other than the group health plan of a parent.

(2) For plan years, beginning on or after Januar®014, a group health plan providing

group health insurance coverage that is a graretedhhealth plan shall comply with the

requirements of subsections (a) through (e).

(3) The provision of this section applies to poligars in the individual market on and

after September 23, 2010, and shall apply to gethdfed health plans.

{b)(e) This section does not apply to insurance c@eenaroviding benefits for: (1)

hospital confinement indemnity; (2) disability imme; (3) accident only; (4) long term care; (5)

Medicare supplement; (6) limited benefit health; §pecified diseased indemnity; or (8) other

limited benefit policies.

SECTION 5. Chapter 27-19 of the General laws eutitiINonprofit Hospital Service
Corporations" is hereby amended by adding thetretddllowing sections:

27-19-7.1. Uniform explanation of benefits and covage. —(a) A nonprofit hospital

service corporation shall provide a uniform summaf\penefits and coverage explanation and
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standardized definitions to policyholders and athrequired by, and at the times required by, the

federal requlations adopted under section 271 bhefAtffordable Care Act. A summary required

by this section shall be filed with the commissiofoe approval under Rhode Island general laws

section 27-19-7.2. The requirements of this secsioall be in addition to the requirements of

Rhode Island general laws section 27-19-7.2. Tmentissioner may waive one or more of the

requirements of the requlations adopted underser15 of the Affordable Care Act for good

cause shown. The summary must contain at lea$pitbaving information:

(1) Uniform definitions of standard insurance anedimal terms.

(2) A description of coverage and cost-sharingefach category of essential benefits and

other benefits.

(3) Exceptions, reductions and limitations in c@wess.

(4) Renewability and continuation of coverage psmiis.

(5) A “coverage facts label” that illustrates cage under common benefits scenarios.

(6) A statement of whether the policy, contracptan provides the minimum coverage

required of a qualified health plan.

(7) A statement that the outline is a summary dwad the actual policy language should

be consulted; and

(8) A contact number for the consumer to call waliditional questions and the web

address of where the actual language of the palmytract or plan can be found.

(b) The provisions of this section shall apply targlfathered health plans.

27-19-7.2. Filing of policy forms. -A nonprofit hospital service corporation shall il

policy forms and rates used by it in the state whi#h commissioner, including the forms of any

rider, endorsement, application blank, and othettenagenerally used or incorporated by

reference in its policies or contracts of insuramée such rate shall be used unless first approved

by the commissioner. No such form shall be uselisdipproved by the commissioner under this

section, or if the commissioner's approval has h@#mdrawn after notice and an opportunity to

be heard, or until the expiration of sixty (60) ddgllowing the filing of the form. A nonprofit

hospital service corporation shall comply with filed and approved rates and forms. If the

commissioner finds from an examination of any fdhat it is contrary to the public interest, or

the requirements of this code or duly promulgatsgllations, he or she shall forbid its use, and

shall notify the corporation in writing. Each forghall include a certification by a qualified

actuary that to the best of the actuary's knowledukjudgment, the entire rate is in compliance

with applicable laws and that the benefits arearakle in relation to the premium to be charged.

27-19-62. Prohibition on rescission of coverage.(a)(1) Coverage under a health plan
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subject to the jurisdiction of the commissioner emthis chapter with respect to an individual,

including a group to which the individual belongsfamily coverage in which the individual is

included, shall not be rescinded after the indigids covered under the plan, unless:

(A) The individual or a person seeking coveragédehalf of the individual, performs an

act, practice or omission that constitutes fraud; o

(B) The individual makes an intentional misrepreéagon of material fact, as prohibited

by the terms of the plan or coverage.

(2) For purposes of paragraph (1)(A), a person isgekoverage on behalf of an

individual does not include an insurance producemnaeployee or authorized representative of the

health carrier.

(b) At least thirty (30) days advance written netishall be provided to each health

benefit plan enrollee or, for individual healthunance coverage, primary subscriber, who would

be affected by the proposed rescission of covelmfoere coverage under the plan may be

rescinded in accordance with subsection (a) regssdbf, in the case of group health insurance

coverage, whether the rescission applies to theeemtoup or only to an individual within the

roup.

(c) For purposes of this section, “to rescind” nsesmcancel or to discontinue coverage

with retroactive effect for reasons unrelated tmely payment of required premiums or

contribution to costs of coverage.

(d) This section applies to grandfathered heakingl

27-19-63. Prohibition on annual and lifetime limits —(a) Annual limits. (1) For plan or

policy years beginning prior to January 1, 2014 gy individual, a health insurance carrier and

health benefit plan subject to the jurisdiction tbE commissioner under this chapter may

establish an annual limit on the dollar amount ehdfits that are essential health benefits

provided the restricted annual limit is not lesatlhhe following:

(A) For a plan or policy year beginning after Sepber 22, 2010, but before September

23, 2011 — seven hundred fifty thousand dollar§($J00);

(B) For a plan or policy year beginning after Septer 22, 2011, but before September

23, 2012 — one million two hundred fifty thousarallakrs ($1,250,000); and

(C) For a plan or policy year beginning after Segier 22, 2012, but before January 1,

2014 — two million dollars ($2,000,000).

(2) For plan or policy years beginning on or aflanuary 1, 2014, a health insurance

carrier and health benefit plan shall not estabésly annual limit on the dollar amount of

essential health benefits for any individual, excep
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(A) A health flexible spending arrangement, as rodi in Section 106(c)(2)(i) of the

Internal Revenue Code, a medical savings accosntefined in Section 220 of the Internal

Revenue Code, and a health savings account, asgedeafi Section 223 of the Internal Revenue

Code, are not subject to the requirements of sigddns (1) and (2) of this subsection .

(B) The provisions of this subsection shall notverg a health insurance carrier and

health benefit plan from placing annual dollar tenfor any individual on specific covered

benefits that are not essential health benefitega@xtent that such limits are otherwise permitted

under applicable federal law or the laws and rearia of this state.

(3) In determining whether an individual has reedi\benefits that meet or exceed the

allowable limits, as provided in subdivision (1)tbfs subsection, a health insurance carrier and

health benefit plan shall take into account onkeesial health benefits.

(b) Lifetime limits.

(1) A health insurance carrier and health benédib pffering group or individual health

insurance coverage shall not establish a lifetimet lon-the-dollar-value of essential health

benefits, as designated pursuant to a state detation and in accordance with federal laws and

regulations, for any individual.

(2) Notwithstanding subdivision (1) above, a heaftburance carrier and health benefit

plan is not prohibited from placing lifetime dollamits for any individual on specific covered

benefits that are not essential health benefitsleagnated pursuant to a state determination and

in accordance with federal laws and requlations.

(c)(1) Reinstatement of Coverage. Except as provide subdivision (2) of this

subsection, this subsection applies to any indadidu

(A) Whose coverage or benefits under a health plaged by reason of reaching a

lifetime limit on the dollar value of all benefitsr the individual; and

(B) Who, due to the provisions of this section,draes eligible, or is required to become

eligible, for benefits not subject to a lifetimenlt on the dollar value of all benefits under the

health benefit plan:

(i) For group health insurance coverage, on tret fiay of the first plan year beginning

on or after September 23, 2010; or

(i) For individual health insurance coverage, b fiirst day of the first policy year

beginning on or after September 23, 2010.

(2) For individual health insurance coverage, alividual is not entitled to reinstatement

under the health benefit plan under this subsedfitime individual reached his or her lifetime

limit and the contract is not renewed or is othesnino longer in effect. However, this subsection
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applies to a family member who reached his or ifedirhe limit in a family plan and other family

members remain covered under the plan.

(3)(A) If an individual described in subdivision) (i eligible for benefits or is required to

become eligible for benefits under the health hiemdén, the health carrier shall provide the

individual written notice that:

(i) The lifetime limit on the dollar value of alelbefits no longer applies; and

(i) The individual, if still covered under the plais again eligible to receive benefits

under the plan.

(B) If the individual is not enrolled in the plaor, if an enrolled individual is eligible for,

but not enrolled in any benefit package under tlam,pghe health benefit plan shall provide an

opportunity for the individual to enroll in the pldéor a period of at least thirty (30) days.

(C) The notices and enrollment opportunity undas wubdivision shall be provided

beqginning not later:

(i) For group health insurance coverage, the #est of the first plan year beginning on

or after September 23, 2010; or

(i) For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(iii) The notices required under this subsectioalldhe provided:

(DNFor group health insurance coverage, to an eyaegloon behalf of the employee’s

dependent; or

(1N For individual health insurance coverage, lie primary subscriber on behalf of the

primary subscriber’s dependent.

(D) For group health insurance coverage, the neticey be included with other

enrollment materials that a health plan distribute@semployees, provided the statement is

prominent. For group health insurance coveraga, nibtice satisfying the requirements of this

subsection is provided to an individual, a heattsurance carrier's requirement to provide the

notice with respect to that individual is satisfied

(E) For any individual who enrolls in a health plamaccordance with subdivision (2) of

this subsection, coverage under the plan shallgéfket not later than:

(i) For group health insurance coverage, the @est of the first plan year beginning on

or after September 23, 2010; or

(i) For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(d)(1) An individual enrolling in a health plan fgroup health insurance coverage in
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accordance with subsection (c) of this subsectlwall $e treated as if the individual were a

special enrollee in the plan, as provided undeulegipns interpreting the HIPAA portability

provisions issued pursuant to Section 2714 of ttierdable Care Act.

(2) An individual enrolling in accordance with sebson (c) of this subsection:

(A) shall be offered all of the benefit packageaikble to similarly situated individuals

who did not lose coverage under the plan by reafo@aching a lifetime limit on the dollar value

of all benefits; and

(B) Shall not be required to pay more for coveriign similarly situated individuals

who did not lose coverage by reason of reachindetinhe limit on the dollar value of all

benefits.

(3) For purposes of subsection B(1), any differendeenefits or cost-sharing constitutes

a different benefit package.

(e)(1) The provisions of this section relating tfetime limits apply to any health

insurance carrier _providing coverage under an iddal or group health plan, including

grandfathered health plans.

(2) The provisions of this section relating to aanlimits apply to any health insurance

carrier providing coverage under a group healtim,pliacluding grandfathered health plans, but

the prohibition and limits on annual limits do ragply to grandfathered health plans providing

individual health insurance coverage.

27-19-64. Coverage for preventive items and servige—(a) Every health insurance

carrier providing coverage under an individual owup health plan shall provide coverage for all

of the following items and services, and shallingiose any cost-sharing requirements, such as a

copayment, coinsurance or deductible, with restuettte following items and services:

(1) Except as otherwise provided in subsectionofbdhis section, and except as may

otherwise be provided in federal requlations im@atmg the Affordable Care Act, evidence-

based items or services that have in effect agatinA or B in the recommendations of the

United States Preventive Services Task Force &sptiember 23, 2010, and as may subsequently

be amended.

(2) Immunizations for routine use in children, afwlents and adults that have in effect a

recommendation from the Advisory Committee on Imimation Practices of the Centers for

Disease Control and Prevention with respect toinlkiésidual involved. For purposes of this

subdivision, a recommendation from the Advisory @attee on Immunization Practices of the

Centers for Disease Control and Prevention is densd in effect after it has been adopted by the

Director of the Centers for Disease Control and/&ngon, and a recommendation is considered
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to be for routine use if it is listed on the Imneation Schedules of the Centers for Disease

Control and Prevention.

(3) With respect to infants, children and adolesgegvidence-informed preventive care,

and screenings provided for in comprehensive gueglsupported by the Health Resources and

Services Administration.

(4) With respect to women, to the extent not déschiin subdivision (1) of this

subsection, evidence-informed preventive care amdesings provided for in comprehensive

coverage guidelines supported by the Health Resswad Services Administration.

(b)(1) A health insurance carrier is not requiredptovide coverage for any items or

services specified in any recommendation or guigeatiescribed in subsection (a) of this section

after the recommendation or guideline is no lordescribed in subsection (a) of this section. The

provisions of this subdivision shall not affect tbbligation of the health insurance carrier to

provide notice to a covered person before any nahtenodification of coverage becomes

effective, in accordance with other requirementsswte and federal law, including section

2715(d)(4) of the Public Health Services Act.

(2) A health insurance carrier shall at least atliywad the beginning of each new plan

vear or policy year, whichever is applicable, revibe preventive services covered under its

health benefit plans pursuant to this section cbast with the recommendations of the United

States Preventive Services Task Force, the AdviSompmittee on Immunization Practices of the

Centers for Disease Control and Prevention andjtiidelines with respect to infants, children,

adolescents and women evidence-based preventigeapndr screenings by the Health Resources

and Services Administration in effect at the time.

(c)(1) A health insurance carrier may impose cbsiigg requirements with respect to an

office visit if an item or service described in sabtion (a) of this section is billed separatelysor

tracked as individual encounter data separateiy fize office visit.

(2) A health insurance carrier shall not impose-sbsiring requirements with respect to

an office visit if an item or service described dnbsection (a) of this section is not billed

separately or is not tracked as individual encaudéta separately from the office visit and the

primary purpose of the office visit is the delivasfythe item or service described in subsection

(a) of this section.

(3) A health insurance carrier may impose costisbarequirements with respect to an

office visit if an item or service described in sabtion (a) of this section is not billed sepasatel

or is not tracked as individual encounter data 1sgply from the office visit and the primary

purpose of the office visit is not the deliverytbé item or service.
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(d)(1) Nothing in this section requires a healtbuimnce carrier that has a network of

providers to provide coverage for items and sepvidescribed in subsection (a) of this section

that are delivered by an out-of-network provider.

(2) Nothing in subsection (a) of this section pueels a health insurance carrier that has a

network of providers from imposing cost-sharinguiegments for items or services described in

subsection (a) of this section that are delivenedrbout-of-network provider.

(e) Nothing prevents a health insurance carriemnfrosing reasonable medical

management technigues to determine the frequenethaah, treatment or setting for an item or

service described in subsection (a) of this sectionthe extent not specified in the

recommendation or quideline.

() Nothing in this section prohibits a health iresce carrier from providing coverage

for items and services in addition to those reconudrd by the United States Preventive Services

Task Force or the Advisory Committee on Immunizatieractices of the Centers for Disease

Control and Prevention, or provided by quidelinepported by the Health Resources and

Services Administration, or from denying coveragw ftems and services that are not

recommended by that task force or that advisorynsiii@e, or under those guidelines. A health

insurance carrier _ may impose cost-sharing requinggndéor a treatment not described in

subsection (a) of this section even if the treatmesults from an item or service described in

subsection (a) of this section.

(g) This section shall not apply to grandfatheredlth plans.

27-19-65. Coverage for individuals participating inapproved clinical trials. —(a) As

used in this section:

(1) “Approved clinical trial” means a phase |, phdk phase Il or phase IV clinical trial

that is conducted in relation to the preventiontedgon or treatment of cancer or a life-

threatening disease or condition and is describeahy of the following:

(A) The study or investigation is approved or futhdehich may include funding through

in-kind contributions, by one or more of the folliowy:

(i) The National Institutes of Health;

(i) The Centers for Disease Control and Prevention

(i) The Agency for Health Care Research and Quali

(iv) The Centers for Medicare & Medicaid Services;

(v) A cooperative group or center of any of thetess described in items (i) through (iv)

or the Department of Defense or the Departmentaiéian Affairs;

(vi) A qualified non-governmental research entigntified in the guidelines issued by
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the National Institutes of Health for center suppmants; or

(vil) A study or investigation conducted by the Reament of Veteran Affairs, the

Department of Defense, or the Department of Eneifgthe study or investigation has been

reviewed and approved through a system of peeewethat the Secretary of U.S. Department of

Health and Human Services determines:

(1) Is comparable to the system of peer reviewtotlies and investigations used by the

National Institutes of Health; and

(1N _Assures unbiased review of the highest scienstandards by qualified individuals

who have no interest in the outcome of the review.

(B) The study or investigation is conducted undeimaestigational new drug application

reviewed by the Food and Drug Administration; or

(C) The study or investigation is a drug trial thatexempt from having such an

investigational new drug application.

(2) “Participant” has the meaning stated in secBtf) of ERISA.

(3) “Participating provider’” means a health careviger that, under a contract with the

health carrier or with its contractor or subcontinachas agreed to provide health care services to

covered persons with an expectation of receivingmesat, other than coinsurance, copayments or

deductibles, directly or indirectly from the heatturier.

(4) “Qualified individual” means a participant oereficiary who meets the following

conditions:

(A) The individual is eligible to participate in @approved clinical trial according to the

trial protocol with respect to the treatment of @amor other life-threatening disease or condition;

and

(B)(i) The referring health care professional igaaticipating provider and has concluded

that the individual’s participation in such trialowld be appropriate based on the individual

meeting the conditions described in subdivision ¢Adhis subdivision (3); or

(i) The participant or beneficiary provides medicand scientific information

establishing the individual’'s participation in sutiial would be appropriate based on the

individual meeting the conditions described in suisibn (A) of this subdivision (3).

(5) “Life-threatening condition” means any disease condition from which the

likelihood of death is probable unless the coufdb@®disease or condition is interrupted.

(b)(1) If a health insurance carrier offering graupndividual health insurance coverage

provides coverage to a qualified individual, thalbiecarrier:

(A) Shall not deny the individual participationan approved clinical trial.
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(B) Subject to subdivision (3) of this subsectiahall not deny or limit or impose

additional conditions on the coverage of routinggod costs for items and services furnished in

connection with participation in the approved dalitrial; and

(C)Shall not discriminate against the individual ¢me basis of the individual's

participation in the approved clinical trial.

(2)(A) Subject to subdivision (B) of this subdiwsi (2), routine patient costs include all

items and services consistent with the coveragedip covered for a qualified individual who is

not enrolled in an approved clinical trial.

(B) For purposes of subdivision (B) of this subdioh (2), routine patient costs do not

include:

(i) The investigational item, device or servicelts

(i) _Items and services that are provided solelys#aisfy data collection and analysis

needs and that are not used in the direct clim@alagement of the patient; or

(iii) A service that is clearly inconsistent withdely accepted and established standards

of care for a particular diagnosis.

(3) If one or more participating providers are g@pating in a clinical trial, nothing in

subdivision (1) of this subsection shall be corediras preventing a health carrier from requiring

that a qualified individual participate in the tridorough such a participating provider if the

provider will accept the individual as a participanthe trial.

(4) Notwithstanding subdivision (3) of this subseict subdivision (1) of this subsection

shall apply to a qualified individual participatimg an approved clinical trial that is conducted

outside this state.

(5) This section shall not be construed to reqair@ealth carrier offering group or

individual health insurance coverage to provideghignfor routine patient care services provided

outside of the coverage’s health care provider ogtwunless out-of-network benefits are

otherwise provided under the coverage.

(6) Nothing in this section shall be construedimitla health carrier's coverage with

respect to clinical trials.

(c) The requirements of this section shall be iditmh to the requirements of Rhode

Island general laws sections 27-18-32 through 232.9.

(d) This section shall not apply to grandfatheredlth plans.

(e) This section shall be effective for plan ydagginning on or after January 1, 2014.

27-19-66. Medical loss ratio rebates. {a) A nonprofit hospital service corporation

offering group or individual health insurance cag, including a grandfathered health plan,
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shall pay medical loss ratio rebates as providednfdsection 2718(b)(1)(A) of the Affordable

Care Act, in the manner and as required by fedana and requlations.

(b) Health insurance carriers required to reportlica loss ratio and rebate calculations

and other medical loss ratio and rebate informatiboiine U.S. Department of Health and Human

Services shall concurrently file such informatiomtwvthe commissioner.

27-19-67. Emergency services.(a) As used in this section:

(1) “Emergency medical condition” means a medicahdition manifesting itself by

acute symptoms of sufficient severity (includinyes® pain) so that a prudent layperson, who

possesses an average knowledge of health and mediciuld reasonably expect the absence of

immediate medical attention to result in a conditi@) Placing the health of the individual, or

with respect to a pregnant woman her unborn cimlderious jeopardy; (ii) Constituting a serious

impairment to bodily functions; or (iii) Constitati a serious dysfunction of any bodily organ or

part.

(2) “Emergency services” means, with respect termrrgency medical condition:

(A) A medical screening examination (as requiredlarnsection 1867 of the Social

Security Act, 42 U.S.C. 1395dd) that is within ttepability of the emergency department of a

hospital, including ancillary services routinelyadgble to the emergency department to evaluate

such emergency medical condition, and

(B) Such further medical examination and treatmémtthe extent they are within the

capabilities of the staff and facilities availabliethe hospital, as are required under section 1867

of the Social Security Act (42 U.S.C. 1395dd) @mbdize the patient.

(3) “Stabilize”, with respect to an emergency matltondition has the meaning given in

section 1867(e)(3) of the Social Security Act (451C. 1395dd(e)(3)).

(b) If a nonprofit hospital service corporation yides any benefits to subscribers with

respect to services in an emergency departmenttafspital, the plan must cover emergency

services consistent with the rules of this section.

(c) A nonprofit hospital service corporation shallovide coverage for emergency

services in the following manner:

(1) Without the need for any prior authorizatiortedmination, even if the emergency

services are provided on an out-of-network basis;

(2) Without regard to whether the health care gteviurnishing the emergency services

is a participating network provider with respecttie services;

(3) If the emergency services are provided out efwork, without imposing any

administrative requirement or limitation on covexdbat is more restrictive than the requirements
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or limitations that apply to emergency servicegngsd from in-network providers;

(4) If the emergency services are provided outasfvork, by complying with the cost-

sharing requirements of subsection (d) of thisisecand

(5) Without regard to any other term or conditidrin® coverage, other than:

(A) The exclusion of or coordination of benefits;

(B) An affiliation or waiting period permitted und@art 7 of ERISA, part A of title

XXVII of the PHS Act, or chapter 100 of the IntelRRevenue Code; or

(C) Applicable cost sharing.

(d)(1) Any cost-sharing requirement _expressed aspayment amount or coinsurance

rate imposed with respect to a participant or heraf for out-of-network emergency services

cannot exceed the cost-sharing requirement impagbdespect to a participant or beneficiary if

the services were provided in-network. Howeveradigipant or beneficiary may be required to

pay, in addition to the in-network cost sharince #xcess of the amount the out-of-network

provider charges over the amount the plan or hea$iarance carrier is required to pay under

subdivision (1) of this subsection. A group heglthn or health insurance carrier complies with

the requirements of this subsection if it provibesefits with respect to an emergency service in

an amount equal to the greatest of the three amapeatcified in subdivisions (A), (B), and (C) of

this subdivision (1)(which are adjusted for in-netlwcost-sharing requirements).

(A) The amount negqotiated with in-network providei the emergency service

furnished, excluding any in-network copayment oinsorance imposed with respect to the

participant or beneficiary. If there is more thare@mount negotiated with in-network providers

for the emergency service, the amount describedruhdgs subdivision (A) is the median of these

amounts, excluding any in-network copayment or smiance imposed with respect to the

participant or beneficiary. In determining the naedidescribed in the preceding sentence, the

amount negotiated with each in-network providetréated as a separate amount (even if the

same amount is paid to more than one providetielfe is no per-service amount negotiated with

in-network providers (such as under a capitatiomothier similar payment arrangement), the

amount under this subdivision (A) is disregarded.

(B) The amount for the emergency service shalldleutated using the same method the

plan generally uses to determine payments for buattwork services (such as the usual,

customary, and reasonable amount), excluding anrgetwork copayment or coinsurance

imposed with respect to the participant or benafici The amount in this subdivision (B) is

determined without reduction for out-of-network tae$aring that generally applies under the

plan or health insurance coverage with respectitambnetwork services. Thus, for example, if a
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plan generally pays seventy percent (70%) of thelusustomary, and reasonable amount for

out-of-network services, the amount in this sulsion (B) for an emergency service is the total,

that is, one hundred percent (100%), of the usustomary, and reasonable amount for the

service, not reduced by the thirty percent (309 siorance that would generally apply to out-of-

network services (but reduced by the in-networkasgopent or coinsurance that the individual

would be responsible for if the emergency servieg heen provided in-network).

(C) The amount that would be paid under Medicasgt(f or part B of title XVIII of the

Social Security Act, 42 U.S.C. 1395 et seq.) fer émergency service, excluding any in-network

copayment or coinsurance imposed with respecte@énticipant or beneficiary.

(2) Any cost-sharing requirement other than a comay or coinsurance requirement

(such as a deductible or out-of-pocket maximum) mayimposed with respect to emergency

services provided out of network if the cost-sharmequirement generally applies to out-of-

network benefits. A deductible may be imposed witspect to out-of-network emergency

services only as part of a deductible that genesagdplies to out-of-network benefits. If an out-of-

pocket maximum generally applies to out-of-netwogkefits, that out-of-pocket maximum must

apply to out-of-network emergency services.

(e) The provisions of this section apply for plaaaks beginning on or after September

23, 2010.

(f) This section shall not apply to grandfatheredlth plans.

27-19-68. Internal and external appeal of adversedmefit determinations. —(a) The

commissioner _shall adopt requlations to implemdahdards and procedures with respect to

internal claims and appeals of adverse benefirg@tations, and with respect to external appeals

of adverse benefit determinations.

(b) The requlations adopted by the commissionell sipply to those adverse benefit

determinations within the jurisdiction of the consisipner.

SECTION 6. Sections 27-20-1 and 27-20-45 of the g&@nlaws in Chapter 27-20
entitled "Nonprofit Medical Service Corporationgédereby amended to read as follows:

27-20-1. Definitions. --As used in this chapter:

(1) Adverse benefit determination"” means any of fililowing: a denial, reduction, or

termination of, or a failure to provide or make pent (in whole or in part) for, a benefit,

including any such denial, reduction, terminationfailure to provide or make payment that is

based on a determination of a participant's or fiagy's eligibility to participate in a plan oot

receive coverage under a plan, and including, w$pect to group health plans, a denial,

reduction, or termination of, or a failure to prd®ior make payment (in whole or in part) for, a
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item or service for which benefits are otherwiseviied because it is determined to be

experimental or investigational or not medicallg@ssary or appropriate. The term also includes

a rescission of coverage determination.

(2) "Affordable Care Act" means the Patient Pratecand Affordable Care Act of 2010,

as amended by the Health Care and Education Rdiedioci Act of 2010.

H)(3) "Certified registered nurse practitioners” is apanded role utilizing independent
knowledge of physical assessment and managememadth care and illnesses. The practice
includes collaboration with other licensed healihecprofessionals including, but not limited to,
physicians, pharmacists, podiatrists, dentists,ramges;

(4) “Commissioner” or “health insurance commissimaeans that individual appointed

pursuant to section 42-14.5-1 of the General laws.

2(5) "Counselor in mental health" means a person wisobegn licensed pursuant to
section 5-63.2-9.

(6) “Grandfathered health plan” means any groupltheplan or health insurance

coverage subject to 42 USC section 18011.

(7) “Group health insurance coverage” means, imeotion with a group health plan,

health insurance coverage offered in connectioh stich plan.

(8) “Group health plan” means an employee welfarediit plan as defined in 29 USC

section 1002(1) to the extent that the plan pravithealth benefits to employees or their

dependents directly or through insurance, reimbmess, or otherwise.

(9) “Health benefits” or “covered benefits” meansedital, surgical, hospital,

prescription drug, and such other benefits, whetktrfunded, or delivered through the purchase

of insurance or otherwise.

(10) “Health care facility” means an institutionopiding health care services or a health

care setting, including but not limited to hosgtahd other licensed inpatient centers, ambulatory

surgical or treatment centers, skilled nursing eentresidential treatment centers, diagnostic,

laboratory and imaging centers, and rehabilitaéiod other therapeutic health settings.

(11) "Health care professional" means a physicianother health care practitioner

licensed, accredited or certified to perform spedifhealth care services consistent with state

law.

(12) "Health care provider" or "provider" means ealth care professional or a health

care facility.

(13) "Health care services" means services fodithgnosis, prevention, treatment, cure
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or relief of a health condition, illness, injury disease.

(14) “Health insurance carrier” means a persom,ficorporation or other entity subject

to the jurisdiction of the commissioner under thisapter, and includes a nonprofit medical

service corporation. Such term does not includeamhealth plan.

(15) "Health plan" or “health benefit plan” meareatih insurance coverage and a group

health plan, including coverage provided throughaasociation plan if it covers Rhode Island

residents. Except to the extent specifically predidhy the Affordable Care Act, the term “health

plan” shall not include a group health plan to theéent state regulation of the health plan is pre-

empted under section 514 of the Employee Retirermmoime Security Act of 1974. The term

also shall not include:

(A)(i) Coverage only for accident, or disabilitycmme insurance, or any combination

thereof.

(i) Coverage issued as a supplement to liabitisurance.

(iii) Liability insurance, including general lialy insurance and automobile liability

insurance.

(iv) Workers’ compensation or similar insurance.

(v) Automobile medical payment insurance.

(vi) Credit-only insurance.

(vii) Coverage for on-site medical clinics.

(viii) Other similar insurance coverage, specifiedederal requlations issued pursuant to

Pub. L. No. 104-191, the health insurance portghéind accountability act of 1996 (“HIPAA"),

under which benefits for medical care are secondaigcidental to other insurance benefits.

(B) The following benefits if they are provided wmda separate policy, certificate or

contract of insurance or are otherwise not an migeart of the plan:

(i) Limited scope dental or vision benefits.

(i) Benefits for long-term care, nursing home cdreme health care, community-based

care, or any combination thereof.

(iii) Other excepted benefits specified in fedamdulations issued pursuant to Pub. L.

No. 104-191 (“HIPAA”).

(C) The following benefits if the benefits are pided under a separate policy, certificate

or _contract of insurance, there is no coordinabetween the provision of the benefits and any

exclusion of benefits under any group health plantmined by the same plan sponsor, and the

benefits are paid with respect to an event withegard to whether benefits are provided with

respect to such an event under any group healthnpdéntained by the same plan sponsor:
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(i) Coverage only for a specified disease or illnes

(i) Hospital indemnity or other fixed indemnitysarance.

(D) The following if offered as a separate policgrtificate or contract of insurance:

(i) Medicare supplement health insurance as defimeder section 1882(q)(1) of the

Social Security Act.

(i) Coverage supplemental to the coverage provigsder chapter 55 of title 10, United

States Code (Civilian Health and Medical PrograrthefUniformed Services (CHAMPUS)).

(iii) Similar supplemental coverage provided to €@mge under a group health plan.

£3)(16) "Licensed midwife" means any midwife licensed urgkction 23-13-9;

{4)(17) "Medical services" means those professional sesviendered by persons duly
licensed under the laws of this state to practieglinine, surgery, chiropractic, podiatry, and
other professional services rendered by a licensedwife, certified registered nurse
practitioners, and psychiatric and mental healtts@wlinical specialists, and appliances, drugs,
medicines, supplies, and nursing care necessargrinection with the services, or the expense
indemnity for the services, appliances, drugs, oieds, supplies, and care, as may be specified
in any nonprofit medical service plan. Medical segvshall not be construed to include hospital
services;

5)(18) "Nonprofit medical service corporation' means atgrporation organized
pursuant hereto for the purpose of establishingntaaing, and operating a nonprofit medical
service plan;

6)(19) "Nonprofit medical service plan" means a plan blick specified medical
service is provided to subscribers to the plan hgrprofit medical service corporation;

(20) "Office of the health insurance commission®@eans the agency established under

section 42-14.5-1 of the General laws.

£A(21) "Psychiatric and mental health nurse clinical &st" is an expanded role
utilizing independent knowledge and management efitai health and illnesses. The practice
includes collaboration with other licensed heahlhecprofessionals, including, but not limited to,
psychiatrists, psychologists, physicians, pharnscénd nurses;

(22) “Rescission” means a cancellation or discomtinte of coverage that has retroactive

effect for reasons unrelated to timely paymentesfuired premiums or contribution to costs of

coverage.

£8)(23) "Subscribers" means those persons or groups sbperwho contract with a
nonprofit medical service corporation for medicaivice pursuant to a nonprofit medical service

plan; and
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9(24) "Therapist in marriage and family practice” meangerson who has been
licensed pursuant to section 5-63.2-10.

27-20-45 Termination-of children's benefits Eligibility for children's benefits. -- (a)

Every individual health insurance contract, plan,policy delivered, issued for delivery, or
renewed in this state and every group health ime@r&ontract, plan, or policy delivered, issued

for delivery or renewed in this state which prowdeedical health benefitscoverage for

glependentsexcept

for supplemental policies which only provide cowmafor specified diseases and other

supplemental policies, shatevide makecoveragevailableef-an-unmarried-child-underthe-age

fer—a—contindous—period—of-notless—thantweel12)y-monthdor children until attainment of
twenty-six (26) years of ag&uch—contractplan-oroficy-shall-alse-include—aprovision-that

(2) With respect to a child who has not attainedrtiy-six (26) years of age, a nonprofit

medical service corporation shall not define “defmant” for purposes of eligibility for dependent

coverage of children other than the terms of atioelahip between a child and the plan

participant, and, in the individual market, primanbscriber.

(3) A nonprofit medical service corporation shait deny or restrict coverage for a child

who has not attained twenty-six (26) years of aagell on the presence or absence of the child’s

financial dependency upon the participant, pringfyscriber or any other person, residency with

LC02084 - Page 42 of 76



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

the participant and in the individual market thémary subscriber, or with any other person,

marital status, student status, employment or amb@ation of those factors. A nonprofit

medical service corporation shall not deny or retstoverage of a child based on eligibility for

other coverage, except as provided in (d)(1) of $leiction.

(4) Nothing in this section shall be construeddguire a health insurance carrier to make

coverage available for the child of a child recegvdependent coverage, unless the grandparent

becomes the legal guardian or adoptive parentadfgrandchild.

(5) The terms of coverage in a health benefit piiered by a nonprofit medical service

corporation r providing dependent coverage of chitdcannot vary based on age except for

children who are twenty-six (26) years of age dleol

(b)(1) This subsection applies to any child:

(A) Whose coverage ended, or who was denied coge@gwas not eligible for group

health insurance coverage or individual health riaisce coverage under a health benefit plan

because, under the terms of coverage, the avéyabil dependent coverage of a child ended

before the attainment of twenty-six (26) yearsad:;aand

(B) Who becomes eligible, or is required to becatigible, for coverage on the first day

of the first plan year and, in the individual markée first day of the first policy year, begingin

on or after September 23, 2010 by reason of thegoms of this section.

(2)(A) If group health insurance coverage or indinal health insurance coverage, in

which a child is eligible to enroll, or is requiréal become eligible to enroll, in the coverage in

which the child’s coverage ended or did not begintiie reasons described in subdivision (1) of

this subsection, and if the health insurance aagisubject to the requirements of this secti@n th

health insurance carrier shall give the child aparfunity to enroll that continues for at least

sixty (60) days, including the written notice oftbpportunity to enroll as described subdivision

(3) of this subsection.

(B) The health insurance carrier shall provide dpportunity to enroll, including the

written notice beginning not later than the firstydof the first plan year and in the individual

market the first day of the first policy year, b&uing on or after September 23, 2010.

(3)(A) The written notice of opportunity to enralhall include a statement that children

whose coverage ended, or who were denied covevageere not eligible for coverage, because

the availability of dependent coverage of childegiied before the attainment of twenty-six (26)

years of age are eligible to enroll in the coverage

(B)(i) The notice may be provided to an employedehalf of the employee’s child and,

in the individual market, to the primary subscribarbehalf of the primary subscriber’s child.
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(i) For group health insurance coverage:

(DNThe notice may be included with other enrollmemhterials that the health carrier

distributes to employees, provided the statememtaminent; and

(1N _If a notice satisfying the requirements ofdisiubdivision is provided to an employee

whose child is entitled to an enrollment opportynihder subsection (c) of this section, the

obligation to provide the notice of enrollment oppaity under subdivision (B) of this

subdivision (3) with respect to that child is siid for both the plan and health insurance carrier

(C) The written notice shall be provided beginnimag later than the first day of the first

plan year and in the individual market the firsy d@d the first policy year, beginning on or after

September 23, 2010.

(4) For an individual who enrolls under this suligst the coverage shall take effect not

later than the first day of the first plan year aimdthe individual market, the first day of thesfi

policy year, beginning on or after September 23,020

(c)(1) A child enrolling in group health insuranceverage pursuant to subsection (b) of

this section shall be treated as if the child welpecial enrollee, as provided under requlations

interpreting the HIPAA portability provisions issieursuant to Section 2714 of the Affordable

Care Act.

(2)(A) The child and, if the child would not be arficipant once enrolled, the participant

through whom the child is otherwise eligible foveoage under the plan, shall be offered all the

benefit packages available to similarly situatediviilluals who did not lose coverage by reason

of cessation of dependent status.

(B) For purposes of this subdivision (2), any difece in benefits or cost-sharing

requirements constitutes a different benefit paekag

(3) The child shall not be required to pay more ¢overage than similarly situated

individuals who did not lose coverage by reasooeskation of dependent status.

(d)(1) For plan years beginning before JanuaryQl42 a group health plan providing

group health insurance coverage that is a grarstadh health plan and makes available

dependent coverage of children may exclude an atlilt who has not attained twenty-six (26)

vears of age from coverage only if the adult cliglétligible to enroll in an eligible employer-

sponsored health benefit plan, as defined in seG@O0A()(2) of the Internal Revenue Code,

other than the group health plan of a parent.

(2) For plan years, beginning on or after Januar®014, a group health plan providing

group health insurance coverage that is a graretedhhealth plan shall comply with the

requirements of subsections (a) through (e).

LC02084 - Page 44 of 76



[EnY

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

(3) The provisions of this section apply to poligars in the individual market on and

after September 23, 2010.

{b)(e) This section does not apply to insurance caeenaroviding benefits for: (1)

hospital confinement indemnity; (2) disability ime; (3) accident only; (4) long term care; (5)

Medicare supplement; (6) limited benefit health) §pecified diseased indemnity; or (8) other

limited benefit policies.

SECTION 7. Chapter 27-20 of the General laws edtitINonprofit Medical Service
Corporations" is hereby amended by adding thetetddllowing sections:

27-20-6.1. Uniform explanation of benefits and covage. —(a) A nonprofit medical

service corporation shall provide a uniform summafr\ypenefits and coverage explanation and

standardized definitions to policyholders and atheiquired by, and at the times required by the

federal regulations adopted under section 2715hef Affordable Care Act. The summary

required by this section shall be filed with thanroissioner for approval under Rhode Island

general laws section 27-20-6.2. The requirementshisf section shall be in addition to the

requirements of Rhode Island general laws sectib®6.2. The commissioner may waive one

or more of the requirements of the requlations ssbpnder section 2715 of the Affordable Care

Act for good cause shown. The summary must comtialieast the following information:

(1) Uniform definitions of standard insurance anedioal terms.

(2) A description of coverage and cost sharincefxh category of essential benefits and

other benefits.

(3) Exceptions, reductions and limitations in c@wess.

(4) Renewability and continuation of coverage psmiis.

(5) A “coverage facts label” that illustrates cage under common benefits scenarios.

(6) A statement of whether the policy, contracplan provides the minimum coverage

required of a qualified health plan.

(7) A statement that the outline is a summary dwad the actual policy language should

be consulted; and

(8) A contact number for the consumer to call waliditional questions and the web

address of where the actual language of the pamytract or plan can be found.

(b) The provisions of this section shall apply targlfathered health plans.

27-20-6.2. Filing of policy forms. -A nonprofit medical service corporation shall ik

policy forms and rates used by it in the state wlih commissioner, including the forms of any

rider, endorsement, application blank, and othettenagenerally used or incorporated by

reference in its policies or contracts of insuramée such rate shall be used unless first approved

LC02084 - Page 45 of 76



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

by the commissioner. No such form shall be uselisdipproved by the commissioner under this

section, or if the commissioner's approval has heimdrawn after notice and an opportunity to

be heard, or until the expiration of sixty (60) ddwllowing the filing of the form. A nonprofit

medical service corporation shall comply with itled and approved rates and forms. If the

commissioner finds from an examination of any fdhat it is contrary to the public interest, or

the requirements of this code or duly promulgatsgllations, he or she shall forbid its use, and

shall notify the corporation in writing. Each forghall include a certification by a qualified

actuary that to the best of the actuary's knowledukjudgment, the entire rate is in compliance

with applicable laws and that the benefits areaealle in relation to the premium to be charged.

27-20-62. Prohibition on rescission of coverage. )(1) Coverage under a health

benefit plan subject to the jurisdiction of the enissioner under this chapter with respect to an

individual, including a group to which the indiviglubelongs or family coverage in which the

individual is included, shall not be subject tocission after the individual is covered under the

plan, unless:

(A)The individual or a person seeking coverage ehdlf of the individual, performs an

act, practice or omission that constitutes fraud; o

(B)The individual makes an intentional misrepreagon of material fact, as prohibited

by the terms of the plan or coverage.

(2) For purposes of paragraph (1)(A), a person isgekoverage on behalf of an

individual does not include an insurance producemnaeployee or authorized representative of the

health carrier.

(b) At least thirty (30) days advance written netghall be provided to each plan enrollee

or, for individual health insurance coverage, prynsubscriber, who would be affected by the

proposed rescission of coverage before coverageruhd plan may be rescinded in accordance

with subsection (a) regardless of, in the caserofig health insurance coverage, whether the

rescission applies to the entire group or onlyrtenalividual within the group.

(d) This section applies to grandfathered heakingl

27-20-63. Annual and lifetime limits. {a) Annual limits.

(1) For plan or policy vears beginning prior to Jary 1, 2014, for any individual, a

health insurance carrier and health benefit pldnesti to the jurisdiction of the commissioner

under this chapter may establish an annual limitherdollar amount of benefits that are essential

health benefits provided the restricted annualttli;wnot less than the following:

(A) For a plan or policy year beginning after Seper 22, 2010, but before September

23, 2011 — seven hundred fifty thousand dollar§($J00);
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(B) For a plan or policy year beginning after Septer 22, 2011, but before September

23, 2012 — one million two hundred fifty thousarallakrs ($1,250,000); and

(C) For a plan or policy year beginning after Segier 22, 2012, but before January 1,

2014 — two million dollars ($2,000,000).

(2) For plan or policy years beginning on or aflanuary 1, 2014, a health insurance

carrier and health benefit plan shall not estabéisly annual limit on the dollar amount of

essential health benefits for any individual, excep

(A) A health flexible spending arrangement, as rodi in section 106(c)(2)(i) of the

Internal Revenue Code, a medical savings accosgntefined in section 220 of the Internal

Revenue Code, and a health savings account, aseddfi section 223 of the Internal Revenue

Code are not subject to the requirements of sukidivé (1) and (2) of this subsection.

(B) The provisions of this subsection shall notverg a health insurance carrier from

placing annual dollar limits for any individual @pecific covered benefits that are not essential

health benefits to the extent that such limitsatherwise permitted under applicable federal law

or the laws and requlations of this state.

(3) In determining whether an individual has reedibenefits that meet or exceed the

allowable limits, as provided in subdivision (1)tbfs subsection, a health insurance carrier shall

take into account only essential health benefits adlsninistratively established by the

commissioner.

(b) Lifetime limits.

(1) A health insurance carrier and health benédib pffering group or individual health

insurance coverage shall not establish a lifetimmt lon the dollar value of essential health

benefits, as designated pursuant to a state detation and in accordance with federal laws and

requlations, for any individual.

(2) Notwithstanding subdivision (1) above, a heatisurance carrier and health benefit

plan is not prohibited from placing lifetime dollamits for any individual on specific covered

benefits that are not essential health benefitsleagnated pursuant to a state determination and

in accordance with federal laws and regulations.

(c)(1) Reinstatement of Coverage. Except as provide subdivision (2) of this

subsection, this subsection applies to any indslidu

(A) Whose coverage or benefits under a health plaged by reason of reaching a

lifetime limit on the dollar value of all benefitsr the individual; and

(B) Who, due to the provisions of this section,draes eligible, or is required to become

eligible, for benefits not subject to a lifetimenlt on the dollar value of all benefits under the

LC02084 - Page 47 of 76



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

health benefit plan:

(i) For group health insurance coverage, on thet éay of the first plan year beginning

on or after September 23, 2010; or

(i) For individual health insurance coverage, b fiirst day of the first policy year

beginning on or after September 23, 2010.

(2) For individual health insurance coverage, aiMdual is not entitled to reinstatement

under the health benefit plan under this subsedtitme individual reached his or her lifetime

limit and the contract is not renewed or is otheemio longer in effect. However, this subsection

applies to a family member who reached his or ifeirhe limit in a family plan and other family

members remain covered under the plan.

(3)(A) If an individual described in subdivision) (i eligible for benefits or is required to

become eligible for benefits under the health biemddn, the health carrier shall provide the

individual written notice that:

(i) The lifetime limit on the dollar value of alelbefits no longer applies; and

(i) The individual, if still covered under the plais again eligible to receive benefits

under the plan.

(B) If the individual is not enrolled in the plaor;, if an enrolled individual is eligible for,

but not enrolled in any benefit package under tla@,the health benefit plan shall provide an

opportunity for the individual to enroll in the pldor a period of at least thirty (30) days.

(C) The notices and enrollment opportunity undas wubdivision shall be provided

beginning not later than:

(i) For group health insurance coverage, the #est of the first plan year beginning on

or after September 23, 2010; or

(i) For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(iii) The notices required under this subsectioalldhe provided:

() _For group health insurance coverage, to an eyaa on behalf of the employee’s

dependent; or

(1N For individual health insurance coverage, lie primary subscriber on behalf of the

primary subscriber’s dependent.

(D) For group health insurance coverage, the neticey be included with other

enrollment materials that a health plan distribute@semployees, provided the statement is

prominent. For group health insurance coveraga, nibtice satisfying the requirements of this

subsection is provided to an individual, a heattburance carrier's requirement to provide the
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notice with respect to that individual is satisfied

(E) For any individual who enrolls in a health plamccordance with subdivision (2) of

this subsection, coverage under the plan shallaéket not later than:

(i) For group health insurance coverage, the @est of the first plan year beginning on

or after September 23, 2010; or

(i) _For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(d)(1) An individual enrolling in a health plan fgroup health insurance coverage in

accordance with subsection (c) above shall beedeas if the individual were a special enrollee,

as provided under regulations interpreting the thelisurance Portability and Accountability

Act (“HIPAA™ portability provisions issued pursuaio Section 2714 of the Affordable Care

Act.

(2) An individual enrolling in accordance with selbfon (c) above:

(A) shall be offered all of the benefit packageaikble to similarly situated individuals

who did not lose coverage under the plan by reasosaching a lifetime limit on the dollar value

of all benefits; and

(B) shall not be required to pay more for coverdgam similarly situated individuals who

did not lose coverage by reason of reaching arifetimit on the dollar value of all benefits.

(3) For purposes of subsection B(1), any differandeenefits or cost-sharing constitutes

a different benefit package.

(e)(1) Except as provided in subdivision (2) okthubsection, this section applies to any

health insurance carrier providing coverage undendividual or group health plan.

(2)(A) The prohibition on lifetime limits applies grandfathered health plans.

(B) The prohibition and limits on annual limits dpgdo grandfathered health plans

providing group health insurance coverage, buptiofibition and limits on annual limits do not

apply to grandfathered health plans providing iidiial health insurance coverage.

27-20-64. Coverage for preventive items and servige—(a) Every health insurance

carrier providing coverage under an individual ooup health plan shall provide coverage for all

of the following items and services, and shallingiose any cost-sharing requirements, such as a

copayment, coinsurance or deductible, with restuettte following items and services:

(1) Except as otherwise provided in subsectionofbdhis section, and except as may

otherwise be provided in federal requlations im@atmg the Affordable Care Act, evidence-

based items or services that have in effect agatinA or B in the recommendations of the

United States preventive services task force &eptember 23, 201 and as may subsequently be
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amended.

(2) Immunizations for routine use in children, afwlents and adults that have in effect a

recommendation from the Advisory Committee on Imimation Practices of the Centers for

Disease Control and Prevention with respect toinliévidual involved. For purposes of this

subdivision, a recommendation from the Advisory @attee on Immunization Practices of the

Centers for Disease Control and Prevention is densd in effect after it has been adopted by the

Director of the Centers for Disease Control and/&ngon, and a recommendation is considered

to be for routine use if it is listed on the Imneation Schedules of the Centers for Disease

Control and Prevention.

(3) With respect to infants, children and adolesgegvidence-informed preventive care,

and screenings provided for in comprehensive gueglsupported by the Health Resources and

Services Administration.

(4) With respect to women, to the extent not déschiin subdivision (1) of this

subsection, evidence-informed preventive care amdesings provided for in comprehensive

coverage guidelines supported by the Health Resswad Services Administration.

(b)(1) A health insurance carrier is not requiredptovide coverage for any items or

services specified in any recommendation or guigeatiescribed in subsection (a) of this section

after the recommendation or guideline is no lordescribed in subsection (a) of this section. The

provisions of this subdivision shall not affect tbbligation of the health insurance carrier to

provide notice to a covered person before any nahtenodification of coverage becomes

effective, in accordance with other requirementsstfte and federal law, including section

2715(d)(4) of the Public Health Services Act.

(2) A health insurance carrier shall at least atliywad the beginning of each new plan

yvear or policy year, whichever is applicable, revibe preventive services covered under its

health benefit plans pursuant to this section cbast with the recommendations of the United

States Preventive Services Task Force, the AdviSommittee on Immunization Practices of the

Centers for Disease Control and Prevention andjtiidelines with respect to infants, children,

adolescents and women evidence-based preventigeandr screenings by the Health Resources

and Services Administration in effect at the time.

(c)(1) A health insurance carrier may impose cbsiHigg requirements with respect to an

office visit if an item or service described in sabtion (a) of this section is billed separatelysor

tracked as individual encounter data separateiy ftee office visit.

(2) A health insurance carrier shall not impose-sbsiring requirements with respect to

an office visit if an item or service described dnobsection (a) of this section is not billed
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separately or is not tracked as individual encaudéta separately from the office visit and the

primary purpose of the office visit is the delivasfythe item or service described in subsection

(a) of this section.

(3) A health insurance carrier may impose costisbarequirements with respect to an

office visit if an item or service described in sabtion (a) of this section is not billed sepasatel

or is not tracked as individual encounter data 1Isgply from the office visit and the primary

purpose of the office visit is not the deliverytbé item or service.

(d)(1) Nothing in this section requires a healtBuimnce carrier that has a network of

providers to providing coverage for items and s@videscribed in subsection (a) of this section

that are delivered by an out-of-network provider.

(2) Nothing in subsection (a) of this section pueels a health insurance carrier that has a

network of providers from imposing cost-sharinguiegments for items or services described in

subsection (a) of this section that are delivenedrbout-of-network provider.

(e) Nothing prevents a health insurance carriemnfrosing reasonable medical

management technigues to determine the frequenethaah, treatment or setting for an item or

service described in subsection (a) of this sectionthe extent not specified in the

recommendation or quideline.

() Nothing in this section prohibits a health irece carrier from providing coverage

for items and services in addition to those recontdrd by the United States Preventive Services

Task Force or the Advisory Committee on Immunizatieractices of the Centers for Disease

Control and Prevention, or provided by guidelinepmorted by the Health Resources and

Services Administration, or from denying coveragw ftems and services that are not

recommended by that task force or that advisorynsiii@e, or under those guidelines. A health

insurance carrier _ may impose cost-sharing requinggndéor a treatment not described in

subsection (a) of this section even if the treatmesults from an item or service described in

subsection (a) of this section.

(g) This section shall not apply to grandfatheredlth plans.

27-20-65. Coverage for individuals participating inapproved clinical trials. —(a) As

used in this section,

(1) “Approved clinical trial” means a phase |, phdk phase Il or phase IV clinical trial

that is conducted in relation to the preventiontedi#on or treatment of cancer or a life-

threatening disease or condition and is describeahy of the following:

(A) The study or investigation is approved or futhdehich may include funding through

in-kind contributions, by one or more of the folliowy:
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(i) The National Institutes of Health;

(i) The Centers for Disease Control and Prevention

(i) The Agency for Health Care Research and Quali

(iv) The Centers for Medicare & Medicaid Services;

(v) A cooperative group or center of any of theitesst described in items (i) through (iv)

or the Department of Defense or the Departmentaiéian Affairs;

(vi) A qualified non-governmental research entigntified in the guidelines issued by

the National Institutes of Health for center suppmants; or

(vil) A study or investigation conducted by the Reament of Veteran Affairs, the

Department of Defense, or the Department of Eneifgthe study or investigation has been

reviewed and approved through a system of peeewethat the Secretary of U.S. Department of

Health and Human Services determines:

() Is comparable to the system of peer reviewtotlies and investigations used by the

National Institutes of Health; and

(I Assures unbiased review of the highest scienstandards by qualified individuals

who have no interest in the outcome of the review.

(B) The study or investigation is conducted undeimaestigational new drug application

reviewed by the Food and Drug Administration; or

(C) The study or investigation is a drug trial thatexempt from having such an

investigational new drug application.

(2) “Participant” has the meaning stated in sec8(f) of ERISA.

(3) “Participating provider’” means a health careviger that, under a contract with the

health carrier or with its contractor or subcontinachas agreed to provide health care services to

covered persons with an expectation of receivingmeat, other than coinsurance, copayments or

deductibles, directly or indirectly from the heatturier.

(4) “Qualified individual” means a participant oereficiary who meets the following
conditions:

(A) The individual is eligible to participate in @approved clinical trial according to the

trial protocol with respect to the treatment of @amor other life-threatening disease or condition;

and

(B)(i) The referring health care professional isaaticipating provider and has concluded

that the individual’'s participation in such trialould be appropriate based on the individual

meeting the conditions described in subdivision ¢Adhis subdivision (3); or

(i) The participant or beneficiary provides medicand scientific information
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establishing the individual's participation in sutiial would be appropriate based on the

individual meeting the conditions described in suisibn (A) of this subdivision (3).

(5) “Life-threatening condition” means any disease condition from which the

likelihood of death is probable unless the coufdb@disease or condition is interrupted.

(b)(1) If a health insurance carrier offering graupndividual health insurance coverage

provides coverage to a qualified individual, thalbecarrier:

(A) Shall not deny the individual participationan approved clinical trial.

(B) Subject to subdivision (3) of this subsectiahall not deny or limit or impose

additional conditions on the coverage of routinggod costs for items and services furnished in

connection with participation in the clinical apped trial; and

(C) Shall not discriminate against the individuai the basis of the individual's

participation in the clinical trial.

(2)(A) Subject to subdivision (B) of this subdiwsi (2), routine patient costs include all

items and services consistent with the coveragedip covered for a qualified individual who is

not enrolled in an approved clinical trial.

(B) For purposes of subdivision (B) of this subdionh (2), routine patient costs do not

include:

(i) The investigational item, device or servicelts

(i) _Items and services that are provided solelys#éisfy data collection and analysis

needs and that are not used in the direct climzalagement of the patient; or

(iii) A service that is clearly inconsistent withdely accepted and established standards

of care for a particular diagnosis.

(3) If one or more participating providers is pagating in a clinical trial, nothing in

subdivision (1) of this subsection shall be corediras preventing a health carrier from requiring

that a qualified individual participate in the tridorough such a participating provider if the

provider will accept the individual as a participanthe trial.

(4) Notwithstanding subdivision (3) of this subseict subdivision (1) of this subsection

shall apply to a qualified individual participatimg an approved clinical trial that is conducted

outside this state.

(5) This section shall not be construed to regair@nprofit medical service corporation

offering group or individual health insurance cag to provide benefits for routine patient care

services provided outside of the coverage’s hezdtle provider network unless out-of-network

benefits are otherwise provided under the coverage.

(6) Nothing in this section shall be construed imitl a health insurance carrier's
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coverage with respect to clinical trials.

(c) The requirements of this section shall be iditwh to the requirements of Rhode

Island general laws sections 27-18-36 through 236.8.

(d) This section shall not apply to grandfatheredlth plans.

(e) This section shall be effective for plan ydagginning on or after January 1, 2014.

27-20-66. Medical loss ratio rebates. {a) A nonprofit medical service corporation

offering group or _individual health insurance cag®, including a grandfathered health plan,

shall pay medical loss ratio rebates as providednfdsection 2718(b)(1)(A) of the Affordable

Care Act, in the manner and as required by fedana and requlations.

(b) Nonprofit medical service corporations requiried report medical loss ratio and

rebate calculations and any other medical loss ratid rebate information to the U.S.

Department of Health and Human Services shall aoaotly file such information with the

commissioner.

27-20-67. Emergency services fa) As used in this section:

(1) “Emergency medical condition” means a medicahdition manifesting itself by

acute symptoms of sufficient severity (includinyes®e pain) so that a prudent layperson, who

possesses an average knowledge of health and mediciuld reasonably expect the absence of

immediate medical attention to result in a conditil) Placing the health of the individual, or

with respect to a pregnant woman her unborn cimlderious jeopardy; (ii) Constituting a serious

impairment to bodily functions; or (iii) Constitati a serious dysfunction of any bodily organ or

part

(2) “Emergency services” means, with respect termrrgency medical condition:

(A) A medical screening examination (as requiredlaimsection 1867 of the Social

Security Act, 42 U.S.C. 1395dd) that is within tegpability of the emergency department of a

hospital, including ancillary services routinelyadgble to the emergency department to evaluate

such emergency medical condition, and

(B) Such further medical examination and treatmémtthe extent they are within the

capabilities of the staff and facilities availalbliethe hospital, as are required under section 1867

of the Social Security Act (42 U.S.C. 1395dd) tbdize the patient.

(3) “Stabilize”, with respect to an emergency matmondition has the meaning given in

section 1867(e)(3) of the Social Security Act (451C. 1395dd(e)(3)).

(b) If a nonprofit medical service corporation oiifg health insurance coverage provides

any benefits with respect to services in an emegae®epartment of a hospital, it must cover

emergency services consistent with the rules efgbction.
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(c) A nonprofit medical service corporation shaloyide coverage for emergency

services in the following manner:

(1) Without the need for any prior authorizatiortedmination, even if the emergency

services are provided on an out-of-network basis;

(2) Without regard to whether the health care glewvfurnishing the emergency services

is a participating network provider with respecttie services;

(3) If the emergency services are provided out efwork, without imposing any

administrative requirement or limitation on coverdbat is more restrictive than the requirements

or limitations that apply to emergency servicegnged from in-network providers;

(4) If the emergency services are provided outasfvork, by complying with the cost-

sharing requirements of subsection (d) of thisisecand

(5) Without regard to any other term or conditidrin@ coverage, other than:

(A) The exclusion of or coordination of benefits;

(B) An affiliation or waiting period permitted und@art 7 of ERISA, part A of title

XXVII of the PHS Act, or chapter 100 of the IntelRRevenue Code; or

(C) Applicable cost-sharing.

(d)(1) Any cost-sharing requirement _expressed aspayment amount or coinsurance

rate imposed with respect to a participant or hei@e for out-of-network emergency services

cannot exceed the cost-sharing requirement impagbdespect to a participant or beneficiary if

the services were provided in-network. Howeveradigipant or beneficiary may be required to

pay, in addition to the in-network cost sharince #xcess of the amount the out-of-network

provider charges over the amount the plan or hea$iarance carrier is required to pay under

subdivision (1) of this subsection. A group heglthn or health insurance carrier complies with

the requirements of this subsection if it provibesefits with respect to an emergency service in

an amount equal to the greatest of the three amaecified in subdivisions (A), (B), and (C) of

this subdivision (1)(which are adjusted for in-netlwcost-sharing requirements).

(A) The amount negqotiated with in-network providei the emergency service

furnished, excluding any in-network copayment omsorance imposed with respect to the

participant or beneficiary. If there is more thare@mount negotiated with in-network providers

for the emergency service, the amount describedruhis subdivision (A) is the median of these

amounts, excluding any in-network copayment or smiance imposed with respect to the

participant or beneficiary. In determining the nsedidescribed in the preceding sentence, the

amount negotiated with each in-network providetréated as a separate amount (even if the

same amount is paid to more than one providetielfe is no per-service amount negotiated with
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in-network providers (such as under a capitatiorofbrer similar payment arrangement), the

amount under this subdivision (A) is disregarded.

(B) The amount for the emergency service shalldleutated using the same method the

plan generally uses to determine payments for buttwork services (such as the usual,

customary, and reasonable amount), excluding angefwork copayment or coinsurance

imposed with respect to the participant or benafici The amount in this subdivision (B) is

determined without reduction for out-of-network tekaring that generally applies under the

plan or health insurance coverage with respectitambnetwork services.

(C) The amount that would be paid under Medicasgt(f or part B of title XVIII of the

Social Security Act, 42 U.S.C. 1395 et seq.) far édmergency service, excluding any in-network

copayment or coinsurance imposed with respecte@é#nticipant or beneficiary.

(2) Any cost-sharing requirement other than a comay or coinsurance requirement

(such as a deductible or out-of-pocket maximum) mnayimposed with respect to emergency

services provided out of network if the cost-sharmequirement generally applies to out-of-

network benefits. A deductible may be imposed wwispect to out-of-network emergency

services only as part of a deductible that genesgiplies to out-of-network benefits. If an out-of-

pocket maximum generally applies to out-of-netwogkefits, that out-of-pocket maximum must

apply to out-of-network emergency services.

(e) The provisions of this section apply for plaaaks beginning on or after September

23, 2010.

(f) This section shall not apply to grandfatheredlth plans.

27-20-68. Internal and external appeal of adversednefit determinations. --(a) The

commissioner _shall adopt requlations to implemdahdards and procedures with respect to

internal claims and appeals of adverse benefirg@tations, and with respect to external appeals

of adverse benefit determinations.

(b) The regulations adopted by the commissionel sipply to those adverse benefit

determinations within the jurisdiction of the conssibner.

SECTION 8. Sections 27-41-2 and 27-41-61 of the e&@nlaws in Chapter 27-41
entitled "Health Maintenance Organizations” areehgramended to read as follows:

27-41-2. Definitions. -As used in this chapter:

(a) Adverse benefit determination" means any offdllewing: a denial, reduction, or

termination of, or a failure to provide or make pmnt (in whole or in part) for, a benefit,

including any such denial, reduction, terminationfailure to provide or make payment that is

based on a determination of a participant's or ficagy's eligibility to participate in a plan oot
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receive coverage under a plan, and including, wé$pect to group health plans, a denial,

reduction, or termination of, or a failure to prd®ior make payment (in whole or in part) for, a

benefit resulting from the application of any ufifion review, as well as a failure to cover an

item or service for which benefits are otherwis®vimed because it is determined to be

experimental or investigational or not medicallg@ssary or appropriate. The term also includes

a rescission of coverage determination.

(b) "Affordable Care Act" means the Patient Pratecind Affordable Care act of 2010,

as amended by the Health Care and Education Rdiedioci Act of 2010.

(c) “Commissioner” or “health insurance commissidmeeans that individual appointed

pursuant to section 42-14.5-1 of the general laws.

{a)d) "Covered health services" means the services thahealth maintenance
organization contracts with enrollees and enrotiedups to provide or make available to an
enrolled participant.

{b) (e) "Director" means the director of the departmenudiness regulation or his or her
duly appointed agents.

{)(f) "Employee" means any person who has entered liete@mployment of or works
under a contract of service or apprenticeship @ty employer. It shall not include a person who
has been employed for less than thirty (30) daysibyor her employer, nor shall it include a
person who works less than an average of thirty (@Qirs per week. For the purposes of this
chapter, the term "employee" means a person engldye an "employer” as defined in
subsection (d) of this section. Except as otherpiseided in this chapter the terms "employee"
and "employer" are to be defined according to thesrand regulations of the department of labor
and training.

{eéh(g) "Employer" means any person, partnership, assogjattrust, estate, or
corporation, whether foreign or domestic, or thgalerepresentative, trustee in bankruptcy,
receiver, or trustee of a receiver, or the legptesentative of a deceased person, including the
state of Rhode Island and each city and town insthte, which has in its employ one or more
individuals during any calendar year. For the pagsoof this section, the term "employer" refers
only to an employer with persons employed withie $tate of Rhode Island.

{e)h) "Enrollee" means an individual who has been eadolh a health maintenance
organization.

(i) "Evidence of coverage" means any certificate, egent, or contract issued to an
enrollee setting out the coverage to which theleeds entitled.

() “Grandfathered health plan” means any groudthgdan or health insurance coverage
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subject to 42 USC section 18011.

(k) “Group _health insurance coverage” means, innection with a group health plan,

health insurance coverage offered in connectioh stich plan.

() “Group health plan” means an employee welfagadfit plan as defined in 29 USC

section 1002(1), to the extent that the plan pmwidhealth benefits to employees or their

dependents directly or through insurance, reimbmess, or otherwise.

(m) “Health benefits” or “covered benefits” meansedital, surgical, hospital,

prescription drug, and such other benefits, whetktrfunded, or delivered through the purchase

of insurance or otherwise.

(n) “Health care facility” means an institution prding health care services or a health

care setting, including but not limited to hosgtahd other licensed inpatient centers, ambulatory

surgical or treatment centers, skilled nursing eentresidential treatment centers, diagnostic,

laboratory and imaging centers, and rehabilitaéiod other therapeutic health settings.

(o) "Health care professional" means a physicianotirer health care practitioner

licensed, accredited or certified to perform spedithealth care services consistent with state

law.

(p) "Health care provider" or "provider" means allie care professional or a health care

{8)(g) "Health care services" means any services includethe furnishing to any
individual of medical, podiatric, or dental care,hmspitalization, or incident to the furnishing of
that care or hospitalization, and the furnishingty person of any and all other services for the
purpose of preventing, alleviating, curing, or igghuman illness, injury, or physical disability.

(r) “Health insurance carrier” means a person, ficorporation or other entity subject to

the jurisdiction of the commissioner under this gtka, and includes a health maintenance

organization. Such term does not include a grogitih@lan.

)(s) "Health maintenance organization" means a singldip or private organization
which:

(1) Provides or makes available to enrolled paréiots health care services, including at
least the following basic health care servicesalipbysician services, hospitalization, laboratory,
X-ray, emergency, and preventive services, andbatea coverage, and the services of licensed
midwives;

(2) Is compensated, except for copayments, forptioeision of the basic health care
services listed in subdivision (1) of this subsamttio enrolled participants on a predetermined

periodic rate basis; and
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(3) Provides physicians' services primarily:

(A) Directly through physicians who are either eaygles or partners of the organization;
or

(B) Through arrangements with individual physiciaos one or more groups of
physicians organized on a group practice or indi@igractice basis;

(i) "Health maintenance organization" does notude prepaid plans offered by entities
regulated under chapter 1, 2, 19, or 20 of this titat do not meet the criteria above and do not
purport to be health maintenance organizations;

(4) Provides the services of licensed midwives grity:

(i) Directly through licensed midwives who are eithemployees or partners of the
organization; or

(i) Through arrangements with individual licensettiwives or one or more groups of
licensed midwives organized on a group practidedividual practice basis.

(1) "Licensed midwife" means any midwife licensed puars to section 23-13-9.

$(u) "Material modification" means only systemic chamge the information filed
under section 27-41-3.

& (v) "Net worth", for the purposes of this chapter, nethe excess of total admitted
assets over total liabilities.

(w) "Office of the health insurance commissionerans the agency established under

section 42-14.5-1 of the general laws.

H(x) "Physician" includes podiatrist as defined in dba@9 of title 5.

m)(y) "Private organization" means a legal corporatioithwa policy making and
governing body.

{r)(z) "Provider" means any physician, hospital, licensedwife, or other person who is
licensed or authorized in this state to furnishithezare services.

{e)(aa)"Public organization" means an instrumentalitgo¥ernment.

(bb) “Rescission” means a cancellation or discomtinte of coverage that has retroactive

effect for reasons unrelated to timely paymentesfuired premiums or contribution to costs of

coverage.

p)(cc) "Risk based capital ("RBC") instructions" means tlisk based capital report
including risk based capital instructions adopted the National Association of Insurance
Commissioners ("NAIC"), as these risk based cajitstructions are amended by the NAIC in
accordance with the procedures adopted by the NAIC.

{ep(dd) "Total adjusted capital* means the sum of:
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(1) A health maintenance organization's statutagital and surplus (i.e. net worth) as
determined in accordance with the statutory aceognapplicable to the annual financial
statements required to be filed under section 2%:4ind

(2) Any other items, if any, that the RBC instrocis provide.

H)(ee)"Uncovered expenditures” means the costs of health services that are covered
by a health maintenance organization, but thatnateguaranteed, insured, or assumed by a
person or organization other than the health maamee organization. Expenditures to a provider
that agrees not to bill enrollees under any cirdantes are excluded from this definition.

27-41-61. Fermination—of children'sbenefits—Eligibility for children’'s benefits -

(a)1) Every individual health insurance contract, planpolicy delivered, issued for delivery, or

renewed in this state which providesdicalhealth benefit€overage fodependent-children-that

major—medical-orsimilarcomprehensivetype—coveralgpendentsexcept for supplemental

policies which only provide coverage for speciféigeases and other supplemental policies, shall

provide make coverageavailableef-anunmarried-child-under-the-age-of-nineteen-yEars—an

(2) With respect to a child who has not attainedrty-six (26) vears of age, a health

maintenance organization shall not define “depetiden purposes of eligibility for dependent

coverage of children other than the terms of atioelahip between a child and the plan
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participant, and, in the individual market, primanbscriber.

(3) A health maintenance organization shall notydanrestrict coverage for a child who

has not attained twenty-six (26) years of age basethe presence or absence of the child’'s

financial dependency upon the participant, pringuryscriber or any other person, residency with

the participant and in the individual market thémary subscriber, or with any other person,

marital status, student status, employment or amybination of those factors. A health carrier

shall not deny or restrict coverage of a child bdase eligibility for other coverage, except as

provided in (d)(1) of this section.

(4) Nothing in this section shall be construed tguire a health maintenance

organization to make coverage available for thédobi a child receiving dependent coverage,

unless the grandparent becomes the legal guardadaoptive parent of that grandchild.

(5) The terms of coverage in a health benefit gdéfiered by a health maintenance

organization providing dependent coverage of ceildcannot vary based on age except for

children who are twenty-six (26) years of age dleol

(b)(1) This subsection applies to any child:

(A) Whose coverage ended, or who was denied coge@gwas not eligible for group

health insurance coverage or individual health risisce coverage under a health benefit plan

because, under the terms of coverage, the av@yabfl dependent coverage of a child ended

before the attainment of twenty-six (26) yearsad:;aand

(B) Who becomes eligible, or is required to becailimgble, for coverage on the first day

of the first plan year and, in the individual markée first day of the first policy year, begingin

on or after September 23, 2010 by reason of thegoms of this section.

(2)(A) If group health insurance coverage or indinal health insurance coverage, in

which a child is eligible to enroll, or is requiréal become eligible to enroll, in the coverage in

which the child’s coverage ended or did not begintiie reasons described in subdivision (1) of

this subsection, and if the health insurance aasisubject to the requirements of this secti@n th

health insurance carrier shall give the child aposfunity to enroll that continues for at least 60

days, including the written notice of the opporturio enroll as described subdivision (3) of this

subsection.

(B) The health insurance carrier shall provide dpportunity to enroll, including the

written notice beginning not later than the firstydof the first plan year and in the individual

market the first day of the first policy year, hauing on or after September 23, 2010.

(3)(A) The written notice of opportunity to enralhall include a statement that children

whose coverage ended, or who were denied covevageere not eligible for coverage, because
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the availability of dependent coverage of childegiied before the attainment of twenty-six (26)

years of age are eligible to enroll in the coverage

(B)(i) The notice may be provided to an employedehalf of the employee’s child and,

in the individual market, to the primary subscribarbehalf of the primary subscriber’s child.

(ii) For group health insurance coverage:

(1) The notice may be included with other enrollmematerials that the health carrier

distributes to employees, provided the statememtaminent; and

(1N _If a notice satisfying the requirements ofdisiubdivision is provided to an employee

whose child is entitled to an enrollment opportynihder subsection (c) of this section, the

obligation to provide the notice of enrollment oppaity under subdivision (B) of this

subdivision (3) with respect to that child is sfid for both the plan and health insurance carrier

(C) The written notice shall be provided beginnimai later than the first day of the first

plan year and in the individual market the firsy d@d the first policy year, beginning on or after

September 23, 2010.

(4) For an individual who enrolls under this suliger, the coverage shall take effect not

later than the first day of the first plan year aimdthe individual market, the first day of thesfi

policy year, beginning on or after September 23020

(c)(1) A child enrolling in group health insuranceverage pursuant to subsection (b) of

this section shall be treated as if the child wespecial enrollee, as provided under requlations

interpreting the HIPAA portability provisions issipursuant to section 2714 of the Affordable

Care.

(2)(A) The child and, if the child would not be arficipant once enrolled, the participant

through whom the child is otherwise eligible fowecage under the plan, shall be offered all the

benefit packages available to similarly situatediviiluals who did not lose coverage by reason

of cessation of dependent status.

(B) For purposes of this subdivision (2), any diffece in benefits or cost-sharing

requirements constitutes a different benefit paekag

(3) The child shall not be required to pay more dowverage than similarly situated

individuals who did not lose coverage by reasooesfation of dependent status.

(d)(1) For plan years beginning before January(Ql42 a group health plan providing

group health insurance coverage that is a graretidh health plan and makes available

dependent coverage of children may exclude an atiut who has not attained twenty-six (26)

years of age from coverage only if the adult clislatligible to enroll in an eligible employer-

sponsored health benefit plan, as defined in se GBO0A()(2) of the Internal Revenue Code,
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other than the group health plan of a parent.

(2) For plan years, beginning on or after Januarg01l4, a group health plan providing

group health insurance coverage that is a graretedhhealth plan shall comply with the

requirements of subsections (a) through (e).

(3) The provisions of this section apply to polysars in the individual market on and

after September 23, 2010.

{b)(e) This section does not apply to insurance caeernaroviding benefits for: (1)

hospital confinement indemnity; (2) disability imme; (3) accident only; (4) long term care; (5)

Medicare supplement; (6) limited benefit health) §pecified diseased indemnity; or (8) other

limited benefit policies.

SECTION 9. Chapter 27-41 of the General laws entitl'Health Maintenance
Organizations" is hereby amended by adding théhetdollowing sections:

27-41-29.1. Uniform explanation of benefits and cevage. --(a) A health maintenance

organization shall provide a uniform summary of dféa and coverage explanation and

standardized definitions to policyholders and athrequired by, and at the times required by, the

federal requlations adopted under section 271hefAffordable Care Act. A summary required

by this section shall be filed with the commissiofte approval under Rhode Island general laws

section 27-41-29.2. The requirements of this seclmll be in addition to any other requirements

imposed as conditions of approval under Rhode dslgeaneral laws sections 27-41-29.2. The

commissioner may waive one or more of the requireamef the requlations adopted under

section 2715 of the Affordable Care Act for goodism shown. The summary must contain at

least the following information:

(1) Uniform definitions of insurance and medicahts.

(2) A description of coverage and cost-sharingefach category of essential benefits and

other benefits.

(3) Exceptions, reductions and limitations in c@ess.

(4) Renewability and continuation of coverage psmiis.

(5) A “coverage facts label” that illustrates cage under common benefits scenarios.

(6) A statement of whether the policy, contracplan provides the minimum coverage

required of a qualified health plan.

(7) A statement that the outline is a summary dwad the actual policy language should

be consulted; and

(8) A contact number for the consumer to call waliditional questions and the web

address of where the actual language of the pamytract or plan can be found.
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(b) The provisions of this section shall apply targlfathered health plans.

27-41-29.2. Filing of policy forms. --A health maintenance organization shall file all

policy forms and rates used by it in the state i commissioner, including the forms of any

rider, endorsement, application blank, and othettenagenerally used or incorporated by

reference in its policies or contracts of insuramée such rate shall be used unless first approved

by the commissioner. No such form shall be usetisdipproved by the commissioner under this

section, or if the commissioner's approval has heimdrawn after notice and an opportunity to

be heard, or until the expiration of sixty (60) ddpllowing the filing of the form. A health

maintenance organization shall comply with its diland approved rates and forms. If the

commissioner finds from an examination of any fdhat it is contrary to the public interest or

the requirements of this code or duly promulgatsgllations, he or she shall forbid its use, and

shall notify the corporation in writing. Each forghall include a certification by a qualified

actuary that to the best of the actuary's knowledukjudgment, the entire rate is in compliance

with applicable laws and that the benefits areaealle in relation to the premium to be charged.

27-41-75. Prohibition on rescission of coverage. @)(1) Coverage under a health plan

subject to the jurisdiction of the commissioner emthis chapter with respect to an individual,

including a group to which the individual belongsfamily coverage in which the individual is

included, shall not be rescinded after the indigids covered under the plan, unless:

(A) The individual or a person seeking coveragdehalf of the individual, performs an

act, practice or omission that constitutes fraud; o

(B) The individual makes an intentional misrepreéagon of material fact, as prohibited

by the terms of the plan or coverage.

(2) For purposes of paragraph (1)(A), a person isgekoverage on behalf of an

individual does not include an insurance producemnaeployee or authorized representative of the

health maintenance organization.

(b) At least thirty (30) days advance written netghall be provided to each plan enrollee

or, for individual health insurance coverage, prynsubscriber, who would be affected by the

proposed rescission of coverage before coverageruhd plan may be rescinded in accordance

with subsection (a) reqgardless of, in the caserofig health insurance coverage, whether the

rescission applies to the entire group or onlyrtenalividual within the group.

(c) For purposes of this section, “to rescind” ne#mcancel or to discontinue coverage

with retroactive effect for reasons unrelated tmely payment of required premiums or

contribution to costs of coverage.

(d) This section applies to grandfathered heakingl
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27-41-76. Prohibition on annual and lifetime limits -- (2) Annual limits.

(1) For plan or policy vears beginning prior to Jary 1, 2014, for any individual, a

health maintenance organization subject to thedigiion of the commissioner under this chapter

may establish an annual limit on the dollar amaafnibenefits that are essential health benefits

provided the restricted annual limit is not lessrthhe following:

(A) For a plan or policy year beginning after Sepber 22, 2010, but before September

23, 2011 — seven hundred fifty thousand dollar§($J00);

(B) For a plan or policy year beginning after Septer 22, 2011, but before September

23, 2012 — one million two hundred fifty thousarallakrs ($1,250,000); and

(C) For a plan or policy year beginning after Segier 22, 2012, but before January 1,

2014 — two million dollars ($2,000,000).

(2) For plan or policy years beginning on or aftenuary 1, 2014, a health maintenance

organization shall not establish any annual limittlee dollar amount of essential health benefits

for any individual, except:

(A) A health flexible spending arrangement, as rokdi in section 106(c)(2)(i) of the

Internal Revenue Code, a medical savings accoswntefined in section 220 of the Internal

Revenue Code, and a health savings account, aseddfi section 223 of the Internal Revenue

Code are not subject to the requirements of sukidivs (1) and (2) of this subsection .

(B) The provisions of this subsection shall notverdg a health maintenance organization

from placing annual dollar limits for any individuan specific covered benefits that are not

essential health benefits to the extent that simtitsl are otherwise permitted under applicable

federal law or the laws and requlations of thisesta

(3) In determining whether an individual has reedibenefits that meet or exceed the

allowable limits, as provided in subdivision (1) dfis subsection, a health maintenance

organization shall take into account only essemtiglth benefits as administratively established

by the commissioner.

(b) Lifetime limits.

(1) A health insurance carrier and health benédib pffering group or individual health

insurance coverage shall not establish a lifetimet lon the dollar value of essential health

benefits, as designated pursuant to a state detalion and in accordance with federal laws and

regulations, for any individual.

(2) Notwithstanding subdivision (1) above, a heaftburance carrier and health benefit

plan is not prohibited from placing lifetime dollamits for any individual on specific covered

benefits that are not essential health benefitsleagnated pursuant to a state determination and
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in accordance with federal laws and regulations.

(c)(1) Reinstatement of Coverage. Except as provide subdivision (2) of this

subsection, this subsection applies to any indalidu

(A) Whose coverage or benefits under a health plaged by reason of reaching a

lifetime limit on the dollar value of all benefitsr the individual; and

(B) Who, due to the provisions of this section,draes eligible, or is required to become

eligible, for benefits not subject to a lifetimenlt on the dollar value of all benefits under the

health benefit plan:

(i) For group health insurance coverage, on thet éay of the first plan year beginning

on or after September 23, 2010; or

(i) For individual health insurance coverage, b fiirst day of the first policy year

beginning on or after September 23, 2010.

(2) For individual health insurance coverage, aimMdual is not entitled to reinstatement

under the health benefit plan under this subsedtitme individual reached his or her lifetime

limit and the contract is not renewed or is otheenino longer in effect. However, this subsection

applies to a family member who reached his or ifedirhe limit in a family plan and other family

members remain covered under the plan.

(3)(A) If an individual described in subdivisioh)(is eligible for benefits or is required

to become eligible for benefits under the healthelfi€ plan, the health maintenance organization

shall provide the individual written notice that:

(i) The lifetime limit on the dollar value of alelbefits no longer applies; and

(i) The individual, if still covered under the plais again eligible to receive benefits

under the plan.

(B) If the individual is not enrolled in the plaor;, if an enrolled individual is eligible for,

but not enrolled in any benefit package under the,ghe health maintenance organization shall

provide an opportunity for the individual to enrail the plan for a period of at least thirty (30)

days.

(C) The notices and enrollment opportunity undes ubdivision shall be provided

beqinning not later than:

(i) For group health insurance coverage, the @est of the first plan year beginning on

or after September 23, 2010; or

(i) For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(iii) The notices required under this subsectioalldhe provided:
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() For group health insurance coverage, to an eyea on behalf of the employee’s

dependent; or

(1N For individual health insurance coverage, lie primary subscriber on behalf of the

primary subscriber’s dependent.

(D) For group health insurance coverage, the meticey be included with other

enrollment materials that a health maintenancenizgtion distributes to subscribers, provided

the statement is prominent. For group health ins&acoverage, if a notice satisfying the

requirements of this subsection is provided toratividual, a health maintenance organization’s

requirement to provide the notice with respechtt tndividual is satisfied.

(E) For any individual who enrolls in a health memance organization in accordance

with subdivision (2) of this subsection, coverageer the plan shall take effect not later than:

(i) For group health insurance coverage, the #est of the first plan year beginning on

or after September 23, 2010; or

(i) For individual health insurance coverage, tlirst day of the first policy year

beginning on or after September 23, 2010.

(d)(1) An individual enrolling in a health maintew® organization for group health

insurance coverage in accordance with subsectipab@ve shall be treated as if the individual

were a special enrollee in the plan, as providedeudrregulations interpreting the HIPAA

portability provisions issued pursuant to Secti@h4of the Affordable Care Act.

(2) An individual enrolling in accordance with sebfon (c) of this subsection:

(A) shall be offered all of the benefit packageaikble to similarly situated individuals

who did not lose coverage under the plan by reasosaching a lifetime limit on the dollar value

of all benefits; and

(B) shall not be required to pay more for coverdgam similarly situated individuals who

did not lose coverage by reason of reaching arifetimit on the dollar value of all benefits.

(3) For purposes of subsection B(1), any differendeenefits or cost-sharing constitutes

a different benefit package.

(e)(1) The provisions of this section relating tfetime limits apply to any health

maintenance organization or health insurance caorisviding coverage under an individual or

group health plan, including grandfathered hedting

(2) The provisions of this section relating to aandimits apply to any health

maintenance organization or health insurance caprneviding coverage under a group health

plan, including grandfathered health plans, butgiwhibition and limits on annual limits do not

apply to grandfathered health plans providing iidiial health insurance coverage.
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27-41-77. Coverage for Preventive ltems and Servige--(a) Every health maintenance

organization providing coverage under an individuagroup health plan shall provide coverage

for all of the following items and services, andil§mot impose any cost-sharing requirements,

such as a copayment, coinsurance or deductible,resipect to the following items and services:

(1) Except as otherwise provided in subsectionofodhis section, and except as may

otherwise be provided in federal requlations im@atmg the Affordable Care Act, evidence-

based items or services that have in effect agadinA or B in the recommendations of the

United States Preventive Services Task Force &spfember 23, 2010 and as may subsequently

be amended.

(2) Immunizations for routine use in children, afmlents and adults that have in effect a

recommendation from the Advisory Committee on Imimation Practices of the Centers for

Disease Control and Prevention with respect toitldévidual involved. For purposes of this

subdivision, a recommendation from the Advisory @Guttee on Immunization Practices of the

Centers for Disease Control and Prevention is densd in effect after it has been adopted by the

Director of the Centers for Disease Control and/&ngon, and a recommendation is considered

to be for routine use if it is listed on the Imneation Schedules of the Centers for Disease

Control and Prevention.

(3) With respect to infants, children and adolesgegvidence-informed preventive care,

and screenings provided for in comprehensive gmeelsupported by the Health Resources and

Services Administration.

(4) With respect to women, to the extent not déschiin subdivision (1) of this

subsection, evidence-informed preventive care amdesings provided for in comprehensive

coverage guidelines supported by the Health Resswaed Services Administration.

(b)(1) A health maintenance organization is notunesyl to provide coverage for any

items or services specified in any recommendatioqualeline described in subsection (a) of this

section after the recommendation or guideline idammer described in subsection (a) of this

section. The provisions of this subdivision shadit mffect the obligation of the health

maintenance organization to provide notice to a&eped person before any material modification

of coverage becomes effective, in accordance wathuding section 2715(d)(4) of the Public

Health Services Act.

(2) A health maintenance organization shall attleasmually at the beginning of each

new plan year or policy year, whichever is appliealvevise the preventive services covered

under its health benefit plans pursuant to thisismeconsistent with the recommendations of the

United States Preventive Services Task Force, theisAry Committee on Immunization
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Practices of the Centers for Disease Control amyeftion and the gquidelines with respect to

infants, children, adolescents and women evideased) preventive care and screenings by the

Health Resources and Services Administration iacéfat the time.

(c)(1) A health maintenance organization insuranagier may impose cost-sharing

requirements with respect to an office visit ifieam or service described in subsection (a) of this

section is billed separately or is tracked as idial encounter data separately from the office

Visit.

(2) A health maintenance organization shall notds® cost-sharing requirements with

respect to an office visit if an item or serviceschbed in subsection (a) of this section is not

billed separately or is not tracked as individuad@unter data separately from the office visit and

the primary purpose of the office visit is the detly of the item or service described in

subsection (a) of this section.

(3) A health maintenance organization may imposst-sbaring requirements with

respect to an office visit if an item or serviceschbed in subsection (a) of this section is not

billed separately or is not tracked as individuad@unter data separately from the office visit and

the primary purpose of the office visit is not tlelivery of the item or service.

(d)(1) Nothing in this section requires a healthintemance organization that has a

network of providers to providing coverage for igeand services described in subsection (a) of

this section that are delivered by an out-of-neknmovider.

(2) Nothing in subsection (a) of this section pueels a health maintenance organization

insurance carrier that has a network of providessnfimposing cost-sharing requirements for

items or services described in subsection (a) f $kction that are delivered by an out-of-

network provider.

(e) Nothing prevents a health maintenance orgaaizditom using reasonable medical

management technigues to determine the frequenethaah, treatment or setting for an item or

service described in subsection (a) of this sectionthe extent not specified in the

recommendation or quideline.

(f)_Nothing in this section prohibits a health meimance organization from providing

coverage for items and services in addition to é¢hoscommended by the United States

Preventive Services Task Force or the Advisory Cdfmmon Immunization Practices of the

Centers for Disease Control and Prevention, origeavby guidelines supported by the Health

Resources and Services Administration, or from dengoverage for items and services that are

not recommended by that task force or that advisommmittee, or under those quidelines. A

health maintenance organization may impose cosirghaequirements for a treatment not
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described in subsection (a) of this section eveaheftreatment results from an item or service

described in subsection (a) of this section.

(g) This section shall not apply to grandfatheredlth plans.

27-41-78. Coverage for individual participating inapproved clinical trials. -- (a) As

used in this section.

(1) “Approved clinical trial” means a phase |, phdk phase Il or phase IV clinical trial

that is conducted in relation to the preventiontedgon or treatment of cancer or a life-

threatening disease or condition and is describeahy of the following:

(A) The study or investigation is approved or fushdehich may include funding through

in-kind contributions, by one or more of the folliowy:

(i) The National Institutes of Health;

(i) The Centers for Disease Control and Prevention

(i) The Agency for Health Care Research and Quali

(iv) The Centers for Medicare & Medicaid Services;

(v) A cooperative group or center of any of thétess described in items (i) through (iv)

or the Department of Defense or the Departmentaiéian Affairs;

(vi) A qualified non-governmental research entigntified in the guidelines issued by

the National Institutes of Health for center suppmants; or

(vil) A study or investigation conducted by the Reament of Veteran Affairs, the

Department of Defense, or the Department of Eneifgthe study or investigation has been

reviewed and approved through a system of peeewethat the Secretary of U.S. Department of

Health and Human Services determines:

(1) Is comparable to the system of peer reviewtotlies and investigations used by the

National Institutes of Health; and

(1N _Assures unbiased review of the highest scienstandards by qualified individuals

who have no interest in the outcome of the review.

(B) The study or investigation is conducted undeimaestigational new drug application

reviewed by the Food and Drug Administration; or

(C) The study or investigation is a drug trial thatexempt from having such an

investigational new drug application.

(2) “Participant” has the meaning stated in sec8(f) of ERISA.

(3) “Participating provider’” means a health careviger that, under a contract with the

health carrier or with its contractor or subcontinachas agreed to provide health care services to

covered persons with an expectation of receivingmeat, other than coinsurance, copayments or
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deductibles, directly or indirectly from the heatturier.

(4) “Qualified individual” means a participant oereficiary who meets the following

conditions:

(A) The individual is eligible to participate in @approved clinical trial according to the

trial protocol with respect to the treatment of @amor other life-threatening disease or condition;

and

(B)(i) The referring health care professional igaaticipating provider and has concluded

that the individual’s participation in such trialowld be appropriate based on the individual

meeting the conditions described in subdivision dAdhis subdivision (3); or

(i) The participant or beneficiary provides medicand scientific information

establishing the individual's participation in suttial would be appropriate based on the

individual meeting the conditions described in suisibn (A) of this subdivision (3).

(5) “Life-threatening condition” means any disease condition from which the

likelihood of death is probable unless the coufdb@disease or condition is interrupted.

(b)(1) If a health maintenance organization offgergmoup or individual health insurance

coverage provides coverage to a qualified individitia

(A) Shall not deny the individual participationan approved clinical trial.

(B) Subject to subdivision (3) of this subsectismall not deny or limit or impose

additional conditions on the coverage of routinggod costs for items and services furnished in

connection with participation in the approved dalitrial; and

(C) Shall not discriminate against the individuai ¢the basis of the individual's

participation in the approved clinical trial.

(2)(A) Subject to subdivision (B) of this subdiwsi (2), routine patient costs include all

items and services consistent with the coveragedip covered for a qualified individual who is

not enrolled in an approved clinical trial.

(B) For purposes of subdivision (B) of this subdionh (2), routine patient costs do not

include:

(i) The investigational item, device or servicelts

(i) _Items and services that are provided solelys#aisfy data collection and analysis

needs and that are not used in the direct clim@alagement of the patient; or

(iii) A service that is clearly inconsistent withdely accepted and established standards

of care for a particular diagnosis.

(3) If one or more participating providers is pagating in a clinical trial, nothing in

subdivision (1) of this subsection shall be coredrias preventing a health maintenance
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organization from requiring that a qualified indiual participate in the trial through such a

participating provider if the provider will accebie individual as a participant in the trial.

(4) Notwithstanding subdivision (3) of this subseiet subdivision (1) of this subsection

shall apply to a qualified individual participatimg an approved clinical trial that is conducted

outside this state.

(5) This section shall not be construed to reqairbealth maintenance organization

offering group or individual health insurance cag to provide benefits for routine patient care

services provided outside of the coverage’s headile provider network unless out-of-network

benefits are other provided under the coverage.

(6) Nothing in this section shall be construediatla health maintenance organization’s

coverage with respect to clinical trials.

(c) The requirements of this section shall be iditwh to the requirements of Rhode

Island general laws sections 27-41-41 through 2443.

27-41-79. Medical loss ratio rebates. {a) A health maintenance organization offering

group or individual health insurance coverage,uditig a grandfathered health plan, shall pay

medical loss ratio rebates as provided for in eacki718(b)(1)(A) of the Affordable Care Act, in

the manner and as required by federal laws andatons.

(b) Health maintenance organizations required fmntemedical loss ratio and rebate

calculations and any other medical loss ratio twate information to the U.S. Department of

Health and Human Services shall concurrently filehsinformation with the commissioner.

27-41-80. Emergency services. (@) As used in this section:

(1)"Emergency medical condition” means a medicalditton manifesting itself by acute

symptoms of sufficient severity (including severain) so that a prudent layperson, who

possesses an average knowledge of health and mediciuld reasonably expect the absence of

immediate medical attention to result in a conditi) Placing the health of the individual, or

with respect to a pregnant woman her unborn chikkrious jeopardy: (ii) Constituting a serious

impairment to bodily functions; or (iii) Constitati a serious dysfunction of any bodily organ or

part.

(2) “Emergency services” means, with respect termrrgency medical condition:

(A) A medical screening examination (as requiredlaimsection 1867 of the Social

Security Act, 42 U.S.C. 1395 dd) that is within ttepability of the emergency department of a

hospital, including ancillary services routinelyadgble to the emergency department to evaluate

such emergency medical condition, and

(B) Such further medical examination and treatmémtthe extent they are within the
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capabilities of the staff and facilities availalbliethe hospital, as are required under section 1867

of the Social Security Act (42 U.S.C. 1395 dd)tabdize the patient.

(3) “Stabilize”, with respect to an emergency matmondition has the meaning given in

section 1867(e)(3) of the Social Security Act (451€.1395 dd(e)(3)).

(b) If a health maintenance organization offeringup health insurance coverage

provides any benefits with respect to servicesnireimergency department of a hospital, it must

cover emergency services consistent with the flgisis section.

(c) A health maintenance organization shall prowideerage for emergency services in

the following manner:

(1) Without the need for any prior authorizatiortesmination, even if the emergency

services are provided on an out-of-network basis;

(2) Without regard to whether the health care glewvfurnishing the emergency services

is a participating network provider with respecttie services;

(3) If the emergency services are provided out efwork, without imposing any

administrative requirement or limitation on covexdlbat is more restrictive than the requirements

or limitations that apply to emergency servicegngsd from in-network providers;

(4) If the emergency services are provided outasfvork, by complying with the cost-

sharing requirements of subsection (d) of thisisecand

(5) Without regard to any other term or conditidrin® coverage, other than:

(A) The exclusion of or coordination of benefits;

(B) An affiliation or waiting period permitted und@art 7 of ERISA, part A of title

XXVII of the PHS Act, or chapter 100 of the IntelRevenue Code; or

(C) Applicable cost sharing.

(d)(1) Any cost-sharing requirement _expressed aspayment amount or coinsurance

rate imposed with respect to a participant or heidey for out-of-network emergency services

cannot exceed the cost-sharing requirement impagbdespect to a participant or beneficiary if

the services were provided in-network; providedyéeer, that a participant or beneficiary may

be required to pay, in addition to the in-netwoostcsharing, the excess of the amount the out-of-

network provider charges over the amount the ptdrealth maintenance organization is required

to pay under subdivision (1) of this subsectiorhe&lth maintenance organization complies with

the requirements of this subsection if it provibesefits with respect to an emergency service in

an amount equal to the greatest of the three am@peatcified in subdivisions (A), (B), and (C) of

this subdivision (1)(which are adjusted for in-netlwcost-sharing requirements).

(A) The amount negqotiated with in-network providei the emergency service
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furnished, excluding any in-network copayment omsorance imposed with respect to the

participant or beneficiary. If there is more thare@mount negotiated with in-network providers

for the emergency service, the amount describedruhis subdivision (A) is the median of these

amounts, excluding any in-network copayment or smiance imposed with respect to the

participant or _beneficiary. In determining the naedidescribed in the preceding sentence, the

amount negotiated with each in-network providetré&ated as a separate amount (even if the

same amount is paid to more than one providetielfe is no per-service amount negotiated with

in-network providers (such as under a capitatiorofrer similar payment arrangement), the

amount under this subdivision (A) is disregarded.

(B) The amount for the emergency service calculaisidg the same method the plan

generally uses to determine payments for out-oftoek services (such as the usual, customary,

and reasonable amount), excluding any in-netwonkagment or coinsurance imposed with

respect to the participant or beneficiary. The amhdmi this subdivision (B) is determined without

reduction for out-of-network cost sharing that gaile applies under the plan or health insurance

coverage with respect to out-of-network services.

(C) The amount that would be paid under Medicaegt(A or part B of title XVIII of the

Social Security Act, 42 U.S.C. 1395 et seq.) far édmergency service, excluding any in-network

copayment or coinsurance imposed with respecte@énticipant or beneficiary.

(2) Any cost-sharing requirement other than a comay or coinsurance requirement

(such as a deductible or out-of-pocket maximum) ro@yimposed with respect to emergency

services provided out of network if the cost-shariequirement generally applies to out-of-

network benefits. A deductible may be imposed wwispect to out-of-network emergency

services only as part of a deductible that genesgiplies to out-of-network benefits. If an out-of-

pocket maximum generally applies to out-of-netwogkefits, that out-of-pocket maximum must

apply to out-of-network emergency services.

(e) The provisions of this section apply for plaaags beginning on or after September

23, 2010.

(f) _This section shall not apply to grandfathehedlth plans.

27-41-81. Internal and external appeal of adversednefit determinations. --(a) The

commissioner _shall adopt requlations to implemdahdards and procedures with respect to

internal claims and appeals of adverse benefirg@ations, and with respect to external appeals

of adverse benefit determinations.

(b) The regulations adopted by the commissionet sipply to those adverse benefit

determinations within the jurisdiction of the conssibner.
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SECTION 10. Section 42-14-5 of the General laws Ghapter 42-14 entitled
"Department of Business Regulation" is hereby aradrid read as follows:

42-14-5. Administrator_of banking and insurance. --(a) The director of business

regulation shall, in addition to his or her reguthrties, act as administrator of banking and
insurance and shall administer the functions of department relating to the regulation and
control of banking and insurance, foreign suretsnpanies, sale of securities, building and loan
associations, and fraternal benefit and benefiganyeties.

(b) Wherever the words "banking administrator" mrslirance administrator" occur in
this chapter or any general law, public law, aat,resolution of the general assembly or
department regulation, they shall be construed éarmbanking commissioner and insurance
commissioner except as delineated in subsectiobgld)v.

(c) "Health insurance" shall mean "health insuraceeerage," as defined in 27-18.5-2
and 27-18.6-2, "health benefit plan," as defined7#b0-3 and a "medical supplement policy," as
defined in 27-18.2-1or coverage similar to a Medicaupplement policy that is issued to an
employer to cover retirees, and dental coveragdydmg, but not limited to, coverage provided
by a nonprofit dental service plan as defined imsgation 27-20.1-1(3).

(d) Whenever the words "commissioner,” "insuranosmissioner”, "Health insurance
commissioner" or "director" appear in Title 27otl@i42, those words shall be construed to mean
the health insurance commissioner established potdo 42-14.5-1with respect to all matters
relating to health insurance. The health insurasw@amissioner shall have sole and exclusive
jurisdiction over enforcement of those statuteshwigéspect to all matters relating to health

insurance.

(e) In consultation with the commissioner of heattte health insurance commissioner

shall have concurrent jurisdiction to monitor, exagn and enforce the requirements of title 23

and regulations adopted thereunder relating tdthesurance.

SECTION 11.Applicability. This act shall apply to health insmce policies, subscriber

contracts, and any other health benefit contractuwh after July 1, 2012, except as otherwise

provided by the provisions of this act.

SECTION 12. This act shall take effect on passage.
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EXPLANATION
BY THE LEGISLATIVE COUNCIL

OF

AN ACT

RELATING TO INSURANCE -- HEALTH INSURANCE - CONSUME PROTECTION

*%k%k

This act would establish health insurance rules stagdards in addition to, but not
inconsistent with, the health insurance standamsiabéshed in the Patient Protection and
Affordable Care Act of 2010, as amended by the the@hre and Education Reconciliation Act
of 2010. These rules and standards would include, dpe not limited to, prohibitions on
rescission of coverage, discrimination in coveragel prohibitions on annual and lifetime limits
of coverage unless such limits meet set minimumuwmsy as well as adding definitions to the
chapters covering health insurance.

This act would take effect upon passage.
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