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2012 -- H 7909 SUBSTITUTE A

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 policiesupat to, and in furtherance of, the health

insurance standards established in the federamRd&rotection and Affordable Care Act of 2010,

as amended by the federal Health Care and Edudagoanciliation Act of 2010.

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

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 an individual's elig\ito participate in a plan or to receive

coverage under a plan, and including, with respecfroup health plans, a denial, reduction, or

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

resulting from the application of any utilizatioeview, as well as a failure to cover an item or

service for which benefits are otherwise providedduse it is determined to be experimental or

investigational or not medically necessary or appate. The term also includes a rescission of

coverage determination.
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(2) “Affordable Care Act” means the federal PatiBnbtection and Affordable Care Act

of 2010, as amended by the federal Health CareEaindation Reconciliation Act of 2010, and

federal regulations adopted thereunder.

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

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

(4) “Essential health benefits” shall have the niegset forth in section 1302(b) of the

federal Affordable Care Act,

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

coverage subject to 42 USC section 18011.

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

health insurance coverage offered in connectioh stich plan.

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

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

dependents directly or through insurance, reimhmesg, or otherwise.

(8) “Health benefits” or “covered benefits” meamyverage or benefits for the diagnosis,

cure, mitigation, treatment, or prevention of d&sar amounts paid for the purpose of affecting

any structure or function of the body including emqge or benefits for transportation primarily

for and essential thereto, and including medicalises as defined in R.l. Gen. Laws 8 27-19-17;

(9) “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, skillegsimg centers, residential treatment centers,

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

settings.

(10) “Health care professional” means a physicianother health care practitioner

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

law.

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

care facility.

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

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

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

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

health plan.

(14) "Health plan” or “health benefit plan” meansalith insurance coverage and a group
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health plan, including coverage provided throughaasociation plan if it covers Rhode Island

residents. Except to the extent specifically predidby the federal Affordable Care Act, the term

“health plan” shall not include a group health plarthe extent state regulation of the health plan

is pre-empted under section 514 of the federal Bygal Retirement Income 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.

(vil) Coverage for on-site medical clinics.

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

Pub. L. No. 104-191, the federal health insurancegapility and accountability act of 1996

(“HIPAA"), under which benefits for medical careeasecondary or incidental 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 fedamdulations issued pursuant to federal

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

LC02084/SUB A/2 - Page 3
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federal Social Security Act.

(i) Coverage supplemental to the coverage provigmidkr 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.

(15) "Office of the health insurance commissiona€ans the agency established under

section 42-14.5-1 of the General laws.

(16) “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 summary of benefits and ecage explanation and definitions to

policyholders and others required by, and at thiedi and in the format required, by the federal

regulations adopted under section 2715 of the Puidalth Service Act, as amended by the

federal Affordable Care Act. The forms requiredthis section shall be made available to the

commissioner on request. Nothing in this sectimallde construed to limit the authority of the

commissioner under existing state law.

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

shall not apply to insurance coverage providingefiesifor: (1) hospital confinement indemnity;

(2) disability income; (3) accident only; (4) loterm care; (5) Medicare supplement; (6) limited

benefit health; (7) specified disease indemnity;sikness or bodily injury or death by accident

or both; and (9) other limited benefit policies.

(c) If the commissioner of the office of the healtisurance commissioner determines

that the corresponding provision of the federaieétProtection and Affordable Care Act has

been declared invalid by a final judgment of théefal judicial branch or has been repealed by

an act of Congress, on the date of the commissgetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this section shall be constrt®dimit the authority of the commissioner

under existing state law.

27-18-71. Prohibition on preexisting condition excisions. {a) A health insurance

policy, subscriber contract, or health plan offeliedued, issued for delivery, or issued to cover a

resident of this state by a health insurance compesnsed pursuant to this title and/or chapter:

(1) Shall not limit or exclude coverage for an wdual under the age of nineteen (19) by

imposing a preexisting condition exclusion on ihdtvidual.

(2) For plan or policy years beginning on or aflanuary 1, 2014, shall not limit or

LC02084/SUB A/2 - Page 4
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exclude coverage for any individual by imposing r@existing condition exclusion on that

individual.

(b) As used in this section:

(1) “Preexisting condition exclusion” means a limibn or exclusion of benéefits,

including a denial of coverage, based on the fzat the condition (whether physical or mental)

was present before the effective date of coveragi,the coverage is denied, the date of denial,

under a health benefit plan whether or not any oadidvice, diagnosis, care or treatment was

recommended or received before the effective dateverage.

(2) “Preexisting condition exclusion” means any itation or_exclusion of benefits,

including a denial of coverage, applicable to atfivildual as a result of information relating to an

individual's health status before the individuatective date of coverage, or if the coverage is

denied, the date of denial, under the health bepkiin, such as a condition (whether physical or

mental) identified as a result of a pre-enrollmgméstionnaire or physical examination given to

the individual, or review of medical records ratatito the pre-enrollment period.

(c) This section shall not apply to grandfatheredlth plans providing individual health

insurance coverage.

(d) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

27-18-72. Prohibition on rescission of coverage. (&)(1) Coverage under a health

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

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

individual is _included, shall not be rescinded aftee individual is 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 (a)(1)(A), a persegkiag coverage on behalf of an

individual does not include an insurance produce&mnaployee 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

LC02084/SUB A/2 - Page 5
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be affected by the proposed rescission of covelmfere 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 thieeemitoup or only to an individual within the
roup.

(c) For purposes of this section, “to rescind” ngesmcancel 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

27-18-73. Prohibition on 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 a health benefit pldnect to the jurisdiction of the commissioner

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

health benefits provided the restricted annualtlismnot less than the following:

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

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

(B) For a plan or policy year beginning after Septer 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 rodi in Section 106(c)(2)(i) of the

Federal Internal Revenue Code, a medical savingeuat, as defined in section 220 of the

federal Internal Revenue Code, and a health savaogsunt, as defined in Section 223 of the

federal Internal Revenue Code are not subjectéae¢quirements of subdivisions (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

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.

(1) A health insurance carrier and health benédih mffering group or individual health

LC02084/SUB A/2 - Page 6
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insurance coverage shall not establish a lifetimmt lon the dollar value of essential health

benefits 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 benefitacaordance with federal laws and regulations.

(c)(1) The provisions of this section relating ifetime 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,pliacluding grandfathered health plans, but

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

individual health insurance coverage.

(d) This section shall not apply to a plan or tdigyoyears prior to January 1, 2014 for

which the Secretary of the U.S. Department of Healhd Human Services issued a waiver

pursuant to 45 C.F.R. 8§ 147.126(d)(3). This sectitso shall not apply to insurance coverage

providing benefits for: (1) hospital confinementd@mnity; (2) disability income; (3) accident

only; (4) long term care; (5) Medicare suppleméd):limited benefit health; (7) specified disease

indemnity; (8) sickness or bodily injury or deathdxcident or both; and (9) other limited benefit

policies.

(e) If the commissioner of the office of the healtBurance commissioner determines

that the corresponding provision of the federaieétProtection and Affordable Care Act has

been declared invalid by a final judgment of théefal judicial branch or has been repealed by

an act of Congress, on the date of the commissgetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this subsection shall be camstrto limit the authority of the Commissioner

to requlate health insurance under existing state |

27-18-74. Coverage for individuals participating inapproved clinical trials. —(a) As

used in this section,

(1) “Approved clinical trial” means a phase |, phdk phase Ill or phase 1V 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:

(i) The federal National Institutes of Health;

LC02084/SUB A/2 - Page 7
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(i) The federal Centers for Disease Control anelvEntion;

(i) The federal Agency for Health Care Reseancd Quality;

(iv) The federal Centers for Medicare & Medicaidh\Bees;

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

or the U.S. Department of Defense or the U.S. Oeyprt of Veteran Affairs;

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

the federal National Institutes of Health for cers@pport grants; or

(vii) A study or investigation conducted by the UB3epartment of Veteran Affairs, the

U.S. Department of Defense, or the U.S. Departro€Binergy, if the study or investigation has

been reviewed and approved through a system of pmeew that the Secretary of U.S.

Department of Health and Human Services determines:

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

federal 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 undemaestigational new drug application

reviewed by the U.S. Food and Drug Administration;

(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 sec86f) of federal ERISA.

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

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

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

deductibles, directly or indirectly from the heattdurier.

(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 @@mor 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 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 su¢tal would be appropriate based on the

LC02084/SUB A/2 - Page 8
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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 graupindividual health insurance coverage

provides coverage to a qualified individual, thalbdeinsurance 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 individuat the basis of the individual's

participation in the approved clinical trial.

(2)(A) Subject to subdivision (B) of this subdiwasi (2), routine patient costs include all

items and services consistent with the coveragealp 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 solelysébisfy 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 are @aphting in a clinical trial, nothing in

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

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

provider will accept the individual as a participanthe trial.

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

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

outside this state.

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

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

provided outside of the coverage’s health care igesvnetwork 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.

LC02084/SUB A/2 - Page 9
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(c) The requirements of this section shall be iditawh to the requirements of Rhode

Island general laws sections 27-18-36 through 234.8.

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

to insurance coverage providing benefits for: (@¥gital confinement indemnity; (2) disability

income; (3) accident only; (4) long term care; M@&dicare supplement; (6) limited benefit

health; (7) specified disease indemnity; (8) sislsner bodily injury or death by accident or both;

and (9) other limited benefit policies.

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

27-18-75. Medical loss ratio reporting and rebates-(a) A health insurance carrier

offering _group or _individual health insurance cagx of a health benefit plan, including a

grandfathered health plan, shall comply with thevigions of Section 2718 of the Public Health

Services Act as amended by the federal AffordaldeeCAct, in accordance with requlations

adopted thereunder.

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

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

Services shall concurrently file such informatiohvthe commissioner.

27-18-76. Emergency services.(a) As used in this section:

(1) “Emergency medical condition” means a mediocahdition 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 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) Constitat) a serious dysfunction of any bodily organ or

part.

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

(A) A medical screening examination (as requiredlarmsection 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 (4351C. 1395dd(e)(3)).

LC02084/SUB A/2 - Page 10
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(b) If a health insurance carrier offering healiburance 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 cogerdor 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 coverdbat is more restrictive than the requirements

or limitations that apply to emergency serviceenged 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;

(B) An affiliation or waiting period permitted undeart 7 of federal ERISA, part A of

title XXVII of the federal PHS Act, or chapter 100the federal Internal Revenue 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; providedyéeer, 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 heaiarance 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 redpgecan emergency service in an amount equal to

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

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

(A) The amount negotiated 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 swiance imposed with respect to the

LC02084/SUB A/2 - Page 11
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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 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 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 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.) 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) 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 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 grandfatheredilth plans. This section shall not apply

to insurance coverage providing benefits for: (@¥gital confinement indemnity; (2) disability

income; (3) accident only; (4) long term care; [@&dicare supplement; (6) limited benefit

health; (7) specified disease indemnity; (8) sisgsner bodily injury or death by accident or both;

and (9) other limited benefit policies.

27-18-77. 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 requlations adopted by the commissionetl stpply only to those adverse

benefit determinations which are not subject to jilmésdiction of the department of health
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pursuant to R.l. Gen. Laws § 23-17.12 et seq.ifddtibn Review Act).

(c) This section shall not apply to insurance cagerproviding benefits for: (1) hospital

confinement indemnity; (2) disability income; (cadent only; (4) long term care; (5) Medicare

supplement; (6) limited benefit health; (7) spexifidisease indemnity; (8) sickness or bodily

injury or death by accident or both; and (9) otlmaited benefit policies. This section also shall

not apply to grandfathered health plans.

SECTION 3. Sections 27-18-8, 27-18-44 and 27-1&bthe 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 insurangmlicy forms. —(a) 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 insurandéo such form shall be used if disapproved by the

commissioner under this section, or if the commissr's approval has been withdrawn under

section 27-18-8.3, or until the expiration of thaitimg period established under section 27-18-

8.3. Such a company shall comply with its filed ambroved formdf the commissioner finds

from a examination of any form that it is contraoythe public interest, or the requirements of

this code or duly promulgated regulations, he a shall forbid its use, and shall notify the

company in writing as provided in section 27-18-&2ch-form-shallinclude-a—certificationby a

(b) Each rate filing shall include a certificatibg a qualified actuary that to the best of

the actuary's knowledge and judgment, the entteefilang is in compliance with applicable laws

and that the benefits offered or proposed to bered are reasonable in relation to the premium

to be charged. A health insurance carrier shallpdgnvith its filed and approved rates and forms.

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

or health plannonprofit healtmedicalservice plan or nonprofit hospital service pldhat

provides coverage for obstetric and gynecologieat ¢or issuance or delivery in the state to any

group or individual on an expense-incurred basigludinga health plan offered or issued by a

health insurance carrier a health maintenance organization, shall pesarmbman 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.
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(b)(1)(A) Any health plan, nonprofit medical semiplan 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 pleyesn who specializes in pediatrics as the

child’s primary care health care professional anavailable 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 anditiomsl 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 professioitan it:

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

prior authorization or referral in the case of endde 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 ancheggological care, and the ordering of

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

subdivision (c)(1), by a participating health cam®fessional who specializes in obstetrics or

gynecology as the authorization of the primary d¢eralth 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 subdiers (c)(1), a health care professional,

who specializes in obstetrics or gynecology, meamsindividual, including an individual other

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 obstdtocaynecological care; or
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(B) Preclude the health plan, nonprofit medical/ser plan or nonprofit hospital service

plan, including a health insurance carrier or althemaintenance 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 monprofit hospital service plan,

including a health insurance carrier or a healtlinteaance 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 wheneherd 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 incldidehenever the primary subscriber is provided

with a policy, certificate or contract of healtlsurance.

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

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

language in federal requlation 45 CFR section 138(d)(4)(iii)) to satisfy the requirements of

this subsection.

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

health plans. This section shall not apply to iagge coverage providing benefits for: (1)

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

Medicare supplement; (6) limited benefit health; g§@ecified disease indemnity; (8) sickness or

bodily injury or death by accident or both; and ¢®)er limited benefit policies.

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

(a)(1) Every individual-health-insurance—contract—plan—or-@phealth benefit plamelivered,

issued for delivery, or renewed in this state aneregroup health insurance contract, plan, or
policy delivered, issued for delivery or renewedtliis state which providessedical health

benefits coverage fordependen

coveragalependentsexcept for supplemental policies which only pdevcoverage for specified

diseases and other supplemental policies, ghallide makecoverageavailablesf-an-unmarried
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attainment of twenty-six (26) years of age, anduamarried child of any age who is financially

dependent upon the parent and medically deterntmdthve a physical or mental impairment

which can be expected to result in death or whias lasted or can be expected to last for a

continuous period of not less than twelve (12) manfuch-contractplan-orpelicy-shallalso

(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 relationshgiween a child and the plan participant, or

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 onpteesence or absence of the child’s financial

dependency upon the participant, primary subscrdseany 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 onHlityi for other coverage, except as provided in

subparagraph (b)(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 mHared by a health insurance carrier
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providing dependent coverage of children cannoy ssed on age except for children who are

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

(b)(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 theliadhild is eligible to enroll in an eligible

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

Revenue Code, other than the group health plampafent.

(2) For plan years, beqginning on or after Januard14, a health insurance carrier

providing group health insurance coverage thatasaadfathered health plan shall comply with

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

{B)(c)This section does not apply to insurance coverageiging benefits for: (1)
hospital confinement indemnity; (2) disability imae; (3) accident only; (4) long term care; (5)
Medicare supplement; (6) limited benefit healtl); §@ecified diseased indemnity; or 83kness

or bodily injury or death by accident or both; 8j ¢ther limited benefit policies.

SECTION 4. Chapter 27-18.5 of the General Lawdledti‘Individual Health Insurance
Coverage” is hereby amended by adding theretodllening section:

27-18.5-10. Prohibition on preexisting condition exusions. --(a) A health insurance

policy, subscriber contract, or health plan offeliedued, issued for delivery, or issued to cover a

resident of this state by a health insurance comnpeensed pursuant to this title and/or chapter:

(1) Shall not limit or exclude coverage for an iridual under the age of nineteen (19) by

imposing a preexisting condition exclusion on inhdividual.

(2) For plan or policy years beginning on or afienuary 1, 2014, shall not limit or

exclude coverage for any individual by imposing r@existing condition exclusion on that

individual.

(b) As used in this section:

(1) “Preexisting condition exclusion” means a liaibn or exclusion of benéefits,

including a denial of coverage, based on the faat the condition (whether physical or mental)

was present before the effective date of coveraigé,the coverage is denied, the date of denial,

under a health benefit plan whether or not any osdidvice, diagnosis, care or treatment was

recommended or received before the effective dateverage.

(2) “Preexisting condition exclusion” means any ifation or exclusion of benefits,

including a denial of coverage, applicable to ativildual as a result of information relating to an

individual's health status before the individua®ective date of coverage, or if the coverage is
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denied, the date of denial, under the health bepkifn, such as a condition (whether physical or

mental) identified as a result of a pre-enrollmgméstionnaire or physical examination given to

the individual, or review of medical records ratatito the pre-enrollment period.

(c) This section shall not apply to grandfatheredlth plans providing individual health

insurance coverage.

(d) This section shall not apply to insurance cage providing benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

SECTION 5. Sections 27-19-1 and 27-19-50 of the e&gnlaws 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 haapitvhich has contracted with a
nonprofit hospital service corporation to rendespital care to subscribers to the nonprofit
hospital service plan operated by the corporation;

(2) "Adverse benefit determination” means any @& fibllowing: 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 an individual's ellfibito participate in a plan or to receive

coverage under a plan, and including, with respecfroup health plans, a denial, reduction, or

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

resulting from the application of any utilizatioeview, as well as a failure to cover an item or

service for which benefits are otherwise providedduse it is determined to be experimental or

investigational or not medically necessary or appate. The term also includes a rescission of

coverage determination.

(3) "Affordable Care Act" means the federal Patieritection and Affordable Care Act

of 2010, as amended by the federal Health CareEaindation Reconciliation Act of 2010, and

federal regulations adopted thereunder;

(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 hospisarvice corporation;
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(6) "Essential health benefits" shall have the nmapset forth in section 1302(b) of the

federal Affordable Care Act.

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

coverage subject to 42 USC section 18011;

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

health insurance coverage offered in connectioh stich plan;

(9) “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, reimbmesg, or otherwise;

(10) “Health benefits” or “covered benefits” meagsverage or benefits for the

diagnosis, cure, mitigation, treatment, or prevantf disease, or amounts paid for the purpose

of affecting any structure or function of the badgluding coverage or benefits for transportation

primarily for and essential thereto, and includingdical services as defined in R.l. Gen. Laws §

27-19-17,

(11) “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;

(12) "Health care professional" means a physicianother health care practitioner

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

law;

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

care facility;

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

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

(15) “Health insurance carrier” means a persom.ficorporation or other entity subject

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

corporations. Such term does not include a growitihng@lan. The use of this term shall not be

construed to subject a nonprofit hospital serviogaration to the insurance laws of this state

other than as set forth in R.l. Gen. Laws 8 27-19-2

(16) "Health plan" or "health benefit plan" meamslth 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 federal Affordable Care Act, the term

“health plan” shall not include a group health planthe extent state regulation of the health plan
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is pre- empted under section 514 of the federal |IByse Retirement Income 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 liabihurance.

(i) Liability insurance, including general liaiiy 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

federal Pub. L. No. 104-191, the federal healthuiasce portability and accountability act of

1996 (“HIPAA"), under which benefits for medical reaare secondary or incidental 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.

(iif) Other excepted benefits specified in fedemedulations issued pursuant to federal

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 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 defimeder section 1882(qg)(1) of the

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

(17) "Nonprofit hospital service corporation” meany corporation organized pursuant

to this chapter for the purpose of establishingintaming, and operating a nonprofit hospital

service plan;

(18) "Nonprofit hospital service plan" means a ghgnwhich specified hospital care is to

be provided to subscribers to the plan by a cotitrgbiospital;

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

section 42-14.5-1 of the General Law;

(20) “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; and

(21) "Subscribers" mean those persons, whethepbrasidents of this state, who have

contracted with a nonprofit hospital service cogtimn for hospital care pursuant to a nonprofit

hospital service plan operated by the corporation.

27-19-50 Fermination—ofchidren'sbenefits Eligibility for children's benefits. --

(2)(1) Every individual-health-insurance—contract—plan—or-@phealth benefit plamelivered,

issued for delivery, or renewed in this state wipcbvidesmedicathealth benefiteoverage for

dependents

except for supplemental policies which only provieverage for specified diseases and other

supplemental policies, shadtevide makecoverageavailableefanunmarried-child-underthe-age

for—a—contindous—period—ofnot-less-thantwelve {&nthsfor children until attainment of

twenty-six (26) years of age, and an unmarrieddchfl any age who is financially dependent

upon the parent and medically determined to hapiyaical or mental impairment which can be

expected to result in death or which has lastechorbe expected to last for a continuous period

of not less than twelve (12) montl&ich-contract—plan-orpolicy-shall-alse-inecludpravision
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(2) With respect to a child who has not attainedmniy-six (26) years of age, a health

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

of children other than the terms of a relationsbgiween a child and the plan participant or

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 onptesence 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

(b)(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 mHared by a health insurance carrier

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

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

(b)(1) For plan years beginning before JanuaryQl42 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 atiutt 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 SeGROOA(f)(2) of the federal 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 this section.

(c) This section does not apply to insurance cayemoviding benefits for: (1) Hospital
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confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified diseased indemnity; or (8) Other

limited benefit policies.

SECTION 6. Chapter 27-19 of the General laws eutitiINonprofit Hospital Service
Corporations" is hereby amended by adding theletddllowing sections:

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

service corporation shall provide a summary of fismand coverage explanation and definitions

to policyholders and others required by, and atithes and in the format required, by the federal

regulations adopted under section 2715 of the Pulialth Service Act, as amended by the

federal Affordable Care Act. The forms requiredthis section shall be made available to the

commissioner on request. Nothing in this sectimallde construed to limit the authority of the

commissioner under existing state law.

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

shall not apply to insurance coverage providingefienfor: (1) Hospital confinement indemnity;

(2) Disability income; (3) Accident only; (4) Lortgrm care; (5) Medicare supplement; (6)

Limited benefit health; (7) Specified disease indéyn (8) Sickness or bodily injury or death by

accident or both; and (9) Other limited benefitigek.

(c) If the commissioner of the office of the heailisurance commissioner determines

that the corresponding provision of the federaleétProtection and Affordable Care Act has

been declared invalid by a final judgment of théef@l judicial branch or has been repealed by

an act of Congress, on the date of the commissgdetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this section shall be constrt@dimit the authority of the commissioner

under existing state law.

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

policy forms and rates used by it in the state lih commissioner, including the forms of any

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

reference in its policies or contracts of insuraride such form shall be used if disapproved by

the commissioner under this section, or if the cagsraner’s approval has been withdrawn after

notice and an opportunity to be heard, or until ¢lxpiration of sixty (60) days following the

filing of the form. Such a company shall comply hwits filed and approved 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.
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(b) Each rate filing shall include a certificatibg a qualified actuary that to the best of

the actuary's knowledge and judgment, the entteefiling is in compliance with applicable laws

and that the benefits offered or proposed to bered are reasonable in relation to the premium

to be charged. A health insurance carrier shathple with its filed and approved rates and

forms.

27-19-62. Prohibition on rescission of coverage.(a)(1) Coverage under a health plan

subject to the jurisdiction of the commissioner enthis 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 misrepréggon 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 produceamnaeployee 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 thieeemitoup or only to an individual within the

roup.

(c) For purposes of this section, “to rescind” nesmcancel 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 doy 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 lesathhe following:

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

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

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

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

federal Internal Revenue Code, a medical savingsumt, as defined in Section 220 of the

federal Internal Revenue Code, and a health saxangsunt, as defined in Section 223 of the

federal Internal Revenue Code, are not subjedtéadquirements of subdivisions (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 reaaria 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 lifetimmt lon the dollar value of essential health

benefits 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 benefiggaordance with federal laws and regqulations.

(c)(1) The provisions of this section relating ifetime limits apply to any health

insurance carrier providing coverage under an iddiad 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 healtm placluding grandfathered health plans, but

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

individual health insurance coverage.

(d) This section shall not apply to a plan or tdiggoyears prior to January 1, 2014 for

which the Secretary of the U.S. Department of Healhd Human Services issued a waiver

pursuant to 45 C.F.R. 8§ 147.126(d)(3)This sectimo ahall not apply to insurance coverage

providing benefits for: (1) Hospital confinementdemnity; (2) Disability income; (3) Accident
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only; (4) Long-term care; (5) Medicare supplemd®); Limited benefit health; (7) Specified

disease indemnity; (8) Sickness or bodily injurydmath by accident or both; and (9) Other

limited benefit policies.

(e) If the commissioner of the office of the healtsurance commissioner determines

that the corresponding provision of the federalieétProtection and Affordable Care Act has

been declared invalid by a final judgment of théefal judicial branch or has been repealed by

an act of Congress, on the date of the commiss®udetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this subsection shall be camstrto limit the authority of the Commissioner

to requlate health insurance under existing state |

27-19-64. 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 federal National Institutes of Health;

(i) The federal Centers for Disease Control anevEntion;

(i) The federal Agency for Health Care Reseancd Quality;

(iv) The federal Centers for Medicare & Medicaidh\Bees;

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

or the U.S. Department of Defense or the U.S. Oeypent of Veterans' Affairs;

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

the federal National Institutes of Health for cersi@pport grants; or

(vii) A study or investigation conducted by the UD®@partment of Veterans’ Affairs, the

U.S. Department of Defense, or the U.S. Departn@niEnergy, if the study or

investigation has been reviewed and approved tirausystem of peer review that the Secretary

of U.S. Department of Health and Human Servicesrdghes:

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

Federal 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 undeim@estigational new drug application
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reviewed by the U.S. Food and Drug Administration;

(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 federal 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 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 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 insurance carrier offering graupndividual health insurance coverage

provides coverage to a qualified individual, thalbiecarrier:

(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 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.

(2)(A) Subject to subdivision (B) of this subdiwsi (2), routine patient costs include all

items and services consistent with the coveragealp 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:
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(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@aiagement 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 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 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 adéwunless out-of-network benefits are

otherwise provided under the coverage.

(6) Nothing in this section shall be construedimitl a health carrier’'s coverage with

respect to clinical trials.

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

Island general laws sections 27-18-32 through 232.9.

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

shall not apply to insurance coverage providingefienfor: (1) Hospital confinement indemnity;

(2) Disability income; (3) Accident only; (4) Lortgrm care; (5) Medicare supplement; (6)

Limited benefit health; (7) Specified disease indéy (8) Sickness or bodily injury or death by

accident or both; and (9) Other limited benefitigiek.

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

27-19-65. Medical loss ratio reporting and rebates-(a) A nonprofit hospital service

corporation offering group or individual health umance coverage of a health benefit plan,

including a grandfathered health plan, shall conwiih the provisions of Section 2718 of the

Public Health Services Act as amended by the féddfardable Care Act, in accordance with

requlations adopted thereunder.

(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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27-19-66. 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 departmenthufspital, 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 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 undpart 7 of federal ERISA, part A of

title XXVII of the federal PHS Act, or chapter 100the federal Internal Revenue 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. 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 providesefits 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

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 describedruhds 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 taesaring that generally applies under the

plan or health insurance coverage with respectitambnetwork services. Thus, for example, if a

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 ustifomary, 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-networkasopent or coinsurance that the individual
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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@dnticipant 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 insurance cager providing benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

27-19-67. Internal and external appeal of adversednefit determinations. |a) The

commissioner shall adopt requlations to implemdandards 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 commissionetl stpply only to those adverse

benefit determinations which are not subject to jtmesdiction of the department of health

pursuant to R.l. Gen. Laws § 23-17.12 et seq.ifdtibn Review Act).

(c) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and @her limited benefit policies. This section also

shall not apply to grandfathered health plans.

27-19-68. Prohibition on preexisting condition excisions. --(a) A health insurance

policy, subscriber contract, or health plan offeliedued, issued for delivery, or issued to cover a

resident of this state by a health insurance comnpegnsed pursuant to this title and/or chapter:

(1) Shall not limit or exclude coverage for an iriddual under the age of nineteen (19) by

imposing a preexisting condition exclusion on inhdividual.
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(2) For plan or policy years beginning on or afleanuary 1, 2014, shall not limit or

exclude coverage for any individual by imposing r@existing condition exclusion on that

individual.

(b) As used in this section:

(1) “Preexisting condition exclusion” means a liaibn or exclusion of benéefits,

including a denial of coverage, based on the faat the condition (whether physical or mental)

was present before the effective date of coveragé,the coverage is denied, the date of denial,

under a health benefit plan whether or not any osdidvice, diagnosis, care or treatment was

recommended or received before the effective dateverage.

(2) “Preexisting condition exclusion” means any itation or_exclusion of benefits,

including a denial of coverage, applicable to ativildual as a result of information relating to an

individual’'s health status before the individua$ective date of coverage, or if the coverage is

denied, the date of denial, under the health bepkifn, such as a condition (whether physical or

mental) identified as a result of a pre-enrollmgméstionnaire or physical examination given to

the individual, or review of medical records ratatito the pre-enrollment period.

(c) This section shall not apply to grandfatheredlth plans providing individual health

insurance coverage.

(d) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

SECTION 7. Sections 27-20-1 and 27-20-45 of the e&@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 & fbllowing: 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 an individual's bilijy to participate in a plan or to receive

coverage under a plan, and including, with respecfroup health plans, a denial, reduction, or

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

resulting from the application of any utilizatioaview, as well as a failure to cover an item or

service for which benefits are otherwise providedduse it is determined to be experimental or

investigational or not medically necessary or appate. The term also includes a rescission of

coverage determination.

LC02084/SUB A/2 - Page 32



[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

(2) "Affordable Care Act" means the federal Patieritection and Affordable Care Act

of 2010, as amended by the federal Health CareEaindation Reconciliation Act of 2010, and

federal regulations adopted thereunder;

D(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 wisoheen licensed pursuant to
section 5-63.2-9.

(6) "Essential health benefits" shall have the nmeaset forth in section 1302(b) of the

federal Affordable Care Act.

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

coverage subject to 42 USC section 18011.

{8) “Group health insurance coverage” means, in eotion with a group health plan,

health insurance coverage offered in connectioh stith plan.

(9) “Group health plan” means an employee welfardfit 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, reimhmesg, or otherwise.

(10) “Health benefits” or “covered benefits” meansverage or benefits for the

diagnosis, cure, mitigation, treatment, or prev@nif disease, or amounts paid for the purpose

of affecting any structure or function of the badgluding coverage or benefits for transportation

primarily for and essential thereto, and includmegdical services as defined in R.I. Gen. Laws §

27-19-17,

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

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

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

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

(12) "Health care professional" means a physicianother health care practitioner

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

law.

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

care facility.
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(14) "Health care services" means services fodihgnosis, prevention, treatment, cure

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

(15) “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 includeamghealth plan.

(16) "Health plan" or “health benefit plan” mearesatih 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 federal Affordable Care Act, the term

“health plan” shall not include a group healthaplto the extent state requlation of the health

plan is pre- empted under section 514 of the fddamployee Retirement Income 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 liabihurance.

(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

Federal Pub. L. No. 104-191, the federal healthiransce portability and accountability act of

1996 (“HIPAA™), under which benefits for medical reaare secondary or incidental 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 miquart 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.

(iif) Other excepted benefits specified in fedemedulations issued pursuant to federal

Pub. L. No. 104-191 (“HIPAA”).

(C) The following benefits if the benefits are pidrd 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 planmined by the same plan sponsor, and the
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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 defimeder section 1882(q)(1) of the

federal 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)).

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

3)(17)'Licensed midwife" means any midwife licensed unskstion 23-13-9;

{4)(18) "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 healttseclinical 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)(19) "Nonprofit medical service corporation” means acgrporation organized
pursuant hereto for the purpose of establishingntaiaing, and operating a nonprofit medical
service plan;

£6)(20) "Nonprofit medical service plan" means a plan blick specified medical
service is provided to subscribers to the plan hgrprofit medical service corporation;

(21) "Office of the health insurance commission®@eans the agency established under

section 42-14.5-1 of the General laws.

H(22) "Psychiatric and mental health nurse clinical sdest" is an expanded role
utilizing independent knowledge and management efitai health and illnesses. The practice
includes collaboration with other licensed heakihecprofessionals, including, but not limited to,
psychiatrists, psychologists, physicians, pharnscénd nurses;

(23) “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.

£8)(24) "Subscribers" means those persons or groups sbpgrwho contract with a
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nonprofit medical service corporation for medioaivice pursuant to a nonprofit medical service
plan; and

9)(25) "Therapist in marriage and family practice” meangerson who has been
licensed pursuant to section 5-63.2-10.

27-20-45. Fermination—of children's—benefits Eligibility for children's benefits. --

(a)(1) Every-individual-health-insurance—contractmplarpeliey health benefit plamelivered,

issued for delivery, or renewed in this statel-every-group-health-irsurance—centract—plan, or
policy—delivered—issuedfordeliveryorrenewedtlis—statewhich providesmedical health

coveragalependentsexcept for supplemental policies which only pdevcoverage for specified

diseases and other supplemental policies, ghallide make coverageavailablesf-anunmarried

attainment of twenty-six (26) years of age, anduamarried child of any age who is financially

dependent upon the parent and medically deterntmdthve a physical or mental impairment

which can be expected to result in death or whiah llasted or can be expected to last for a

continuous period of not less than twelve (12) rhanfuch-contractplan-orpeolicy-shallalso

(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 or subscriber.
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(3) A nonprofit medical service corporation shait deny or restrict coverage for a child

who has not attained twenty-six (26) vears of aaget on the 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 thémarry 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 (b)(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 recetvdependent 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 or providing dependent coverage ofdehit cannot vary based on age except for

children who are twenty-six (26) years of age dleol

(b)(1) For plan years beginning before JanuaryQll42 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&@DOA(f)(2) of the federal Internal Revenue

Code, other than the group health plan of a parent.

(2) For plan years, beqginning on or after Januard14, a health insurance carrier

providing group health insurance coverage thatgsaadfathered health plan shall comply with

the requirements of this section.

(c)This section does not apply to insurance cowe@mgviding benefits for: (1) hospital

confinement indemnity; (2) disability income; (cadent only; (4) long term care; (5) Medicare

supplement; (6) limited benefit health; (7) spexdlfidiseased indemnity; or (8) other limited

benefit policies.

SECTION 8. Chapter 27-20 of the General laws etitINonprofit 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 summary of fismand coverage explanation and definitions

to policyholders and others required by, and atithes and in the format required, by the federal

regulations adopted under section 2715 of the Puldalth Service Act, as amended by the

federal Affordable Care Act. The forms requiredthis section shall be made available to the

commissioner on request. Nothing in this sectimallde construed to limit the authority of the
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commissioner under existing state law.

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

shall not apply to insurance coverage providingefienfor: (1) Hospital confinement indemnity;

(2) Disability income; (3) Accident only; (4) Lortgrm care; (5) Medicare supplement; (6)

Limited benefit health; (7) Specified disease indéy (8) Sickness or bodily injury or death by

accident or both; and (9) Other limited benefitigiek.

(c) If the commissioner of the office of the healtisurance commissioner determines

that the corresponding provision of the federaieétProtection and Affordable Care Act has

been declared invalid by a final judgment of théefal judicial branch or has been repealed by

an act of Congress, on the date of the commiss®udetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this section shall be constrt®dimit the authority of the commissioner

under existing state law.

27-20-6.2. Filing of policy forms. {a) A nonprofit medical service corporation shad f

all policy forms and rates used by it in the staih the commissioner, including the forms of

any rider, endorsement, application blank, and rothatter generally used or incorporated by

reference in its policies or contracts of insuraride such form shall be used if disapproved by

the commissioner under this section, or if the cassmner’s approval has been withdrawn after

notice and an opportunity to be heard, or until ¢lpiration of sixty (60) days following the

filing of the form. Such a company shall comply hwits filed and approved 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.

(b) Each rate filing shall include a certificatibg a qualified actuary that to the best of

the actuary's knowledge and judgment, the entteefilang is in compliance with applicable laws

and that the benefits offered or proposed to bered are reasonable in relation to the premium

to be charged. A health insurance carrier shallpdgnvith its filed and approved rates and forms.

27-20-57. Prohibition on preexisting condition excisions. --(a) A health insurance

policy, subscriber contract, or health plan offeliedued, issued for delivery, or issued to cover a

resident of this state by a health insurance compesnsed pursuant to this title and/or chapter:

(1) Shall not limit or exclude coverage for an wdual under the age of nineteen (19) by

imposing a preexisting condition exclusion on ihdtvidual.

(2) For plan or policy years beginning on or aflanuary 1, 2014, shall not limit or
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exclude coverage for any individual by imposing r@existing condition exclusion on that

individual.

(b) As used in this section:

(1) “Preexisting condition exclusion” means a limibn or exclusion of benéefits,

including a denial of coverage, based on the fzat the condition (whether physical or mental)

was present before the effective date of coveragi,the coverage is denied, the date of denial,

under a health benefit plan whether or not any oadidvice, diagnosis, care or treatment was

recommended or received before the effective dateverage.

(2) “Preexisting condition exclusion” means any itation or_exclusion of benefits,

including a denial of coverage, applicable to atfivildual as a result of information relating to an

individual's health status before the individuatective date of coverage, or if the coverage is

denied, the date of denial, under the health bepkiin, such as a condition (whether physical or

mental) identified as a result of a pre-enrollmgméstionnaire or physical examination given to

the individual, or review of medical records ratatito the pre-enrollment period.

(c) This section shall not apply to grandfatheredlth plans providing individual health

insurance coverage.

(d) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

27-20-58. Prohibition on rescission of coverage. (&)(1) Coverage under a health

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

individual, including a group to which the indivialubelongs 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 enalf of the individual, performs an

act, practice or omission that constitutes fraud; o

(B)The individual makes an intentional misrepreagah 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 produce&mnaployee 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
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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) This section applies to grandfathered heakimgl

27-20-59. 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 health benefit pldiest 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, 2011, but before September

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

(B) For a plan or policy year beginning after Sepher 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 establsly annual limit on the dollar amount of

essential health benefits for any individual, excep

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

federal Internal Revenue Code, a medical savingsuat, as defined in section 220 of the federal

Internal Revenue Code, and a health savings accaaniefined in section 223 of the federal

Internal Revenue Code are not subject to the reopgints of subdivisions (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 reqgulations 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.

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

in accordance with federal laws and requlations.

(c)(1) Except as provided in subdivision (2) ofsteubsection, 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 d&ppgo grandfathered health plans

providing group health insurance coverage, butptiohibition and limits on annual limits do not

apply to grandfathered health plans providing iitiial health insurance coverage.

(d) This section shall not apply to a plan or tdiggoyears prior to January 1, 2014 for

which the Secretary of the U.S. Department of Healhd Human Services issued a waiver

pursuant to 45 C.F.R. 8147.126(d)(3). This secttso shall not apply to insurance coverage

providing benefits for: (1) Hospital confinementdemnity; (2) Disability income; (3) Accident

only; (4) Long-term care; (5) Medicare supplemd®); Limited benefit health; (7) Specified

disease indemnity; (8) Sickness or bodily injurydaath by accident or both; and (9) Other

limited benefit policies.

(e) If the commissioner of the office of the healtsurance commissioner determines

that the corresponding provision of the federalieétProtection and Affordable Care Act has

been declared invalid by a final judgment of théefal judicial branch or has been repealed by

an act of Congress, on the date of the commiss®udetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this subsection shall be camstrto limit the authority of the Commissioner

to requlate health insurance under existing state |

27-20-60. 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:

(i) The federal National Institutes of Health;

(i) The federal Centers for Disease Control anelvEntion;

(i) The federal Agency for Health Care Reseanct Quality;

(iv) The federal Centers for Medicare & Medicaidh\Bees;

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

LC02084/SUB A/2 - Page 41



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

or the U.S. Department of Defense or the U.S. Oeyrt of Veteran Affairs;

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

the federal National Institutes of Health for cersi@pport grants; or

(vii) A study or investigation conducted by the UB3epartment of Veteran Affairs, the

U.S. Department of Defense, or the U.S. Departro€Binergy, if the study or investigation has

been reviewed and approved through a system of pmeew that 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

federal 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 undeim&estigational new drug application

reviewed by the U.S. Food and Drug Administration;

(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 federal 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 heattdurier.

(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

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
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provides coverage to a qualified individual, thalbecarrier:

(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 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.

(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#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 tridarough 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

coverage with respect to clinical trials.

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

Island general laws sections 27-18-36 through 234.8.

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

to insurance coverage providing benefits for: (bspltal confinement indemnity; (2) Disability
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income; (3) Accident only; (4) Long-term care; (dedicare supplement; (6) Limited benefit

health; (7) Specified disease indemnity; (8) Sislesner bodily injury or death by accident or

both; and (9) Other limited benefit policies.

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

27-20-61. Medical loss ratio reporting and rebates-(a) A nonprofit medical service

corporation offering group or individual health umance coverage of a health benefit plan,

including a grandfathered health plan, shall conwiih the provisions of Section 2718 of the

Public Health Services Act as amended by the féddfardable Care Act, in accordance with

requlations adopted thereunder.

(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 aoantly file such information with the

commissioner.

27-20-62. Emergency services fa) As used in this section:

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

acute symptoms of sufficient severity (includinyese 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 serviceenged 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 undeart 7 of federal ERISA, part A of

title XXVII of the federal PHS Act, or chapter 100the federal Internal Revenue 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 heiey 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 neqgotiated 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 nsdidescribed 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.

(f) The provisions of this section shall apply t@udfathered health plans. This section

shall not apply to insurance coverage providingefienfor: (1) Hospital confinement indemnity;

(2) Disability income; (3) Accident only; (4) Lortgrm care; (5) Medicare supplement; (6)

Limited benefit health; (7) Specified disease indéy (8) Sickness or bodily injury or death by

accident or both; and (9) Other limited benefitigiek.

27-20-63. 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 requlations adopted by the commissionetl stpply only to those adverse

benefit determinations which are not subject to jilmésdiction of the department of health

pursuant to R.l. Gen. Laws § 23-17.12 et seq.ifddtibn Review Act).

(c) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and @her limited benefit policies. This section also
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shall not apply to grandfathered health plans.

SECTION 9. 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 @f fibllowing: 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 an individual's bilijy to participate in a plan or to receive

coverage under a plan, and including, with respecfroup health plans, a denial, reduction, or

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

resulting from the application of any utilizatioaview, as well as a failure to cover an item or

service for which benefits are otherwise providedause it is determined to be experimental or

investigational or not medically necessary or appate. The term also includes a rescission of

coverage determination.

(b) "Affordable Care Act" means the federal Patienmtection and Affordable Care act

of 2010, as amended by the federal Health CareEalndation Reconciliation Act of 2010, and

federal requlations adopted thereunder;

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

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

(d) "Covered health services" means the servicesatlhealth maintenance organization
contracts with enrollees and enrolled groups tovide or make available to an enrolled
participant.

(e) "Director" means the director of the departmenbuo$iness regulation or his or her
duly appointed agents.

(f) "Employee" means any person who has entered hoetmployment of or works
under a contract of service or apprenticeship aith employer. It shall not include a person who
has been employed for less than thirty (30) days$ibyor 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.

(g) "Employer" means any person, partnership, assogjatrust, estate, or corporation,

whether foreign or domestic, or the legal represterg, trustee in bankruptcy, receiver, or trustee
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of a receiver, or the legal representative of aedsed person, including the state of Rhode Island
and each city and town in the state, which hassieimploy one or more individuals during any
calendar year. For the purposes of this sectiantehm "employer" refers only to an employer
with persons employed within the state of Rhodanid!

(h) "Enrollee” means an individual who has been eedolin a health maintenance
organization.

(i) "Essential health benefits" shall have the nmeguset forth in section 1302(b) of the

federal Affordable Care Act.

(1) "Evidence of coverage" means any certificate, eigent, or contract issued to an
enrollee setting out the coverage to which theleeas entitled.

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

coverage subject to 42 USC section 18011.

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

health insurance coverage offered in connectioh stth plan.

(m) “Group health plan” means an employee welfardit plan as defined in 29 USC

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

dependents directly or through insurance, reimhmesg, or otherwise.

(n) “Health benefits” or “covered benefits” meamverage or benefits for the diagnosis,

cure, mitigation, treatment, or prevention of deear amounts paid for the purpose of affecting

any structure or function of the body including emqge or benefits for transportation primarily

for and essential thereto, and including medicalises as defined in R.l. Gen. Laws 8 27-19-17;

(o) “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.

(p) "Health care professional" means a physicianotirer health care practitioner

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

law.

(q) "Health care provider" or "provider" means allie care professional or a health care

(r) "Health care services" means any services inclirdéue furnishing to any individual
of medical, podiatric, or dental care, or hosptatiion, or incident to the furnishing of that care
hospitalization, and the furnishing to any persébary and all other services for the purpose of

preventing, alleviating, curing, or healing humkmeiss, injury, or physical disability.
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(s) “Health insurance carrier” means a person,,fgzanporation 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 growattih@lan.

(t) "Health maintenance organization" means a singielip or private organization
which:

(1) Provides or makes available to enrolled paréiots health care services, including at
least the following basic health care servicesalphysician 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

(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 prity:

(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.

(u) "Licensed midwife" means any midwife licensentiquant to section 23-13-9.

(v) "Material modification” means only systemic olgas to the information filed under
section 27-41-3.

(w) "Net worth", for the purposes of this chaptereans the excess of total admitted
assets over total liabilities.

(x) "Office of the health insurance commissionerfans the agency established under

section 42-14.5-1 of the general laws.

(y) "Physician" includes podiatrist as defined in ¢dka@9 of title 5.

(z) "Private organization” means a legal corporatidtt\& policy making and governing
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body.

(aa) "Provider" means any physician, hospital, licensedwife, or other person who is
licensed or authorized in this state to furnishithezare services.

(bb) "Public organization" means an instrumentalitgofernment.

(cc) “Rescission" means a cancellation or discomtite of coverage that has retroactive

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

coverage.

(dd) "Risk based capital ("RBC") instructions" meang ttisk based capital report
including risk based capital instructions adopted tbe 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.

(ee)"Total adjusted capital" means the sum of:

(1) A health maintenance organization's statutorytabpind 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.

(ff) "Uncovered expenditures" means the costs afthecare services that are covered by

a health maintenance organization, but that arguatanteed, insured, or assumed by a person or

organization other than the health maintenancenigion. Expenditures to a provider that

agrees not to bill enrollees under any circumstsuace excluded from this definition.

27-41-61. Fermination—of children's benefits Eligibility for children’s benefits --

(a)(1) Every individual-health-insurance—contract—plan—oer-@phealth benefit plamelivered,

issued for delivery, or renewed in this state wipcbvidesmedicathealth benefiteoverage for

dependents

except for supplemental policies which only provimeverage for specified diseases and other

supplemental policies, shadtevide makecoverageavailablesf-an-unmarried-child-underthe-age

fer—a—contindog—period—of-not-less—than—twelve (12)-menfos children until attainment of

twenty-six (26) years of age, and an unmarrieddcbfl any age who is financially dependent

upon the parent and medically determined to hapieyaical or mental impairment which can be
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expected to result in death or which has lastecharbe expected to last for a continuous period

of not less than twelve (12) montl&sich-contract—plan-orpolicy-shall-alse-ncludpravision

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

participant, or subscriber.

(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, pringyscriber 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 (b) (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 pdéfiered 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) 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 atiilt 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 SeGRDOA(f)(2) of the federal Internal Revenue
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Code, 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 this section

(e) This section does not apply to insurance cayemoviding benefits for: (1) hospital

confinement indemnity; (2) disability income; (cadent only; (4) long term care; (5) Medicare

supplement; (6) limited benefit health; (7) spexifidiseased indemnity; or (8) other limited

benefit policies.

SECTION 10. Chapter 27-41 of the General laws ledtit"Health Maintenance
Organizations" is hereby amended by adding thehetdollowing sections:

27-41-29.1. Uniform explanation of benefits and cevage. --(a) A health maintenance

organization shall provide a summary of benefitd anverage explanation and definitions to

policyholders and others required by, and at thiesi and in the format required, by the federal

regulations adopted under section 2715 of the Puldialth Service Act, as amended by the

federal Affordable Care Act. The forms requiredthis section shall be made available to the

commissioner on request. Nothing in this sectimallde construed to limit the authority of the

commissioner under existing state law.

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

shall not apply to insurance coverage providingefienfor: (1) Hospital confinement indemnity;

(2) Disability income; (3) Accident only; (4) Lortgrm care; (5) Medicare supplement; (6)

Limited benefit health; (7) Specified disease indéyn (8) Sickness or bodily injury or death by

accident or both; and (9) Other limited benefitigek.

(c) If the commissioner of the office of the heailisurance commissioner determines

that the corresponding provision of the federaleétProtection and Affordable Care Act has

been declared invalid by a final judgment of théefal judicial branch or has been repealed by

an act of Congress, on the date of the commissgetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this section shall be constrt@dimit the authority of the commissioner

under existing state law.

27-41-29.2. Filing of policy forms. £a) A health maintenance organization shall file all

policy forms and rates used by it in the state \lih commissioner, including the forms of any

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

reference in its policies or contracts of insuraride such form shall be used if disapproved by

the commissioner under this section, or if the cagsmaner’s approval has been withdrawn after
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notice and an opportunity to be heard, or until ¢lxpiration of sixty (60) days following the

filing of the form. Such a company shall comply hwits filed and approved 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.

(b) Each rate filing shall include a certificatiby a qualified actuary that to the best of

the actuary's knowledge and judgment, the entteefiling is in compliance with applicable laws

and that the benefits offered or proposed to bered are reasonable in relation to the premium

to be charged. A health insurance carrier shathgdp with its filed and approved rates and

forms.

27-41-75. Prohibition on rescission of coverage. (&)(1) Coverage under a health plan

subject to the jurisdiction of the commissioner enthis 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 misrepréggon 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) regardless 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” ngesmcancel 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

27-41-76. 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
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provided the restricted annual limit is not lesatlhhe following:

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

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

(B) For a plan or policy year beginning after Septer 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

federal Internal Revenue Code, a medical savingsust, as defined in section 220 of the federal

Internal Revenue Code, and a health savings accasniefined in section 223 of the federal

Internal Revenue Code are not subject to the reopgints of subdivisions (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 simitsl 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 essehgallth benefits.

(b) Lifetime limits.

(1) A health insurance carrier and health benédih mffering group or individual health

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

benefits 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 benefitgaordance with federal laws and requlations.

(c)(1) The provisions of this section relating ifetime 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.

LC02084/SUB A/2 - Page 54



[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

(d) This section shall not apply to a plan or tdigyoyears prior to January 1, 2014 for

which the Secretary of the U.S. Department of Healhd Human Services issued a waiver

pursuant to 45 C.F.R. 8§ 147.126(d)(3). This sectitso shall not apply to insurance coverage

providing benefits for: (1) Hospital confinementdamnity; (2) Disability income; (3) Accident

only; (4) Long-term care; (5) Medicare supplemd6d;, Limited benefit health; (7) Specified

disease indemnity; (8) Sickness or bodily injurydeath by accident or both; and (9) Other

limited benefit policies.

(e) If the commissioner of the office of the healtsurance commissioner determines

that the corresponding provision of the federaleP& Protection and Affordable Care Act has

been declared invalid by a final judgment of théef@l judicial branch or has been repealed by

an act of Congress, on the date of the commissgdetermination this section shall have its

effectiveness suspended indefinitely, and the casiomer shall take no action to enforce this

section. Nothing in this subsection shall be camstrto limit the authority of the Commissioner

to requlate health insurance under existing state |

27-41-77. Coverage for individual participating inapproved clinical trials. -- (a) As

used in this section.

(1) “Approved clinical trial” means a phase |, phdk phase Ill or phase 1V 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 fushdehich may include funding through

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

(i) The federal National Institutes of Health;

(i) The federal Centers for Disease Control anelvEntion;

(i) The federal Agency for Health Care Reseanct Quality;

(iv) The federal Centers for Medicare & Medicaidh\Bees;

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

or the U.S. Department of Defense or the U.S. Oeyprt of Veteran Affairs;

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

the federal National Institutes of Health for cers@pport grants; or

(vii) A study or investigation conducted by the UB3epartment of Veteran Affairs, the

U.S. Department of Defense, or the U.S. Departrma&finerqgy, if the study or investigation has

been reviewed and approved through a system of pmeew that the Secretary of U.S.

Department of Health and Human Services determines:

() Is comparable to the system of peer reviewtoflies and investigations used by the
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federal 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 undemaestigational new drug application

reviewed by the U.S. Food and Drug Administration;

(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 sec86f) of federal ERISA.

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

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

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

deductibles, directly or indirectly from the heattdurier.

(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 @@mor 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 dAdhis subdivision (3); or

(i) _The participant or beneficiary provides medicand scientific information

establishing the individual's participation in su¢tal would be appropriate based on the

individual meeting the conditions described in suistbn (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 offergroup 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 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 datitrial; and

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

participation in the approved clinical trial.

(2)(A) Subject to subdivision (B) of this subdiwasi (2), routine patient costs include all
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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 solelysébisfy 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 corsiruas preventing a health maintenance

organization from requiring that a qualified indiual participate in the trial through such a

participating provider if the provider will accepie individual as a participant in the 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 regairbealth maintenance organization

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 other provided under the coverage.

(6) Nothing in this section shall be construedrtatla health maintenance organization’s

coverage with respect to clinical trials.

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

Island general laws sections 27-41-41 through 2443.

(d) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

27-41-78. Medical loss ratio reporting and rebates:-- (a) A health maintenance

organization offering group or individual healthsimance coverage of a health benefit plan,

including a grandfathered health plan, shall conwith the provisions of Section 2718 of the

Public Health Services Act as amended by the féddfardable Care Act, in accordance with

requlations adopted thereunder.

(b) Health maintenance organizations required ppmemedical loss ratio and rebate
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calculations and any other medical loss ratio date information to the U.S. Department of

Health and Human Services shall concurrently filehsinformation with the commissioner.

27-41-79. Emergency services. (@) As used in this section:

(1) “Emergency medical condition” means a mediocahdition 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 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 temprgency medical condition:

(A) A medical screening examination (as requiredlarnsection 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

capabilities of the staff and facilities availabliethe 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 matltondition has the meaning given in

section 1867(e)(3) of the Social Security Act (4510.1395 dd(e)(3)).

(b) If a health maintenance organization offeringpup health insurance coverage

provides any benefits with respect to servicesnire@ergency department of a hospital, it must

cover emergency services consistent with the flésis section.

(c) A health maintenance organization shall provdideerage 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 coverdbat is more restrictive than the requirements

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

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

sharing requirements of subsection (d) of thisisecand

LC02084/SUB A/2 - Page 58



[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

(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 undpart 7 of federal ERISA, part A of

title XXVII of the federal PHS Act, or chapter 100the federal Internal Revenue 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 heraaf 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-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 subsectiorhealth 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 amapeatcified in subdivisions (A), (B), and (C) of

this subdivision (1)(which are adjusted for in-netkwcost-sharing requirements).

(A) The amount negotiated 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 swiance 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 capitatiomother similar payment arrangement), the

amount under this subdivision (A) is disregarded.

(B) The amount for the emergency service calculatsidg the same method the plan

generally uses to determine payments for out-of+oek services (such as the usual, customary,

and reasonable amount), excluding any in-netwonsagment or coinsurance imposed with

respect to the participant or beneficiary. The amau this subdivision (B) is determined without

reduction for out-of-network cost sharing that gafie applies under the plan or health insurance

coverage with respect to out-of-network 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.) fer émergency service, excluding any in-network

copayment or coinsurance imposed with respecte@é#nticipant or beneficiary.
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(2) Any cost-sharing requirement other than a copay or coinsurance requirement

(such as a deductible or out-of-pocket maximum) roayimposed 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 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-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) The provisions of this section shall apply t@udfathered health plans. This section

shall not apply to insurance coverage providingefienfor: (1) Hospital confinement indemnity;

(2) Disability income; (3) Accident only; (4) Lortgrm care; (5) Medicare supplement; (6)

Limited benefit health; (7) Specified disease indéyn (8) Sickness or bodily injury or death by

accident or both; and (9) Other limited benefitigek.

27-41-80. Internal and external appeal of adverseenefit 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 commissionetl stpply only to those adverse

benefit determinations within the jurisdiction dietdepartment of health pursuant to R.l. Gen.

Laws § 23-17.12 et seq. (Utilization Review Act).

(c) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and @her limited benefit policies. This section also

shall not apply to grandfathered health plans.

27-41-81. Prohibition on preexisting condition excisions. --(a) A health insurance

policy, subscriber contract, or health plan offeliedued, issued for delivery, or issued to cover a

resident of this state by a health insurance comnpegnsed pursuant to this title and/or chapter:

(1) Shall not limit or exclude coverage for an iridual under the age of nineteen (19) by

imposing a preexisting condition exclusion on ihdtvidual.

(2) For plan or policy years beginning on or aflanuary 1, 2014, shall not limit or

exclude coverage for any individual by imposing r@existing condition exclusion on that

individual.
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(b) As used in this section:

(1) “Preexisting condition exclusion” means a liaibn or exclusion of benéefits,

including a denial of coverage, based on the faat the condition (whether physical or mental)

was present before the effective date of coveragi,the coverage is denied, the date of denial,

under a health benefit plan whether or not any oadidvice, diagnosis, care or treatment was

recommended or received before the effective dateverage.

(2) “Preexisting condition exclusion” means any ifation or exclusion of benefits,

including a denial of coverage, applicable to ativildual as a result of information relating to an

individual's health status before the individuad®ective date of coverage, or if the coverage is

denied, the date of denial, under the health bepkiin, such as a condition (whether physical or

mental) identified as a result of a pre-enrollmgméstionnaire or physical examination given to

the individual, or review of medical records ratatito the pre-enrollment period.

(c) This section shall not apply to grandfatheredlth plans providing individual health

insurance coverage.

(d) This section shall not apply to insurance cagerproviding benefits for: (1) Hospital

confinement indemnity; (2) Disability income; (3)céident only; (4) Long-term care; (5)

Medicare supplement; (6) Limited benefit health; $pecified disease indemnity; (8) Sickness or

bodily injury or death by accident or both; and (8her limited benéefit policies.

SECTION 11. Sections 27-50-3 and 27-50-7 of the eé&@dnLaws in Chapter 27-50
entitled "Small Employer Health Insurance AvailapilAct" are hereby amended to read as
follows:

27-50-3. Definitions. [Effective December 31, 2030-- (a) "Actuarial certification"

means a written statement signed by a member oAtherican Academy of Actuaries or other
individual acceptable to the director that a snemiployer carrier is in compliance with the
provisions of section 27-50-5, based upon the p&rsxamination and including a review of the
appropriate records and the actuarial assumptiothsreethods used by the small employer carrier
in establishing premium rates for applicable helaéhefit plans.

(b) "Adjusted community rating" means a methodduse develop a carrier's premium
which spreads financial risk across the carriertgesmall group population in accordance with
the requirements in section 27-50-5.

(c) "Affiliate" or "affiliated" means any entity roperson who directly or indirectly
through one or more intermediaries controls ooigtilled by, or is under common control with,
a specified entity or person.

(d) "Affiliation period" means a period of timeahmust expire before health insurance
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coverage provided by a carrier becomes effectind,during which the carrier is not required to
provide benefits.

(e) "Bona fide association" means, with respechdalth benefit plans offered in this
state, an association which:

(1) Has been actively in existence for at leagt {b) years;

(2) Has been formed and maintained in good faithpurposes other than obtaining
insurance;

(3) Does not condition membership in the assamatin any health-status related factor
relating to an individual (including an employeeaofemployer or a dependent of an employee);

(4) Makes health insurance coverage offered thraing association available to all
members regardless of any health status-relatedrfesdating to those members (or individuals
eligible for coverage through a member);

(5) Does not make health insurance coverage dffdfn@ugh the association available
other than in connection with a member of the aasioq;

(6) Is composed of persons having a common irtteresalling;

(7) Has a constitution and bylaws; and

(8) Meets any additional requirements that theador may prescribe by regulation.

(f) "Carrier" or "small employer carrier" meang ahtities licensed, or required to be
licensed, in this state that offer health bendfinp covering eligible employees of one or more
small employers pursuant to this chapter. For ting@gses of this chapter, carrier includes an
insurance company, a nonprofit hospital or medmaivice corporation, a fraternal benefit
society, a health maintenance organization as @gfin chapter 41 of this title or as defined in
chapter 62 of title 42, or any other entity subjaxtstate insurance regulation that provides
medical care as defined in subsection (y) thataid pr financed for a small employer by such
entity on the basis of a periodic premium, paicdiy or through an association, trust, or other
intermediary, and issued, renewed, or deliverediiwibr without Rhode Island to a small
employer pursuant to the laws of this or any ojhesdiction, including a certificate issued to an
eligible employee which evidences coverage und@olicy or contract issued to a trust or
association.

(g) "Church plan" has the meaning given this temder section 3(33) of the Employee
Retirement Income Security Act of 1974 [29 U.S.&:ton 1002(33)_.

(h) "Control" is defined in the same manner ashapter 35 of this title.

() (1) "Creditable coverage" means, with respectan individual, health benefits or

coverage provided under any of the following:
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(i) A group health plan;

(ii) A health benefit plan;

(i) Part A or part B of Title XVIII of the SoclaSecurity Act, 42 U.S.C. section 1395c
et seq., or 42 U.S.C. section 1395j et seq., (Medjc

(iv) Title XIX of the Social Security Act, 42 U.S. section 1396 et seq., (Medicaid),
other than coverage consisting solely of benefiiden 42 U.S.C. section 1396s (the program for
distribution of pediatric vaccines);

(v) 10 U.S.C. section 1071 et seq., (medical amtal care for members and certain
former members of the uniformed services, and fairt dependents)(Civilian Health and
Medical Program of the Uniformed Services)(CHAMPUBYr purposes of 10 U.S.C. section
1071 et seq., "uniformed services" means the arime#s and the commissioned corps of the
National Oceanic and Atmospheric Administration afthe Public Health Service;

(vi) A medical care program of the Indian Healtdn#ce or of a tribal organization;

(vii) A state health benefits risk pool;

(viii) A health plan offered under 5 U.S.C. sentiB901 et seq., (Federal Employees
Health Benefits Program (FEHBP));

(iX) A public health plan, which for purposes bistchapter, means a plan established or
maintained by a state, county, or other politicabdivision of a state that provides health
insurance coverage to individuals enrolled in tlaepor

(X) A health benefit plan under section 5(e) af theace Corps Act (22 U.S.C. section
2504(€)).

(2) A period of creditable coverage shall not barded, with respect to enrollment of an
individual under a group health plan, if, after theriod and before the enrollment date, the
individual experiences a significant break in cewgr.

() "Dependent" means a spousa—uhmarredchild under the agef-nineteen—{19)

twenty-six (26)years,a

years,and an unmarried child of any age who is finahcidependent upon, the parent and is

medically determined to have a physical or memtgdairment which can be expected to result in
death or which has lasted or can be expected tdfdasa continuous period of not less than
twelve (12) months.

(k) "Director" means the director of the departtrgfrbusiness regulation.

() [Deleted by P.L. 2006, ch. 258, section 2, &nd. 2006, ch. 296, section 2.]

(m) "Eligible employee" means an employee who wook a full-time basis with a

normal work week of thirty (30) or more hours, gxcthat at the employer's sole discretion, the
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term shall also include an employee who works dullgime basis with a normal work week of
anywhere between at least seventeen and one-I7aff) (&nd thirty (30) hours, so long as this
eligibility criterion is applied uniformly among labf the employer's employees and without
regard to any health status-related factor. The tecludes a self-employed individual, a sole
proprietor, a partner of a partnership, and mayude an independent contractor, if the self-
employed individual, sole proprietor, partner, mdépendent contractor is included as an
employee under a health benefit plan of a smallleyep, but does not include an employee who
works on a temporary or substitute basis or whoksvdess than seventeen and one-half (17.5)
hours per week. Any retiree under contract with ardependently incorporated fire district is
also included in the definition of eligible empl@yeas well as any former employee of an
employer who retired before normal retirement agedefined by 42 U.S.C. 18002(a)(2)(c) while
the employer participates in the early retireeseiance program defined by that chapter. Persons
covered under a health benefit plan pursuant t&€Cthesolidated Omnibus Budget Reconciliation
Act of 1986 shall not be considered "eligible enyples” for purposes of minimum participation
requirements pursuant to section 27-50-7(d)(9).

(n) "Enrollment date" means the first day of caggr or, if there is a waiting period, the
first day of the waiting period, whichever is eerli

(o) "Established geographic service area" meagsographic area, as approved by the
director and based on the carrier's certificateushority to transact insurance in this state, iwith
which the carrier is authorized to provide coverage

(p) "Family composition" means:

(1) Enrollee;

(2) Enrollee, spouse and children;

(3) Enrollee and spouse; or

(4) Enrollee and children.

(q) "Genetic information" means information abgenes, gene products, and inherited
characteristics that may derive from the individoiah family member. This includes information
regarding carrier status and information derivemnflaboratory tests that identify mutations in
specific genes or chromosomes, physical medicamaions, family histories, and direct
analysis of genes or chromosomes.

() "Governmental plan" has the meaning given témen under section 3(32) of the
Employee Retirement Income Security Act of 1974128.C. section 1002(32), and any federal
governmental plan.

(s) (1) "Group health plan" means an employeeaxelbenefit plan as defined in section
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3(1) of the Employee Retirement Income Security #fct974, 29 U.S.C. section 1002(1), to the
extent that the plan provides medical care, asnddfiin subsection (y) of this section, and
including items and services paid for as mediced ta employees or their dependents as defined
under the terms of the plan directly or throughlurasice, reimbursement, or otherwise.

(2) For purposes of this chapter:

() Any plan, fund, or program that would not kmt for PHSA Section 2721(e), 42
U.S.C. section 300gg(e), as added by P.L. 104-49Employee welfare benefit plan and that is
established or maintained by a partnership, tcettient that the plan, fund or program provides
medical care, including items and services paicafomedical care, to present or former partners
in the partnership, or to their dependents, asiddfunder the terms of the plan, fund or program,
directly or through insurance, reimbursement oentlise, shall be treated, subject to paragraph
(ii) of this subdivision, as an employee welfaradi# plan that is a group health plan;

(i) In the case of a group health plan, the téemployer" also includes the partnership
in relation to any partner; and

(i) In the case of a group health plan, the téparticipant” also includes an individual
who is, or may become, eligible to receive a bengfier the plan, or the individual's beneficiary
who is, or may become, eligible to receive a beéngfier the plan, if:

(A) In connection with a group health plan main&a by a partnership, the individual is
a partner in relation to the partnership; or

(B) In connection with a group health plan mainéai by a self-employed individual,
under which one or more employees are participathis, individual is the self-employed
individual.

(t) (1) "Health benefit plan" means any hospital@edical policy or certificate, major
medical expense insurance, hospital or medicalceporporation subscriber contract, or health
maintenance organization subscriber contract. Heb#nefit plan includes short-term and
catastrophic health insurance policies, and a pahiat pays on a cost-incurred basis, except as
otherwise specifically exempted in this definition.

(2) "Health benefit plan" does not include onenawre, or any combination of, the
following:

(i) Coverage only for accident or disability incenmsurance, or any combination of

those;

(i) Coverage issued as a supplement to liahitisurance;

(i) Liability insurance, including general lidlty insurance and automobile liability
insurance;

LC02084/SUB A/2 - Page 65



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

(iv) Workers' compensation or similar insurance;

(v) Automobile medical payment insurance;

(vi) Credit-only insurance;

(vii) Coverage for on-site medical clinics; and

(viii) Other similar insurance coverage, specifiadederal regulations issued pursuant
to Pub. L. No. 104-191, under which benefits fodioal care are secondary or incidental to other
insurance benefits.

(3) "Health benefit plan" does not include thddwling benefits if they are provided
under a separate policy, certificate, or contrééhsurance or are otherwise not an integral part
of the plan:

(i) Limited scope dental or vision bengfits;

(i) Benefits for long-term care, nursing homeezdrome health care, community-based
care, or any combination of those; or

(iif) Other similar, limited benefits specified ii@deral regulations issued pursuant to
Pub. L. No. 104-191.

(4) "Health benefit plan" does not include theldaling benefits if the benefits are
provided under a separate policy, certificate amtiaxt of insurance, there is no coordination
between the provision of the benefits and any exafuof benefits under any group health plan
maintained by the same plan sponsor, and the lermeé paid with respect to an event without
regard to whether benefits are provided with resfmesuch an event under any group health plan
maintained by the same plan sponsor:

(i) Coverage only for a specified disease or ghjer

(i) Hospital indemnity or other fixed indemnitggurance.

(5) "Health benefit plan" does not include thddaling if offered as a separate policy,
certificate, or contract of insurance:

(i) Medicare supplemental health insurance asnddfiunder section 1882(g)(1) of the
Social Security Act, 42 U.S.C. section 1395ss(g)(1)

(i) Coverage supplemental to the coverage pravideder 10 U.S.C. section 1071 et
seq.; or

(i) Similar supplemental coverage provided toeage under a group health plan.

(6) A carrier offering policies or certificates specified disease, hospital confinement
indemnity, or limited benefit health insurance sleamply with the following:

(i) The carrier files on or before March 1 of eaaar a certification with the director

that contains the statement and information desdrib paragraph (ii) of this subdivision;
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(i) The certification required in paragraph (i this subdivision shall contain the
following:

(A) A statement from the carrier certifying thailipies or certificates described in this
paragraph are being offered and marketed as supptairhealth insurance and not as a substitute
for hospital or medical expense insurance or magdical expense insurance; and

(B) A summary description of each policy or céctife described in this paragraph,
including the average annual premium rates (oreafgremium rates in cases where premiums
vary by age or other factors) charged for thoseiea and certificates in this state; and

(iii) In the case of a policy or certificate thatdescribed in this paragraph and that is
offered for the first time in this state on or affily 13, 2000, the carrier shall file with the
director the information and statement requiregaragraph (ii) of this subdivision at least thirty
(30) days prior to the date the policy or certifces issued or delivered in this state.

(u) "Health maintenance organization" or "HMO" meaa health maintenance
organization licensed under chapter 41 of thie.titl

(v) "Health status-related factor" means any efftiilowing factors:

(1) Health status;

(2) Medical condition, including both physical am&ntal illnesses;

(3) Claims experience;

(4) Receipt of health care;

(5) Medical history;

(6) Genetic information;

(7) Evidence of insurability, including conditiorarising out of acts of domestic
violence; or

(8) Disability.

(w) (1) "Late enrollee” means an eligible employee dependent who requests
enrollment in a health benefit plan of a small ewgpl following the initial enrollment period
during which the individual is entitled to enrolhder the terms of the health benefit plan,
provided that the initial enroliment period is aipd of at least thirty (30) days.

(2) "Late enrollee" does not mean an eligible eypé or dependent:

(i) Who meets each of the following provisions:

(A) The individual was covered under creditablesazage at the time of the initial
enrollment;

(B) The individual lost creditable coverage as esmuft of cessation of employer

contribution, termination of employment or eligityl reduction in the number of hours of
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employment, involuntary termination of creditableverage, or death of a spouse, divorce or
legal separation, or the individual and/or depetsiane determined to be eligible for RlteCare
under chapter 5.1 of title 40 or chapter 12.3 tbd #2 or for RIteShare under chapter 8.4 of title
40; and

(C) The individual requests enrollment within thi(30) days after termination of the
creditable coverage or the change in conditiontsgaee rise to the termination of coverage;

(if) If, where provided for in contract or wherg¢herwise provided in state law, the
individual enrolls during the specified bona fideea enrollment period;

(iii) If the individual is employed by an employahich offers multiple health benefit
plans and the individual elects a different planryian open enrollment period;

(iv) If a court has ordered coverage be providedafspouse or minor or dependent child
under a covered employee's health benefit plaraaredjuest for enrollment is made within thirty
(30) days after issuance of the court order;

(v) If the individual changes status from not lgean eligible employee to becoming an
eligible employee and requests enrollment withirtyl{30) days after the change in status;

(vi) If the individual had coverage under a COBRAntinuation provision and the
coverage under that provision has been exhausted; o

(vii) Who meets the requirements for special dnmreht pursuant to section 27-50-7 or
27-50-8.

(x) "Limited benefit health insurance" means tf@m of coverage that pays stated
predetermined amounts for specific services otrreats or pays a stated predetermined amount
per day or confinement for one or more named cardif named diseases or accidental injury.

(y) "Medical care" means amounts paid for:

(1) The diagnosis, care, mitigation, treatmentpm@vention of disease, or amounts paid
for the purpose of affecting any structure or fiocof the body;

(2) Transportation primarily for and essentialtedical care referred to in subdivision
(1); and

(3) Insurance covering medical care referred tostbdivisions (1) and (2) of this
subsection.

(2) "Network plan" means a health benefit plaruésk by a carrier under which the
financing and delivery of medical care, includitgns and services paid for as medical care, are
provided, in whole or in part, through a defineticfeproviders under contract with the carrier.

(aa) "Person” means an individual, a corporatéopartnership, an association, a joint

venture, a joint stock company, a trust, an unipoated organization, any similar entity, or any
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combination of the foregoing.

(bb) "Plan sponsor" has the meaning given thimtander section 3(16)(B) of the
Employee Retirement Income Security Act of 19741129.C. section 1002(16)(B).

(cc) (1) "Preexisting condition" means a conditioegardless of the cause of the
condition, for which medical advice, diagnosis,e;arr treatment was recommended or received
during the six (6) months immediately precedinggheoliment date of the coverage.

(2) "Preexisting condition" does not mean a cooditfor which medical advice,
diagnosis, care, or treatment was recommendedceivesl for the first time while the covered
person held creditable coverage and that was areduJsenefit under the health benefit plan,
provided that the prior creditable coverage wadinoous to a date not more than ninety (90)
days prior to the enrollment date of the new cayera

(3) Genetic information shall not be treated am@dition under subdivision (1) of this
subsection for which a preexisting condition exidasmay be imposed in the absence of a
diagnosis of the condition related to the informati

(dd) "Premium" means all moneys paid by a smalpleger and eligible employees as a
condition of receiving coverage from a small empglogarrier, including any fees or other
contributions associated with the health beneéihpl

(ee) "Producer" means any insurance producerdesnnder chapter 2.4 of this title.

(f) "Rating period" means the calendar periodvidrich premium rates established by a
small employer carrier are assumed to be in effect.

(gg) "Restricted network provision" means any Bion of a health benefit plan that
conditions the payment of benefits, in whole oipart, on the use of health care providers that
have entered into a contractual arrangement wighctrrier pursuant to provide health care
services to covered individuals.

(hh) "Risk adjustment mechanism" means the meshanstablished pursuant to section
27-50-16.

(i) "Self-employed individual" means an individuar sole proprietor who derives a
substantial portion of his or her income from aé&ar business through which the individual or
sole proprietor has attempted to earn taxable iecamd for which he or she has filed the
appropriate Internal Revenue Service Form 1040e@dk C or F, for the previous taxable year.

(i) "Significant break in coverage" means a periaf ninety (90) consecutive days
during all of which the individual does not haveyameditable coverage, except that neither a
waiting period nor an affiliation period is takema account in determining a significant break in

coverage.
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(kk) "Small employer" means, except for its uses@ttion 27-50-7, any person, firm,
corporation, partnership, association, politicabdivision, or self-employed individual that is
actively engaged in business including, but nottéthto, a business or a corporation organized
under the Rhode Island Non-Profit Corporation Agttapter 6 of title 7, or a similar act of
another state that, on at least fifty percent (5@¥ojts working days during the preceding
calendar quarter, employed no more than fifty @@ible employees, with a normal work week
of thirty (30) or more hours, the majority of whomere employed within this state, and is not
formed primarily for purposes of buying health irewce and in which a bona fide employer-
employee relationship exists. In determining thenber of eligible employees, companies that
are affiliated companies, or that are eligibleil® & combined tax return for purposes of taxation
by this state, shall be considered one employdns&uent to the issuance of a health benefit
plan to a small employer and for the purpose oértning continued eligibility, the size of a
small employer shall be determined annually. Excagt otherwise specifically provided,
provisions of this chapter that apply to a smalptayer shall continue to apply at least until the
plan anniversary following the date the small erptano longer meets the requirements of this
definition. The term small employer includes a-s#tfployed individual.

(Il') "Waiting period" means, with respect to agp health plan and an individual who
is a potential enrollee in the plan, the period thast pass with respect to the individual before
the individual is eligible to be covered for betefinder the terms of the plan. For purposes of
calculating periods of creditable coverage purstarstubsection (j)(2) of this section, a waiting
period shall not be considered a gap in coverage.

(mm) "Wellness health benefit plan" means a plewvetbped pursuant to section 27-50-
10.

(nn) "Health insurance commissioner® or "commissid means that individual
appointed pursuant to section 42-14.5-1 of the gta&ws and afforded those powers and duties
as set forth in sections 42-14.5-2 and 42-14.5+8lef42.

(oo) "Low-wage firm" means those with average veagieat fall within the bottom
guartile of all Rhode Island employers.

(pp) "Wellness health benefit plan" means thethdagnefit plan offered by each small
employer carrier pursuant to section 27-50-7.

(qq) "Commissioner" means the health insurancentigsioner.

27-50-7. Availability of coverage. --(a) Until October 1, 2004, for purposes of this

section, "small employer" includes any person, fiorporation, partnership, association, or

political subdivision that is actively engaged ushess that on at least fifty percent (50%) of its
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working days during the preceding calendar quadsmployed a combination of no more than
fifty (50) and no less than two (2) eligible empteg and part-time employees, the majority of
whom were employed within this state, and is naifed primarily for purposes of buying health

insurance and in which a bona fide employer-emmagtationship exists. After October 1, 2004,

for the purposes of this section, "small employ&’ the meaning used in section 27-50-3(kKk).

(b) (1) Every small employer carrier shall, asoadition of transacting business in this
state with small employers, actively offer to smedhployers all health benefit plans it actively
markets to small employers in this state includangvellness health benefit plan. A small
employer carrier shall be considered to be activedyketing a health benefit plan if it offers that
plan to any small employer not currently receivengealth benefit plan from the small employer
carrier.

(2) Subject to subdivision (1) of this subsectiarsmall employer carrier shall issue any
health benefit plan to any eligible small emplogeat applies for that plan and agrees to make the
required premium payments and to satisfy the othasonable provisions of the health benefit
plan not inconsistent with this chapter. However,carrier is required to issue a health benefit
plan to any self-employed individual who is covebgt or is eligible for coverage under, a health
benefit plan offered by an employer.

(c) (1) A small employer carrier shall file withe director, in a format and manner
prescribed by the director, the health benefit pl@nbe used by the carrier. A health benefit plan
filed pursuant to this subdivision may be used meall employer carrier beginning thirty (30)
days after it is filed unless the director disappsoits use.

(2) The director may at any time may, after provgdnotice and an opportunity for a
hearing to the small employer carrier, disapprénvedontinued use by a small employer carrier of
a health benefit plan on the grounds that the gtees not meet the requirements of this chapter.

(d) Health benefit plans covering small employshall comply with the following
provisions:

(1) A health benefit plan shall not deny, exclude, limit benefits for a covered
individual for losses incurred more than six (6)nths following the enrollment date of the
individual's coverage due to a preexisting conditior the first date of the waiting period for
enrollment if that date is earlier than the enreliindate. A health benefit plan shall not define a
preexisting condition more restrictively than afirted in section 27-50-3.

(2) (i) Except as provided in subdivision (3) bistsubsection, a small employer carrier
shall reduce the period of any preexisting conditaclusion by the aggregate of the periods of

creditable coverage without regard to the spebidicefits covered during the period of creditable

LC02084/SUB A/2 - Page 71



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

coverage, provided that the last period of crethbtaloverage ended on a date not more than
ninety (90) days prior to the enroliment date okr®verage.

(i) The aggregate period of creditable coveragesdnot include any waiting period or
affiliation period for the effective date of theweoverage applied by the employer or the carrier,
or for the normal application and enrollment pracéslowing employment or other triggering
event for eligibility.

(i) A carrier that does not use preexisting ctind limitations in any of its health
benefit plans may impose an affiliation period that

(A) Does not exceed sixty (60) days for new entra@md not to exceed ninety (90) days
for late enrollees;

(B) During which the carrier charges no premiunmsl dhe coverage issued is not
effective; and

(C) Is applied uniformly, without regard to anyattb status-related factor.

(iv) This section does not preclude applicatioran waiting period applicable to all
new enrollees under the health benefit plan, pexvithat any carrier-imposed waiting period is
no longer than sixty (60) days.

(3) (i) Instead of as provided in paragraph (20fi)this subsection, a small employer
carrier may elect to reduce the period of any getiexy condition exclusion based on coverage of
benefits within each of several classes or categai benefits specified in federal regulations.

(i) A small employer electing to reduce the pdriof any preexisting condition
exclusion using the alternative method describguhiragraph (i) of this subdivision shall:

(A) Make the election on a uniform basis for alt@lees; and

(B) Count a period of creditable coverage withpees to any class or category of
benefits if any level of benefits is covered witkie class or category.

(i) A small employer carrier electing to reduttee period of any preexisting condition
exclusion using the alternative method describatkuparagraph (i) of this subdivision shall:

(A) Prominently state that the election has beedenin any disclosure statements
concerning coverage under the health benefit glazath enrollee at the time of enroliment under
the plan and to each small employer at the timtb@bffer or sale of the coverage; and

(B) Include in the disclosure statements the efi€the election.

(4) (i) A health benefit plan shall accept latecatiees, but may exclude coverage for late
enrollees for preexisting conditions for a periad to exceed twelve (12) months.

(i) A small employer carrier shall reduce the ipdrof any preexisting condition

exclusion pursuant to subdivision (2) or (3) okthubsection.
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(5) A small employer carrier shall not impose agxisting condition exclusion:

(i) Relating to pregnancy as a preexisting coaditor

(i) With regard to a child who is covered undery areditable coverage within thirty
(30) days of birth, adoption, or placement for aiop provided that the child does not
experience a significant break in coverage, andiged that the child was adopted or placed for
adoption before attaining eighteen (18) years ef ag

(6) A small employer carrier shall not impose agxisting condition exclusion in the
case of a condition for which medical advice, d@gjs, care or treatment was recommended or
received for the first time while the covered pardwld creditable coverage, and the medical
advice, diagnosis, care or treatment was a coveesefit under the plan, provided that the
creditable coverage was continuous to a date noe rtiman ninety (90) days prior to the
enrollment date of the new coverage.

(7) (i) A small employer carrier shall permit amgoyee or a dependent of the
employee, who is eligible, but not enrolled, toatinfor coverage under the terms of the group
health plan of the small employer during a speamabliment period if:

(A) The employee or dependent was covered undeowp health plan or had coverage
under a health benefit plan at the time coverage praviously offered to the employee or
dependent;

(B) The employee stated in writing at the time exage was previously offered that
coverage under a group health plan or other hdmdtrefit plan was the reason for declining
enrollment, but only if the plan sponsor or cagrierapplicable, required that statement at the
time coverage was previously offered and providatite to the employee of the requirement and
the consequences of the requirement at that time;

(C) The employee's or dependent's coverage desctibder subparagraph (A) of this
paragraph:

() Was under a COBRA continuation provision ahd toverage under this provision
has been exhausted; or

(I Was not under a COBRA continuation provisiand that other coverage has been
terminated as a result of loss of eligibility faverage, including as a result of a legal separatio
divorce, death, termination of employment, or réiuncin the number of hours of employment or
employer contributions towards that other covetames been terminated; and

(D) Under terms of the group health plan, the eygé requests enroliment not later
than thirty (30) days after the date of exhaustbrcoverage described in item (C)(I) of this

paragraph or termination of coverage or employetrdmution described in item (C)(Il) of this
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paragraph.

(i) If an employee requests enrollment pursuamt subparagraph (i)(D) of this
subdivision, the enroliment is effective not lathan the first day of the first calendar month
beginning after the date the completed requesricoliment is received.

(8) (i) A small employer carrier that makes coggravailable under a group health plan
with respect to a dependent of an individual spativide for a dependent special enroliment
period described in paragraph (ii) of this subdansduring which the person or, if not enrolled,
the individual may be enrolled under the group theplan as a dependent of the individual and,
in the case of the birth or adoption of a chilee #pouse of the individual may be enrolled as a
dependent of the individual if the spouse is elggior coverage if:

(A) The individual is a participant under the hidlenefit plan or has met any waiting
period applicable to becoming a participant untlerglan and is eligible to be enrolled under the
plan, but for a failure to enroll during a previargollment period; and

(B) A person becomes a dependent of the indivitlwmalugh marriage, birth, or adoption
or placement for adoption.

(i) The special enrollment period for individudlsat meet the provisions of paragraph
(i) of this subdivision is a period of not lessritthirty (30) days and begins on the later of:

(A) The date dependent coverage is made available;

(B) The date of the marriage, birth, or adoptiorplacement for adoption described in
subparagraph (i)(B) of this subdivision.

(i) If an individual seeks to enroll a dependehitring the first thirty (30) days of the
dependent special enrollment period described updeagraph (ii) of this subdivision, the
coverage of the dependent is effective:

(A) In the case of marriage, not later than thst flay of the first month beginning after
the date the completed request for enrollmentdsived,;

(B) In the case of a dependent's birth, as ofitite of birth; and

(C) In the case of a dependent's adoption or plane for adoption, the date of the
adoption or placement for adoption.

(9) (i) Except as provided in this subdivisiongqueements used by a small employer
carrier in determining whether to provide coveréme small employer, including requirements
for minimum participation of eligible employees amihimum employer contributions, shall be
applied uniformly among all small employers applyfior coverage or receiving coverage from
the small employer carrier.

(i) For health benefit plans issued or renewedoorafter October 1, 2000, a small
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employer carrier shall not require a minimum p@ptidon level greater than seventy-five percent
(75%) of eligible employees.

(i) In applying minimum participation requiremsrwith respect to a small employer, a
small employer carrier shall not consider employ@edependents who have creditable coverage
in determining whether the applicable percentageadicipation is met.

(iv) A small employer carrier shall not increasg aequirement for minimum employee
participation or modify any requirement for minimwmployer contribution applicable to a small
employer at any time after the small employer heenlaccepted for coverage.

(20) (i) If a small employer carrier offers covgeato a small employer, the small
employer carrier shall offer coverage to all of #lggible employees of a small employer and
their dependents who apply for enrollment durirgplriod in which the employee first becomes
eligible to enroll under the terms of the plan.mAadl employer carrier shall not offer coverage to
only certain individuals or dependents in a smaplyer group or to only part of the group.

(i) A small employer carrier shall not place amegtriction in regard to any health status-
related factor on an eligible employee or dependeith respect to enrollment or plan
participation.

(iif) Except as permitted under subdivisions (hd&a4) of this subsection, a small
employer carrier shall not modify a health benpkin with respect to a small employer or any
eligible employee or dependent, through riderspesements, or otherwise, to restrict or exclude
coverage or benefits for specific diseases, medmadiitions, or services covered by the plan.

(e) (1) Subject to subdivision (3) of this subimtt a small employer carrier is not
required to offer coverage or accept applicatiomsyeant to subsection (b) of this section in the
case of the following:

(i) To a small employer, where the small emplogees not have eligible individuals
who live, work, or reside in the established gephgiaservice area for the network plan;

(i) To an employee, when the employee does nat, livork, or reside within the
carrier's established geographic service area; or

(i) Within an area where the small employer @arrreasonably anticipates, and
demonstrates to the satisfaction of the directoat it will not have the capacity within its
established geographic service area to deliveicgnadequately to enrollees of any additional
groups because of its obligations to existing grpolicyholders and enrollees.

(2) A small employer carrier that cannot offer emge pursuant to paragraph (1)(iii) of
this subsection may not offer coverage in the apple area to new cases of employer groups

until the later of one hundred and eighty (180)sdfoflowing each refusal or the date on which
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the carrier notifies the director that it has regal capacity to deliver services to new employer
groups.

(3) A small employer carrier shall apply the pgiwns of this subsection uniformly to all
small employers without regard to the claims exgraé of a small employer and its employees
and their dependents or any health status-relaetbrf relating to the employees and their
dependents.

(f) (1) A small employer carrier is not requiremgrovide coverage to small employers
pursuant to subsection (b) of this section if:

(i) For any period of time the director determirtes small employer carrier does not
have the financial reserves necessary to underaddéional coverage; and

(i) The small employer carrier is applying thigbsection uniformly to all small
employers in the small group market in this statesestent with applicable state law and without
regard to the claims experience of a small emplayer its employees and their dependents or
any health status-related factor relating to thpleyees and their dependents.

(2) A small employer carrier that denies coveragaccordance with subdivision (1) of
this subsection may not offer coverage in the sgrallip market for the later of:

(i) A period of one hundred and eighty (180) dafter the date the coverage is denied;
or

(i) Until the small employer has demonstratedtlie director that it has sufficient
financial reserves to underwrite additional coverag

(9) (1) A small employer carrier is not requiredprovide coverage to small employers
pursuant to subsection (b) of this section if theals employer carrier elects not to offer new
coverage to small employers in this state.

(2) A small employer carrier that elects not tbeofnew coverage to small employers
under this subsection may be allowed, as determiiyethe director, to maintain its existing
policies in this state.

(3) A small employer carrier that elects not tbeofnew coverage to small employers
under subdivision (g)(1) shall provide at least tw@dred and twenty (120) days notice of its
election to the director and is prohibited fromtmg new business in the small employer market
in this state for a period of five (5) years begngnon the date the carrier ceased offering new
coverage in this state.

(h) No small group carrier may impose a pre-exgsttondition exclusion pursuant to the

provisions of subdivisions 27-50-7(d)(1), 27-50372d, 27-50-7(d)(3), 27-50-7(d)(4), 27-50-

7(d)(5) and 27-50-7(d)(6) with regard to an induadithat is less than nineteen (19) years of age.
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With respect to health benefit plans issued onaftet January 1, 2014 a small employer carrier

shall offer and issue coverage to small employers eigible individuals notwithstanding any

pre-existing condition of an employee, memberndiiidual, or their dependents.

SECTION 12. Section 27-18.6-3 of the General law€lhapter 27-18.6 entitled "Large
Group Health Insurance Coverage" is hereby ametalezhd as follows:

27-18.6-3. Limitation on preexisting condition _exalsion. --(a) (1) Notwithstanding

any of the provisions of this title to the contrasy group health plan and a health insurance
carrier offering group health insurance coveragdl siot deny, exclude, or limit benefits with
respect to a participant or beneficiary becausemeexisting condition exclusion except if:

(i) The exclusion relates to a condition (whethkygcal or mental), regardless of the
cause of the condition, for which medical advidagdosis, care, or treatment was recommended
or received within the six (6) month period endargthe enroliment date;

(i) The exclusion extends for a period of not mtran twelve (12) months (or eighteen
(18) months in the case of a late enrollee) aftereinroliment date; and

(i) The period of the preexisting condition exsion is reduced by the aggregate of the
periods of creditable coverage, if any, applicabléhe participant or the beneficiary as of the
enrollment date.

(2) For purposes of this section, genetic infororashall not be treated as a preexisting
condition in the absence of a diagnosis of the itimmdrelated to that information.

(b) With respect to paragraph (a)(1)(iii) of thescg8on, a period of creditable coverage
shall not be counted, with respect to enrolimenamfindividual under a group health plan, if,
after that period and before the enrollment ddteret was a sixty-three (63) day period during
which the individual was not covered under any itadde coverage.

(c) Any period that an individual is in a waitingnod for any coverage under a group
health plan or for group health insurance or ismaffiliation period shall not be taken into
account in determining the continuous period ursddsection (b) of this section.

(d) Except as otherwise provided in subsection ofe}his section, for purposes of
applying paragraph (a)(1)(iii) of this section, myp health plan and a health insurance carrier
offering group health insurance coverage shall t@uperiod of creditable coverage without
regard to the specific benefits covered duringoiréod.

(e) (1) A group health plan or a health insuraraeier offering group health insurance
may elect to apply paragraph (a)(2)(iii) of thistsen based on coverage of benefits within each
of several classes or categories of benefits. Thtmgses or categories of benefits are to be

determined by the secretary of the United StategaBment of Health and Human Services

LC02084/SUB A/2 - Page 77



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

pursuant to regulation. The election shall be madea uniform basis for all participants and
beneficiaries. Under the election, a group hedktim pr carrier shall count a period of creditable
coverage with respect to any class or categoryeoikefits if any level of benefits is covered
within the class or category.

(2) In the case of an election under this subseatitth respect to a group health plan
(whether or not health insurance coverage is peavith connection with that plan), the plan
shall:

() Prominently state in any disclosure statemeotscerning the plan, and state to each
enrollee under the plan, that the plan has madel#otion; and

(i) Include in the statements a description ofeffect of this election.

(3) In the case of an election under this subsectiith respect to health insurance
coverage offered by a carrier in the large grougketathe carrier shall:

(i) Prominently state in any disclosure statemeotscerning the coverage, and to each
employer at the time of the offer or sale of theerage, that the carrier has made the election;
and

(i) Include in the statements a description oféfffect of the election.

() (1) A group health plan and a health insuracaeier offering group health insurance
coverage may not impose any preexisting conditiartusion in the case of an individual who, as
of the last day of the thirty (30) day period bewng with the date of birth, is covered under
creditable coverage.

(2) Subdivision (1) of this subsection shall nhogenapply to an individual after the end
of the first sixty-three (63) day period during aflwhich the individual was not covered under
any creditable coverage. Moreover, any period #ématndividual is in a waiting period for any
coverage under a group health plan (or for growgtihénsurance coverage) or is in an affiliation
period shall not be taken into account in detemgnihe continuous period for purposes of
determining creditable coverage.

(9) (1) A group health plan and a health insuracareier offering group health insurance
coverage may not impose any preexisting conditieciusion in the case of a child who is
adopted or placed for adoption before attainingpteign (18) years of age and who, as of the last
day of the thirty (30) day period beginning on ttage of the adoption or placement for adoption,
is covered under creditable coverage. The prevéemsence does not apply to coverage before
the date of the adoption or placement for adoption.

(2) Subdivision (1) of this subsection shall nhogenapply to an individual after the end

of the first sixty-three (63) day period during aflwhich the individual was not covered under
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any creditable coverage. Any period that an indigidis in a waiting period for any coverage
under a group health plan (or for group health niasce coverage) or is in an affiliation period
shall not be taken into account in determiningdbetinuous period for purposes of determining
creditable coverage.

(h) A group health plan and a health insuranceieraaffering group health insurance
coverage may not impose any preexisting conditimolusion relating to pregnancy as a

preexisting conditiomr with regard to an individual who is under nireztg19) years of age

() (1) Periods of creditable coverage with resgecan individual shall be established
through presentation of certifications. A grouplttealan and a health insurance carrier offering
group health insurance coverage shall providefiations:

() At the time an individual ceases to be coveveder the plan or becomes covered
under a COBRA continuation provision;

(i) In the case of an individual becoming coveradier a continuation provision, at the
time the individual ceases to be covered undergimiision; and

(i) On the request of an individual made not tdtean twenty-four (24) months after the
date of cessation of the coverage described irgpegph (i) or (ii) of this subdivision, whichever
is later.

(2) The certification under this subsection mayhavided, to the extent practicable, at a
time consistent with notices required under anyliegiple COBRA continuation provision.

(3) The certification described in this subseci®a written certification of:

() The period of creditable coverage of the indial under the plan and the coverage (if
any) under the COBRA continuation provision; and

(i) The waiting period (if any) (and affiliationgpiod, if applicable) imposed with respect
to the individual for any coverage under the plan.

(4) To the extent that medical care under a groegith plan consists of group health
insurance coverage, the plan is deemed to havdisdtthe certification requirement under this
subsection if the health insurance carrier offeting coverage provides for the certification in
accordance with this subsection.

(5) In the case of an election taken pursuant bsection (e) of this section by a group
health plan or a health insurance carrier, if tlam or carrier enrolls an individual for coverage
under the plan and the individual provides a dedtiifon of creditable coverage, upon request of
the plan or carrier, the entity which issued thetifogation shall promptly disclose to the
requisition plan or carrier information on coveragfeclasses and categories of health benefits

available under that entity's plan or coverage, thedentity may charge the requesting plan or
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carrier for the reasonable cost of disclosing tfiermation.

(6) Failure of an entity to provide information wmdthis subsection with respect to
previous coverage of an individual so as to adWraffect any subsequent coverage of the
individual under another group health plan or Heditsurance coverage, as determined in
accordance with rules and regulations establishedthe secretary of the United States
Department of Health and Human Services, is a timiaof this chapter.

() A group health plan and a health insuranceieawffering group health insurance
coverage in connection with a group health plal gleemit an employee who is eligible, but not
enrolled, for coverage under the terms of the glana dependent of an employee if the
dependent is eligible, but not enrolled, for cogerander the terms) to enroll for coverage under
the terms of the plan if each of the following citioths are met:

(1) The employee or dependent was covered undeowp chealth plan or had health
insurance coverage at the time coverage was prayiotfered to the employee or dependent;

(2) The employee stated in writing at the time #dmterage under a group health plan or
health insurance coverage was the reason for degkmrollment, but only if the plan sponsor or
carrier (if applicable) required a statement attthee and provided the employee with notice of
that requirement (and the consequences of theregnent) at the time;

(3) The employee's or dependent's coverage deddritsibsection (j)(1):

(i) Was under a COBRA continuation provision and tloverage under that provision
was exhausted; or

(i) Was not under a continuation provision andheitthe coverage was terminated as a
result of loss of eligibility for the coverage (Ilnding as a result of legal separation, divorce,
death, termination of employment, or reduction lie thumber of hours of employment) or
employer contributions towards the coverage waraitated; and

(4) Under the terms of the plan, the employee rstguenroliment not later than thirty
(30) days after the date of exhaustion of covedmgeribed in paragraph (3)(i) of this subsection
or termination of coverage or employer contributidescribed in paragraph (3)(ii) of this
subsection.

(k) (1) If a group health plan makes coverage aWdgl with respect to a dependent of an
individual, the individual is a participant undéetplan (or has met any waiting period applicable
to becoming a participant under the plan and @il#é to be enrolled under the plan but for a
failure to enroll during a previous enroliment jpel), and a person becomes a dependent of the
individual through marriage, birth, or adoptionglacement through adoption, the group health

plan shall provide for a dependent special enrailnpeeriod during which the person (or, if not
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enrolled, the individual) may be enrolled under pien as a dependent of the individual, and in
the case of the birth or adoption of a child, theuse of the individual may be enrolled as a
dependent of the individual if the spouse is elafor coverage.

(2) A dependent special enrollment period shalbhgeriod of not less than thirty (30)
days and shall begin on the later of:

() The date dependent coverage is made available;

(i) The date of the marriage, birth, or adoptianptacement for adoption (as the case
may be).

(3) If an individual seeks to enroll a dependentirdy the first thirty (30) days of a
dependent special enrollment period, the coveragealependent shall become effective:

() In the case of marriage, not later than thstfitay of the first month beginning after
the date the completed request for enrolimentasived;

(i) In the case of a dependent's birth, as ofddie of the birth; or

(iif) In the case of a dependent's adoption or gateent for adoption, the date of the
adoption or placement for adoption.

(O (1) A health maintenance organization whicheddf health insurance coverage in
connection with a group health plan and which dnes impose any preexisting condition
exclusion allowed under subsection (a) of thisisactith respect to any particular coverage
option may impose an affiliation period for the ecage option, but only if that period is applied
uniformly without regard to any health status-rethtactors, and the period does not exceed two
(2) months (or three (3) months in the case ofeadarollee).

(2) For the purposes of this subsection, an difilfreshall begin on the enrollment date.

(3) An affiliation period under a plan shall runncarrently with any waiting period
under the plan.

(4) The director may approve alternative methodsnfrthose described under this
subsection to address adverse selection.

(m) For the purpose of determining creditable cager pursuant to this chapter, no
period before July 1, 1996, shall be taken intooant. Individuals who need to establish
creditable coverage for periods before July 1, 12®@ who would have the coverage credited
but for the prohibition in the preceding senten@y e given credit for creditable coverage for
those periods through the presentation of docunantgher means in accordance with any rule
or regulation that may be established by the sagretf the United States Department of Health
and Human Services.

(n) In the case of an individual who seeks to disalereditable coverage for any period
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for which certification is not required becauseelates to an event occurring before June 30,
1996, the individual may present other credibledence of coverage in order to establish the
period of creditable coverage. The group healtim plad a health insurance carrier shall not be
subject to any penalty or enforcement action wetkpect to the plan's or carrier's crediting (or not
crediting) the coverage if the plan or carrier lsasight to comply in good faith with the
applicable requirements of this section.

(o) Notwithstanding the provisions of any genemapuoblic law to the contrary, for plan

or policy years beginning on and after January0142a group health plan and a health insurance

carrier offering group health insurance coveracal stot deny, exclude, or limit benefits with

respect to a participant or beneficiary becausemgrkeexisting condition exclusion.

SECTION. 13 Applicability and Construction.

(a) This act shall apply only to health insuranoiges, subscriber contracts, and any

other health benefit contract issued on and aftgr 1), 2012 notwithstanding any other provision

of this act.

(b) In its construction and enforcement of the miowns of this act, and in the interests of

promoting uniform national rules for health inswarcarriers, the office of the health insurance

commissioner shall give due deference to the coctstn, enforcement policies, and guidance of

the federal government with respect to federal $alystantially similar to the provisions of this

act.
SECTION 14. Sections 27-18-36, 27-18-36.1, 27-12-3thd 27-18-36.3 of the General

Laws in Chapter 27-18 entitled "Accident and Sideéhsurance Policies" are hereby repealed

on the effective date of Rl General Law 27-18-80.
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SECTION 15. Sections 27-19-32, 27-19-32.1, 27-12-3d 27-19-32.3 of the General

Laws in Chapter 27-19 entitled "Nonprofit Hospi&#rvice Corporations" are hereby repealed on

the effective date of Rl General Law 27-19-64.
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SECTION 16. Sections 27-20-27, 27-20-27.1, 27-2@-2nd 27-20-27.3 of the General
Laws in Chapter 27-20 entitled "Nonprofit Medicar@ce Corporations" are hereby repealed on

the effective date of Rl General Law 27-20-64.
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SECTION 17. Sections 27-41-41, 27-41-41.1, 27-42-4hd 27-41-41.3 of the General
Laws in Chapter 27-41 entitled "Health Maintenaf@ganizations" are hereby repealed on the

effective date of Rl General Law 27-41-77.
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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 standemdsistent with the health insurance
standards established in the Patient ProtectionAdiaddable Care Act of 2010, as amended by
the Health Care and Education Reconciliation Ac2010. These rules and standards would
include, but are not limited to, prohibitions orseission of coverage, discrimination in coverage,
and prohibitions on annual and lifetime limits @lverage unless such limits meet set minimum
amounts, as well as adding definitions to the daraptovering health insurance. Specific
provisions of this act shall not be enforced by ¢benmissioner of the RI Office of the Health
Insurance Commissioner in the event that correspgnsiections of the Patient Protection and
Affordable Care Act are repealed or found invalid.

This act would take effect upon passage.
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