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Section 1.
Authority


Part I of this Rule is promulgated by the Superintendent pursuant to Title 24 M.R.S.A. Chapter 19, and Title 24-A M.R.S.A. Sections 212, 2736-C(6)(F), 2736-C(8), 4222-A, and 4222-B.


Part II of this Rule is promulgated by the Superintendent pursuant to Title 24-A M.R.S.A. Sections 4202-A(1), 4204(2-A)(O), and 212.

Section 2.
Purpose


The purpose of Part I of this Rule is to define the coverage requirements for two standardized health plans that must be offered by all carriers providing individual coverage as described in Section 3 of this Rule. This Rule also establishes marketing standards for these plans.
The purpose of Part II of this Rule is to establish product design guidelines for health maintenance organizations (HMOs) doing business in Maine. These HMO product design guidelines are designed and intended to give HMOs the flexibility to create plans, other than the required standard plans, that meet the needs of the market for health coverage at a reasonable cost. These HMO product design guidelines are not intended to be used as a standardized plan. Rather, they are intended to permit considerable flexibility in structuring co-payments, co-insurance and deductibles without sacrificing the breadth of coverage offered by HMOs in Maine.

Section 3.
Scope


Part I of this Rule applies to all insurance companies, nonprofit hospital and medical service organizations, and health maintenance organizations (HMOs) offering individual health plans, as defined by Title 24-A M.R.S.A. Section 2736-C in this State.

Part II of this Rule applies to in-network covered services, and self referred services for which coverage is mandated by law, of all HMOs offering health plans in this State to individuals, or to groups of any size. In-network covered services includes health care services obtained from providers who are employed by, under contract with, referred by or otherwise affiliated with the health maintenance organization. In-network covered services includes emergency services.

1.
The requirements of Part II of this Rule do not apply to additional self-referred or out-of-network services provided through Point of Service (P.O.S.) Plans. Point of Service plans are not required to provide out-of-network benefits for all services that are covered in-network. Out-of-network benefits provided through P.O.S. plans are not subject to the copayment, coinsurance and deductible limitations contained in this Rule. Copayments and coinsurance paid for out-of network benefits under P.O.S. plans are not required to be credited toward any out-of-pocket maximum or deductible contained in the plan for in-network services.

2.
Standard Plan A and Standard Plan B defined by Part I of this Rule are exempt from any conflicting HMO product design guidelines set forth in Part II of this Rule. No provisions of Part II of this Rule shall be construed to require modification of Rule 750 Standard Plan A or Standard Plan B requirements.

Section 4.
Definitions


For purposes of this Rule, the following terms have the following meaning:


A.
"Deductible" means the dollar amount the insured must pay directly to the provider for covered services in a calendar year before any benefits subject to the deductible are payable by the plan.


B.
"Coinsurance" means the percentage of eligible charges that the insured must pay directly to the provider, after any deductible applicable to the service has been satisfied.


C.
“Copayment” means a flat dollar charge that must be paid by the insured directly to the provider for each service or prescription.

D.
“Out-of-Pocket Expense” means eligible charges paid by the insured directly to a provider for covered services, including amounts paid for services subject to deductibles, coinsurance and copayments.


E.
"Usual Charge" means the most consistent charge by a provider for a given service.


F.
"Customary Charge" means a charge within the range of usual charges for a given service billed by most providers with similar training and experience taking into consideration the geographic area in which the services are provided and significant regional variations in the cost of services.


G.
"Eligible Charge" means:



1.
An amount the provider is required to accept as payment in full for a given service under the terms of it’s contract with the HMO, non-profit service organization, preferred provider organization or plan sponsor.



2.
If the services are not rendered pursuant to a contract with the insurance carrier, HMO, non-profit service organization, preferred provider organization or plan sponsor, the eligible charge is the lesser of:




a.
the actual amount charged; or

b.
the Usual and Customary Charge for the services provided, taking into consideration the geographic area in which the services are provided and significant regional variations in the cost of services. A relative value scale or other reasonable methodology may be used in calculating the usual and customary charge.


H.
"Covered Professional" must be defined in the contract and must include at least the following licensed providers:



1.
Physicians;



2.
Dentists;



3.
Psychologists;



4.
Social workers;



5.
Psychiatric nurses;



6.
Chiropractors;



7.
Certified rural health clinics and federally qualified health centers;


8.
Certified nurse practitioners who have been approved by the state board of nursing to practice advance practice registered nursing without the supervision of a physician pursuant to Title 32 M.R.S.A, Section 2102, subsection 2-A;



9.
Certified nurse midwives as required by Title 24-A M.R.S.A. Section 4238;


10.
Occupational therapists, Physical therapists and Speech therapists.



11.
Other categories of licensed professionals may be included at the carrier's option.


I.
"Nurse" means a Registered Nurse or a Licensed Practical Nurse.


J.
"Non-residential Day Treatment" means a program of outpatient care involving visits of more than two hours but less than 24 hours per day, at least three days per week.


K.
"Managed Care Plans" means a health plan offered by a nonprofit hospital or medical service corporation that requires subscribers to select primary care physicians.


L.
“Course of Treatment” means a period of day treatment that ends when no treatment has been received for ten consecutive days.


M.
“Screening mammogram” has the meaning defined in Title 24 M.R.S.A. Section 2320-A and Title 24-A M.R.S.A. Sections 2745-A, 2837-A, and 4237-A(1).


N.
“Formulary” means a list of prescription drugs established by a carrier for which a higher level of benefits is payable than for other name brand drugs.


O.
“Maintenance drugs” means drugs used to treat chronic conditions. Chronic conditions are those that are prolonged, do not resolve spontaneously, and are rarely cured completely.


P.
“Standardized health plans” means the Standard Plan A and Standard Plan B plans defined by this Rule.

Q.
“Inpatient Surgery” means surgery performed while the insured is an admitted inpatient at a hospital.

R.
“Inpatient Services” means services provided while the insured is an admitted inpatient at a hospital.

S.
“Routine Newborn Care” and “Routine Newborn Services” are defined to mean:

i.
Routine inpatient hospital nursery care for the newborn.

ii.
Routine inpatient hospital physician services for the newborn.

iii.
Vaccines and immunizations administered to the newborn prior to discharge.

iv.
Vitamins administered to the newborn prior to discharge.

v.
Routine eye care administered to the newborn prior to discharge.

vi.
Metabolic screening administered to the newborn prior to discharge.

Part I – Standardized Health Plans

Section 5.
Indemnity Plans


All insurance companies and nonprofit hospital and medical service organizations offering individual health plans must offer at least the two plans defined in this section. No limitations, exclusions, or restrictions may be applied unless specifically permitted by this Rule.


A.
Standard Indemnity Plan A



1.
Deductible.




a.
The plan must include a calendar year deductible applicable to all benefits except as otherwise specified below.




b.
A choice of deductibles must be offered. At least the following deductibles must be offered:





i.
$250





ii.
$500





iii.
$1,000





iv.
$1,500





Other deductibles may also be offered.




c.
A family plan must provide that if actual charges paid toward the deductible during the year for the entire family meet a family deductible equal to two times the individual deductible, the deductible will be considered satisfied for all family members.




d.
The plan must provide that actual charges paid toward the deductible during the last three months of a calendar year, if applied to that year's deductible, will also be applied to the next year's deductible.



2.
Coinsurance.




a.
The plan must provide 80% of eligible charges after the deductible is satisfied, except as otherwise specified below.




b.
The plan must contain an annual coinsurance limit of $1,000. After this limit is reached, 100% of eligible charges must be provided, except as otherwise specified below. Eligible charges include mental illness and substance abuse treatment.




c.
A family plan must provide that if coinsurance during the year for the entire family meets a family coinsurance limit equal to two times the individual coinsurance limit, the coinsurance limit will be considered satisfied for all family members.



3.
Lifetime Maximums




The plan must contain a lifetime maximum benefit of $2,000,000, except as limited by Section 4, item (o) for mental health benefits and item (p) for substance abuse benefits.



4.
Covered Services. The Standard Indemnity Plan A must cover the following, if medically necessary, subject to the deductible and coinsurance:




a.
Inpatient hospital services





i.
Semi-private room and board, or private room if medically necessary,





ii.
Intensive care, and





iii.
Other hospital charges.




b.
Outpatient hospital services.




c.
Obstetrical care, including physicians' services, certified nurse midwives' services when supervised by a physician, delivery room, and other medically necessary services directly associated with delivery. Maternity and newborn coverage stays must be covered consistent with the requirements of Title 24 M.R.S.A. Section 2318-A and Title 24-A M.R.S.A. Section 2743-A.

d.
Routine Newborn Services must be made available under either the mother’s policy or the father’s policy. Routine Newborn Services provided under the mother’s policy must be provided as an extension of the mother’s maternity benefit, and these services may not be subject to a separate deductible, coinsurance, or copayment. Routine Newborn Services provided under the father’s policy are required to be made available consistent with the requirements of Title 24-A. M.R.S.A. Section 2743. At a minimum, Routine Newborn Services must include the following services:

i.
Routine inpatient hospital nursery care for the newborn.

ii.
Routine inpatient hospital physician services for the newborn.

iii.
Vaccines and immunizations administered to the newborn prior to discharge.

iv.
Vitamins administered to the newborn prior to discharge. Routine eye care administered to the newborn prior to discharge.

vi.
Metabolic screening administered to the newborn prior to discharge.




e.
Hospital emergency room, subject to a $50 copayment if the insured is not admitted to the hospital. No deductible or coinsurance is applicable to this benefit. The copayment does not count toward the deductible or coinsurance limit.




f.
Eligible charges of physicians and other covered professionals.




g.
Diagnostic X-ray and laboratory services.




h.
Ambulatory surgical center.




i.
Prescription drugs, including off-label uses as required by Title 24 M.R.S.A. Sections 2320-F and 2320-G and Title 24-A M.R.S.A. Sections 2745-E and 2745-F.

Benefits for prescription contraceptives must be provided on the

same basis as benefits for prescription drugs, consistent with
the requirements of Title 24 M.R.S.A. Section 2332-J and Title
24-A M.R.S.A. Section 2756.

j.
Private duty nurse, outside of a hospital.




k.
Ambulance transportation to the nearest facility where necessary care is available.




l.
Durable medical equipment up to $4,000 in a calendar year - rental only except where purchase would be more cost-effective.




m.
Home health care by an accredited agency under a written plan by a physician, up to a maximum of 100 visits per calendar year.




n.
Skilled nursing care





i.
Treatment up to a maximum of 100 days per calendar year.





ii.
If the patient enters the skilled nursing facility within 30 days after a hospital confinement of 3 or more days; and





iii.
Is the result of a sickness or injury that was the cause of the hospital confinement.




o.
Therapeutic adjustive and manipulative services performed by any Covered Professional, up to a maximum of thirty-six visits per calendar year, in or out of a hospital.




p.
Mental health services





i.
Inpatient treatment up to a maximum of 30 days in a calendar year. Two days of day treatment will be considered one day of inpatient treatment.





ii.
Outpatient services, subject to 50% coinsurance, up to a maximum benefit of $1,000 in a calendar year.





iii.
Lifetime limit of $25,000.





iv.
An option to purchase coverage providing benefits for treatment of certain listed mental illnesses up to the mandated limits in Title 24 M.R.S.A. Section 2325-A(5)(D) and Title 24-A M.R.S.A. Section 2749-C.




q.
Substance abuse treatment





i.
Inpatient treatment up to a maximum of 30 days in a calendar year and 60 days lifetime. Two days of day treatment will be considered one day of inpatient treatment.





ii.
Outpatient services, subject to 50% coinsurance, up to a maximum benefit of $1,000 in a calendar year.





iii.
Lifetime limit of $25,000.




r.
Radiation therapy and chemotherapy.




s.
Hospice services, if the insured's life expectancy is six months or less.




t.
Oral surgery such as excision of impacted teeth, unerupted teeth, and tumors.




u.
Treatment within six months of an accidental injury to repair or replace natural teeth.




v.
Inpatient treatment of breast cancer for a period of time determined by the attending physician, in consultation with the patient, to be medically appropriate following a mastectomy, a lumpectomy, or a lymph node dissection for the treatment of breast cancer as required by Title 24 M.R.S.A. Section 2320-C and Title 24-A M.R.S.A. Section 2745-C.




w.
Reconstruction of both breasts to produce symmetrical appearance following mastectomy surgery, if the patient elects reconstruction, and in the manner chosen by the patient and physician as required by Title 24 M.R.S.A. Section 2320-C and Title 24-A M.R.S.A. Section 2745-C.




x.
Metabolic formula and up to $3,000 per year for special modified low-protein food products prescribed by a physician for a person with an inborn error of metabolism, consistent with the requirements of Title 24 M.R.S.A. Section 2320-D and Title 24-A M.R.S.A. Section 2745-D.




y.
Reimbursement for the services of registered nurse first assistants, consistent with the requirements of Title 24 M.R.S.A. Section 2332-L and Title 24-A M.R.S.A. Section 2758.




z.
Services of certified nurse practitioners and certified nurse midwives consistent with the requirements of Title 24 M.R.S.A. Section 2332-K and Title 24-A MR.S.A. Sections 2757 and 4303(5).

5.
Preventive Care. The plan must cover the following preventive services with no deductible or coinsurance:




a.
Prenatal Care





i.
One prenatal office visit per month during the first two trimesters of pregnancy,





ii.
Two office visits per month during the seventh and eighth months of pregnancy, and





iii.
One office visit per week during the ninth month and until term.





iv.
Coverage for each visit shall include necessary and appropriate screening, including history, physical examination, and such laboratory and diagnostic procedures as may be deemed appropriate by the physician based upon recognized medical criteria for the risk group of which the patient is a member.




b.
Well Child Care





i.
Includes periodic evaluation of a child's physical and emotional status, a history, a complete physical examination, a developmental assessment, anticipatory guidance, appropriate immunizations, and laboratory tests in keeping with prevailing medical standards,





ii.
Six office visits in the first year of life,





iii.
Two visits per year for ages one and two,





iv.
Annual visits for ages three through seventeen,





v.
Physician charges up to a maximum of $50, and





vi.
Screening X-ray and laboratory services charges up to a maximum of $50.




c.
Well Adult Care





i.
Annual physical examination, including a gynecological examination.




ii.
Physician charges up to a maximum of $100,





iii.
Screening X-ray and laboratory services charges up to a maximum of $100,





iv.
Annual screening mammogram beginning at age 40 as required by Title 24 M.R.S.A. Section 2320-A and Title 24-A M.R.S.A. Section 2745-A,





v.
Flu vaccines,





vi.
Screening Pap tests recommended by a physician, and





vii.
Prostate cancer screening as required by Title 24 M.R.S.A. Section 2325-C and Title 24-A M.R.S.A. Section 2745-E.




d.
Diabetes supplies and education consistent with the requirements of Title 24 M.R.S.A. Section 2332-F and Title 24-A M.R.S.A. Section 2754.


e.
Contraceptive services, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 2756.



6.
Exclusions. The plan must contain only the following exclusions, but no others:




a.
Twelve month preexisting condition exclusion. However, this exclusion must be waived to the extent required by Title 24 M.R.S.A., Chapter 19, Subchapter II-B, or Title 24-A M.R.S.A., Chapter 36.




b.
No coverage for cosmetic surgery unless performed to correct functional impairment or defects caused by disease, trauma, or previous therapeutic processes.




c.
No coverage for diagnosis or treatment of infertility when infertility is the only diagnosis.




d.
No coverage of temporomandibular joint (TMJ) syndrome.




e.
No coverage for eyeglasses, contact lenses, radial keratotomy, eye refraction, hearing aids, or any examination or fitting related to these devices.




f.
No coverage of routine foot care.




g.
No coverage for sex change surgery.




h.
No coverage for experimental treatment.




i.
No coverage for work-related injuries or illness unless a notice of controversy has been filed with the Workers' Compensation Board contesting the work-relatedness of the claimant's condition and no decision has been made by the Board.




j.
No coverage for services or supplies furnished by any institution owned or operated by any federal, state, county, or municipal government.




k.
No coverage to the extent expenses are or could be recovered through any federal, state, county, or municipal law, other than Medicaid.




l.
No coverage for services for which there would be no charge in the absence of insurance.




m.
No coverage for services provided by immediate family members.




n.
No coverage for losses which are due to war or any act of war, whether declared or undeclared.




o.
No coverage for services related to intentionally self-inflicted injury or illness.




p.
No coverage for services and supplies not administered or ordered by a physician or other covered professional.




q.
No coverage of dental services or supplies except those specifically covered.




r.
No coverage for custodial care.



7.
Coordination of Benefits. The plan must provide for coordination of benefits with other carriers. Coordination with coverage for which an insured may be eligible but which is not in force is prohibited except to the extent permitted by Title 24 M.R.S.A. Section 2332-A(1-A) and Title 24-A M.R.S.A. Section 2723-A.



8.
Managed Care. The plan may include any or all of the following managed care and cost control features:




a.
A preferred provider arrangement in compliance with applicable statutes and rules. When a preferred provider arrangement is used, benefits for services of a non-preferred provider may be less than would otherwise be required by this Rule.




b.
A requirement for obtaining a second opinion before elective surgery is performed.




c.
A procedure for utilization review in compliance with applicable statutes and rules including but not limited to Title 24-A M.R.S.A. Section 4303(4)(B) and Rule Chapter 850. There may be a provision that establishes a penalty of no more than $500 for failure to provide notification under a utilization review program. This penalty is in addition to any deductible, coinsurance, or out-of-pocket limit.





No penalty may be imposed for failure to notify of emergency treatment.




d.
A provision allowing coverage of services not specified in the contract when, in the carrier's judgment, it will result in more cost-effective treatment.




e.
Wellness and health education benefits.

9.
The data and analysis upon which any calculation of “Usual and Customary Charges” is based shall be made available to the Bureau of Insurance upon request.



10.
The plan must comply with all statutory and regulatory requirements otherwise applicable, unless specifically exempted.



11.
Base Plan with Supplemental Major Medical Policy. The plan may be offered as a base plan issued with a supplemental major medical policy. The two combined will be considered a single plan for purposes of this Rule and must provide the benefits specified under this subsection.


B.
Standard Indemnity Plan B



1.
Deductible.




a.
The plan must include a calendar year deductible applicable to all benefits except as otherwise specified below.




b.
A choice of deductibles must be offered. At least the following deductibles must be offered:





i.
$250





ii.
$500





iii.
$1,000





iv.
$1,500





Other deductibles may also be offered.




c.
A family plan must provide that if actual charges paid toward the deductible during the year for the entire family meet a family deductible equal to two times the individual deductible, the deductible will be considered satisfied for all family members.




d.
The plan must provide that eligible charges incurred during the last month of a calendar year, if applied to that year's deductible, will also be applied to the next year's deductible.



2.
Coinsurance.




a.
The plan must provide 60% of eligible charges after the deductible is satisfied, except as otherwise specified below.




b.
The plan must contain an annual coinsurance limit of $1,000. After this limit is reached, 100% of eligible charges must be provided, except as otherwise specified below. Eligible charges include mental illness and substance abuse treatment.




c.
A family plan must provide that if coinsurance during the year for the entire family meets a family coinsurance limit equal to two times the individual coinsurance limit, the coinsurance limit will be considered satisfied for all family members.



3.
Lifetime Maximums




The plan must contain a lifetime maximum benefit of $1,000,000 except as limited by Section 4, item (n) for mental health benefits and item (o) for substance abuse benefits.



4.
Covered Services. The plan must cover the following, if medically necessary, subject to the deductible and coinsurance:




a.
Inpatient hospital services, limited to 60 days in a calendar year.





i.
Semi-private room and board, or private room if medically necessary,





ii.
Intensive care, and





iii.
Other hospital charges.




b.
Outpatient hospital services.




c.
Obstetrical care, including physicians' services, certified nurse midwives' services when supervised by a physician, delivery room, and other medically necessary services directly associated with delivery. Maternity and newborn coverage stays must be covered consistent with the requirements of Title 24 M.R.S.A. Section 2318-A and Title 24-A M.R.S.A. Section 2743-A.

d.
Routine Newborn Services must be made available under either the mother’s policy or the father’s policy. Routine Newborn Services provided under the mother’s policy must be provided as an extension of the mother’s maternity benefit, and these services may not be subject to a separate deductible, coinsurance, or copayment. Routine Newborn Services provided under the father’s policy are required to be made available consistent with the requirements of Title 24-A Section 2743. At a minimum, newborn care must include the following services:


i.
Routine inpatient hospital nursery care for the newborn.


ii.
Routine inpatient hospital physician services for the newborn.


iii.
Vaccines and immunizations administered to the newborn prior to discharge.

iv.
Vitamins administered to the newborn prior to discharge.

v.
Routine eye care administered to the newborn prior to discharge.


vi.
Metabolic screening administered to the newborn prior to discharge.




e.
Hospital emergency room, subject to a $75 copayment if the insured is not admitted to the hospital. No deductible or coinsurance is applicable to this benefit. The copayment does not count toward the deductible or coinsurance limit.




f.
Eligible charges of physicians and other covered professionals.




g.
Diagnostic X-ray and laboratory services, up to a maximum of $2,000 in a calendar year.




h.
Ambulatory surgical center.




i.
Prescription drugs, including off-label uses as required by Title 24 M.R.S.A. Sections 2320-F and 2320-G and Title 24-A M.R.S.A. Sections 2745-E and 2745-F, subject to the following copayments:





i.
$20 per prescription for generic drugs, and





ii.
$30 per prescription for brand name drugs.





Copayments for maintenance drugs apply to a 90-day supply. Copayments for other drugs apply to a 30‑day supply. At the carrier’s option, a copayment of $25 may be used for brand name drugs contained in a formulary. No deductible or coinsurance are applicable to this benefit. The copayment does not count toward the deductible or coinsurance limit.

Benefits for prescription contraceptives must be provided on the same basis as benefits for prescription drugs, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 2756.




j.
Private duty nurse, outside of a hospital.




k.
Ambulance transportation to the nearest facility where necessary care is available.




l.
Durable medical equipment up to $2,000 in a calendar year-rental only except where purchase would be more cost-effective.




m.
Home health care by an accredited agency under a written plan by a physician, up to a maximum of 100 visits per calendar year.




n.
Therapeutic adjustive and manipulative services performed by any Covered Professional, up to a maximum of eighteen visits per calendar year, in or out of a hospital.




o.
Mental health services





i.
Inpatient treatment up to a maximum of 15 days in a calendar year. Two days of day treatment will be considered one day of inpatient treatment.





ii.
Outpatient services, subject to 50% coinsurance, up to a maximum benefit of $500 in a calendar year.





iii.
Lifetime limit of $7,500.





iv.
An option to purchase coverage providing benefits for treatment of certain listed mental illnesses up to the mandated limits in Title 24 M.R.S.A. Section 2325-A(5)(D) and Title 24-A M.R.S.A. Section 2749-C.




p.
Substance abuse treatment





i.
Inpatient treatment up to a maximum of 15 days in a calendar year and 30 days lifetime. Two days of day treatment will be considered one day of inpatient treatment.





ii.
Outpatient services, subject to 50% coinsurance, up to a maximum benefit of $500 in a calendar year.





iii.
Lifetime limit of $7,500.




q.
Radiation therapy and chemotherapy.




r.
Hospice services, if the insured's life expectancy is six months or less.




s.
Oral surgery such as excision of impacted teeth, unerupted teeth, and tumors.




t.
Treatment within six months of an accidental injury to repair or replace natural teeth.




u.
Inpatient treatment of breast cancer for a period of time determined by the attending physician, in consultation with the patient, to be medically appropriate following a mastectomy, a lumpectomy, or a lymph node dissection for the treatment of breast cancer as required by Title 24 M.R.S.A. Section 2320-C and Title 24-A M.R.S.A. Section 2745-C.




v.
Reconstruction of both breasts to produce symmetrical appearance following mastectomy surgery, if the patient elects reconstruction, and in the manner chosen by the patient and physician as required by Title 24 M.R.S.A. Section 2320-C and Title 24-A M.R.S.A. Section 2745-C.




w.
Metabolic formula and up to $3,000 per year for special modified low-protein food products prescribed by a physician for a person with an inborn error of metabolism, consistent with the requirements of Title 24 M.R.S.A. Section 2320-D and Title 24-A M.R.S.A. Section 2745-D.




x.
Reimbursement for the services of registered nurse first assistants, consistent with the requirements of Title 24 M.R.S.A. Section 2332-L and Title 24-A M.R.S.A. Section 2758.




y.
Services of certified nurse practitioners and certified nurse midwives consistent with the requirements of Title 24 M.R.S.A. Section 2332-K and Title 24-A M.R.S.A. Sections 2757 and 4303(5).



5.
Preventive Care. The plan must cover the following preventive services with no deductible or coinsurance:




a.
Prenatal Care





i.
One prenatal office visit per month during the first two trimesters of pregnancy,





ii.
Two office visits per month during the seventh and eighth months of pregnancy, and





iii.
One office visit per week during the ninth month and until term.





iv.
Coverage for each visit shall include necessary and appropriate screening, including history, physical examination, and such laboratory and diagnostic procedures as may be deemed appropriate by the physician based upon recognized medical criteria for the risk group of which the patient is a member.




b.
Well Child Care





i.
Includes periodic evaluation of a child's physical and emotional status, a history, a complete physical examination, a developmental assessment, anticipatory guidance, appropriate immunizations, and laboratory tests in keeping with prevailing medical standards,





ii.
Six office visits in the first year of life,





iii.
Two visits per year for ages one and two,





iv.
Annual visits for ages three through seventeen,





v.
Physician charges up to a maximum of $50, and





vi.
Screening X-ray and laboratory services charges up to a maximum of $50.




c.
Well Adult Care





i.
Annual physical examination, including a gynecological examination.




ii.
Physician charges up to a maximum of $100,





iii.
Screening X-ray and laboratory services charges up to a maximum of $100,





iv.
Annual screening mammogram beginning at age 40 as required by Title 24 M.R.S.A. Section 2320-A and Title 24-A M.R.S.A. Section 2745-A,





v.
Flu vaccines,





vi.
Screening Pap tests recommended by a physician, and





vii.
Prostate cancer screening as required by Title 24 M.R.S.A. Section 2325-C and Title 24-A M.R.S.A. Section 2745-E.




d.
Diabetes supplies and education consistent with the requirements of Title 24 M.R.S.A. Section 2332-F, and Title 24-A M.R.S.A. Section 2754.

e.
Contraceptive services, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 2756.



6.
Exclusions. The plan must contain only the following exclusions, but no others:




a.
Twelve month preexisting condition exclusion. However, this exclusion must be waived to the extent required by Title 24 M.R.S.A., Subchapter II-B, or Title 24-A M.R.S.A., Chapter 36.




b.
No coverage for cosmetic surgery unless performed to correct functional impairment or defects caused by disease, trauma, or previous therapeutic processes.




c.
No coverage for diagnosis or treatment of infertility when infertility is the only diagnosis.




d.
No coverage of temporomandibular joint (TMJ) syndrome.




e.
No coverage for eyeglasses, contact lenses, radial keratotomy, eye refraction, hearing aids, or any examination or fitting related to these devices.




f.
No coverage of routine foot care.




g.
No coverage for sex change surgery.




h.
No coverage for skilled nursing care.




i.
No coverage for experimental treatment.




j.
No coverage for work-related injuries or illness unless a notice of controversy has been filed with the Workers' Compensation Board contesting the work-relatedness of the claimant's condition and no decision has been made by the Board.




k.
No coverage for services or supplies furnished by any institution owned or operated by any federal, state, county, or municipal government.




l.
No coverage to the extent expenses are or could be recovered through any federal, state, county, or municipal law, other than Medicaid.




m.
No coverage for services for which there would be no charge in the absence of insurance.




n.
No coverage for services provided by immediate family members.




o.
No coverage for losses which are due to war or any act of war, whether declared or undeclared.




p.
No coverage for services related to intentionally self-inflicted injury or illness.




q.
No coverage for services and supplies not administered or ordered by a physician or other covered professional.




r.
No coverage of dental services or supplies except those specifically covered.




s.
No coverage for custodial care.



7.
Coordination of Benefits. The plan must provide for coordination of benefits with other carriers. Coordination with coverage for which an insured may be eligible but which is not in force is prohibited except to the extent permitted by Title 24 M.R.S.A. Section 2332-A(1-A) and Title 24‑A M.R.S.A. Section 2723-A.


8.
Managed Care. The plan may include any or all of the following managed care and cost control features:




a.
A preferred provider arrangement in compliance with applicable statutes and rules. When a preferred provider arrangement is used, benefits for services of a non-preferred provider may be less than would otherwise be required by this Rule.




b.
A requirement for obtaining a second opinion before elective surgery is performed.




c.
A procedure for utilization review in compliance with applicable statutes and rules including but not limited to Title 24-A M.R.S.A. Section 4303(4)(B) and Rule Chapter 850. There may be a provision that establishes a penalty of no more than $500 for failure to provide notification under a utilization review program. This penalty is in addition to any deductible, coinsurance, or out-of-pocket limit.





No penalty may be imposed for failure to notify of emergency treatment.




d.
A provision allowing coverage of services not specified in the contract when, in the carrier's judgment, it will result in more cost-effective treatment.




e.
Wellness and health education benefits.

9.
The data and analysis upon which any calculation of “Usual and Customary Charges” is based shall be made available to the Bureau of Insurance upon request.



10.
The plan must comply with all statutory and regulatory requirements otherwise applicable, unless specifically exempted.



11.
Base Plan with Supplemental Major Medical Policy. The plan may be offered as a base plan issued with a supplemental major medical policy. The two combined will be considered a single plan for purposes of this Rule and must provide the benefits specified under this subsection.

Section 6.
Health Maintenance Organizations and Managed Care Plans


All health maintenance organizations and managed care plans offering health plans must offer at least the two plans defined in this section. No limitations, exclusions, or restrictions may be applied unless specifically permitted by this Rule.


A.
HMO Standard Plan A



1.
Copayments. Only the copayments specified below may be required.



2.
Covered Services. The plan must cover the following, subject to normal requirements applicable to benefits in a health maintenance organization:




a.
Inpatient hospital services, with the first five days per calendar year subject to a copayment of $250 per day.





i.
Semi-private room and board, or private room if medically necessary,





ii.
Intensive care, and





iii.
Other medically necessary hospital charges.




b.
Outpatient hospital services, subject to a $250 copayment for outpatient surgery.

c.
Obstetrical care, including physicians' services, certified nurse midwives' services when supervised by a physician, delivery room, and other medically necessary services directly associated with delivery. Maternity and newborn coverage stays must be covered consistent with the requirements of Title 24-A M.R.S.A. Section 4234-B.

d.
Routine Newborn Services must be made available under either the mother’s policy or the father’s policy. Routine Newborn Services provided under the mother’s policy must be provided as an extension of the mother’s maternity benefit, and these services may not be subject to a separate deductible, coinsurance, or copayment. Routine Newborn Services provided under the father’s policy are required to be made available consistent with the requirements of Title 24-A Section 4234-C. At a minimum, Routine Newborn Services must include the following services:

i.
Routine inpatient hospital nursery care for the newborn.

ii.
Routine inpatient hospital physician services for the newborn.

iii.
Vaccines and immunizations administered to the newborn prior to discharge.

iv.
Vitamins administered to the newborn prior to discharge.

v.
Routine eye care administered to the newborn prior to discharge.

vi.
Metabolic screening administered to the newborn prior to discharge.




e.
Hospital emergency room, subject to a $50 copayment if the insured is not admitted to the hospital.




f.
Eligible charges of physicians and other covered professionals, subject to a $10 copayment for office visits.




g.
Diagnostic X-ray and laboratory services.




h.
Ambulatory surgical center, subject to a $250 copayment.




i.
Prescription drugs, including off-label uses as required by Title 24‑A M.R.S.A. Sections 4234-D and 4234-E, subject to the following copayments:





i.
$10 per prescription for generic drugs, and





ii.
$20 per prescription for brand name drugs.





Copayments for maintenance drugs apply to a 90-day supply. Copayments for other drugs apply to a 30-day supply. At the carrier’s option, a copayment of $15 may be used for brand name drugs contained in a formulary.


Benefits for prescription contraceptives must be provided on the same basis as benefits for prescription drugs, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 4247.




j.
Private duty nurse, outside of a hospital.




k.
Ambulance transportation to the nearest contracted facility where necessary care is available, or to the nearest non-contracted facility if emergency care is required, subject to a $50 copayment.




l.
Durable medical equipment up to $4,000 in a calendar year-rental only except where purchase would be more cost-effective.




m.
Home health care by an accredited agency under a written plan by a physician, subject to a copayment of $10 per visit, up to a maximum of 100 visits per calendar year.




n.
Skilled nursing care, subject to a copayment of $25 per day.





i.
Treatment up to a maximum of 100 days per calendar year





ii.
If the patient enters the skilled nursing facility within 30 days after a hospital confinement; and





iii.
Is the result of a sickness or injury that was the cause of the hospital confinement.




o.
Therapeutic adjustive and manipulative services performed by any Covered Professional, in or out of a hospital, subject to a copayment of $10 per visit. Self-referral to a chiropractor must be covered as required by Title 24-A M.R.S.A. Section 4236.




p.
Mental health services





i.
Inpatient treatment up to a maximum of 30 days in a calendar year with the first five days per calendar year, subject to a copayment of $250 per day. Two days of day treatment will be considered one day of inpatient treatment. Day treatment is subject to a copayment of $125 per course of treatment.





ii.
Outpatient services up to a maximum benefit of $1,000 in a calendar year subject to a copayment of $10 per visit.





iii.
Lifetime limit of $25,000.





iv.
An option to purchase coverage providing benefits for treatment of certain listed mental illnesses up to the mandated limits in Title 24-A M.R.S.A. Section 4234-A(7).





v.
Coverage for the services of licensed counseling professionals consistent with the requirements of Title 24-A M.R.S.A. Section 4234-A(8)(A).




q.
Substance abuse treatment





i.
Inpatient treatment up to a maximum of 30 days in a calendar year and 60 days per lifetime, with the first five days per calendar year, subject to a copayment of $250 per day. Two days of day treatment will be considered one day of inpatient treatment. Day treatment is subject to a copayment of $125 per course of treatment.





ii.
Outpatient services up to a maximum benefit of $1,000 in a calendar year subject to a copayment of $10 per visit.





iii.
Lifetime limit of $25,000.




r.
Radiation therapy and chemotherapy.




s.
Hospice services, if the insured's life expectancy is six months or less.




t.
Oral surgery such as excision of impacted teeth, unerupted teeth, and tumors.




u.
Treatment within six months of an accidental injury to repair or replace natural teeth.




v.
Inpatient treatment of breast cancer for a period of time determined by the attending physician, in consultation with the patient, to be medically appropriate following a mastectomy, a lumpectomy, or a lymph node dissection for the treatment of breast cancer as required by Title 24-A M.R.S.A. Section 4237.




w.
Reconstruction of both breasts to produce symmetrical appearance following mastectomy surgery, if the patient elects reconstruction, and in the manner chosen by the patient and physician as required by Title 24-A M.R.S.A. Section 4237.




x.
Metabolic formula and up to $3,000 per year for special modified low-protein food products prescribed by a physician for a person with an inborn error of metabolism, consistent with the requirements of Title 24-A M.R.S.A. Section 4238.




y.
Reimbursement for the services of registered nurse first assistants, consistent with the requirements of Title 24 M.R.S.A. Section 2332-L and Title 24-A M.R.S.A. Section 4246.




z.
Services of certified nurse practitioners and certified nurse midwives, consistent with the requirements of Title 24 M.R.S.A. Section 2332-K and Title 24-A M.R.S.A. Sections 4248 and 4303(5).



3.
Preventive Care. The plan must cover the following preventive services with no copayment:




a.
Prenatal Care





i.
One prenatal office visit per month during the first two trimesters of pregnancy,





ii.
Two office visits per month during the seventh and eighth months of pregnancy, and





iii.
One office visit per week during the ninth month and until term.





iv.
Coverage for each visit shall include necessary and appropriate screening, including history, physical examination, and such laboratory and diagnostic procedures as may be deemed appropriate by the physician based upon recognized medical criteria for the risk group of which the patient is a member.




b.
Well Child Care





i.
Includes periodic evaluation of a child's physical and emotional status, a history, a complete physical examination, a developmental assessment, anticipatory guidance, appropriate immunizations, and laboratory tests in keeping with prevailing medical standards,





ii.
Six office visits in the first year of life,





iii.
Two visits per year for ages one and two,





iv.
Annual visits for ages three through seventeen,





v.
Physician charges up to a maximum of $50, and





vi.
Screening X-ray and laboratory services charges up to a maximum of $50.




c.
Well Adult Care





i.
Annual physical examination, including a gynecological examination.




ii.
Physician charges up to a maximum of $100,





iii.
Screening X-ray and laboratory services charges up to a maximum of $100,





iv.
Annual screening mammogram beginning at age 40 as required by Title 24-A M.R.S.A. Section 4237-A,





v.
Flu vaccines,





vi.
Screening Pap tests recommended by a physician, and





vii.
Prostate cancer screening as required by Title 24-A M.R.S.A. Section 4243.




d.
Diabetes supplies and education consistent with the requirements of Title 24-A M.R.S.A. Section 4240.

e.
Outpatient contraceptive services, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 4247.



4.
Exclusions. The plan must contain only the following exclusions, but no others:




a.
Twelve month preexisting condition exclusion. However, this exclusion must be waived to the extent required by Title 24-A M.R.S.A., Chapter 36.




b.
No coverage for cosmetic surgery unless performed to correct functional impairment or defects caused by disease, trauma, or previous therapeutic processes.




c.
No coverage for diagnosis or treatment of infertility when infertility is the only diagnosis.




d.
No coverage of temporomandibular joint (TMJ) syndrome.




e.
No coverage for eyeglasses, contact lenses, radial keratotomy, eye refraction, hearing aids, or any examination or fitting related to these devices.




f.
No coverage of routine foot care.




g.
No coverage for sex change surgery.




h.
No coverage for experimental treatment.




i.
No coverage for work-related injuries or illness unless a notice of controversy has been filed with the Workers' Compensation Board contesting the work-relatedness of the claimant's condition and no decision has been made by the Board.




j.
No coverage for services or supplies furnished by any institution owned or operated by any federal, state, county, or municipal government.




k.
No coverage to the extent expenses are or could be recovered through any federal, state, county, or municipal law, other than Medicaid.




l.
No coverage for services for which there would be no charge in the absence of insurance.




m.
No coverage for services provided by immediate family members.




n.
No coverage for losses which are due to war or any act of war, whether declared or undeclared.




o.
No coverage for services related to intentionally self-inflicted injury or illness.




p.
No coverage for services and supplies not administered or ordered by a physician or other covered professional.




q.
No coverage of dental services or supplies except those specifically covered.




r.
No coverage for custodial care.



5.
Coordination of Benefits. The plan must provide for coordination of benefits with other carriers and with all governmental plans except Medicaid. Coordination with coverage for which an insured may be eligible but which is not in force is prohibited except to the extent which would be permitted by Title 24-A M.R.S.A. Section 2723-A.


6.
Managed Care. The plan may include any or all of the following managed care and cost control features:




a.
A preferred provider arrangement in compliance with applicable statutes and rules. When a preferred provider arrangement is used, benefits for services of a non-preferred provider may be less than would otherwise be required by this Rule.




b.
A requirement for obtaining a second opinion before elective surgery is performed.




c.
A procedure for utilization review in compliance with applicable statutes and rules, including but not limited to Title 24-A M.R.S.A. Section 4303(4)(B) and Rule Chapter 850. There may be a provision that establishes a penalty of no more than $500 for failure to provide notification under a utilization review program. This penalty is in addition to any deductible, coinsurance, copayment, or out-of-pocket limit.

No penalty may be imposed for failure to notify of emergency treatment.




d.
A provision allowing coverage of services not specified in the contract when, in the carrier's judgment, it will result in more cost-effective treatment.




e.
Wellness and health education benefits.

7.
The data and analysis upon which any calculation of “Usual and Customary Charges” is based shall be made available to the Bureau of Insurance upon request.



8.
The plan must comply with all statutory and regulatory requirements otherwise applicable, unless specifically exempted.


B.
HMO Standard Plan B



1.
Copayments. Only the copayments specified below may be required.



2.
Covered Services. The plan must cover the following, subject to normal requirements applicable to benefits in a health maintenance organization:




a.
80% of eligible charges for inpatient hospital services up to a maximum of 60 days per year, with the first five days per calendar year subject to a copayment of $250 per day. The coinsurance is limited to $2,000 per calendar year. After this limit is reached, coverage will be at 100% until the 60-day limit is reached. The $250 copayments do not count toward the coinsurance limit.





i.
Semi-private room and board, or private room if medically necessary,





ii.
Intensive care, and





iii.
Other hospital charges.




b.
Outpatient hospital services, except that for outpatient surgery, only 80% of eligible charges are covered after a $250 copayment.

c.
Obstetrical care, including physicians' services, certified nurse midwives' services when supervised by a physician, delivery room, and other medically necessary services directly associated with delivery. Maternity and newborn coverage stays must be covered consistent with the requirements of Title 24-A M.R.S.A. Section 4234-B.

d.
Routine Newborn Services must be made available under either the mother’s policy or the father’s policy. Routine Newborn Services provided under the mother’s policy must be provided as an extension of the mother’s maternity benefit, and these services may not be subject to a separate deductible, coinsurance, or copayment. Routine Newborn Services provided under the father’s policy are required to be made available consistent with the requirements of Title 24-A Section 4234-C. At a minimum, Routine Newborn Services must include the following services:

i.
Routine inpatient hospital nursery care for the newborn.

ii.
Routine inpatient hospital physician services for the newborn.

iii.
Vaccines and immunizations administered to the newborn prior to discharge.

iv.
Vitamins administered to the newborn prior to discharge.

v.
Routine eye care administered to the newborn prior to discharge.

vi.
Metabolic screening administered to the newborn prior to discharge.




e.
Hospital emergency room, subject to a $150 copayment if the insured is not admitted to the hospital.




f.
Eligible charges of physicians and other covered professionals, subject to a $25 copayment for office visits.




g.
Diagnostic X-ray and laboratory services, up to a maximum of $2,000 in a calendar year.




h.
80% of eligible charges for an ambulatory surgical center, subject to a $250 copayment.




i.
Prescription drugs, including off-label uses as required by Title 24-A M.R.S.A. Sections 4234-D and 4234-E, subject to the following copayments:





i.
$20 per prescription for generic drugs, and





ii.
$30 per prescription for brand name drugs.





Copayments for maintenance drugs apply to a 90-day supply. Copayments for other drugs apply to a 30-day supply. At the carrier’s option, a copayment of $25 may be used for brand name drugs contained in a formulary.

iii.
Benefits for prescription contraceptives must be provided on the same basis as benefits for prescription drugs, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 4247.




j.
Private duty nurse, outside of a hospital.




k.
Ambulance transportation to the nearest contracted facility where necessary care is available, or to the nearest non-contracted facility if emergency care is required, subject to a $50 copayment.




l.
Durable medical equipment up to $2,000 in a calendar year - rental only except where purchase would be more cost-effective.




m.
Home health care by an accredited agency under a written plan by a physician, subject to a copayment of $25 per visit, up to a maximum of 100 visits per calendar year.




n.
Therapeutic adjustive and manipulative services performed by any Covered Professional in or out of a hospital, subject to a copayment of $15 per visit. Self-referral to a chiropractor must be covered as required by Title 24-A M.R.S.A. Section 4236.




o.
Mental health service






i.
80% of eligible charges for inpatient treatment up to a maximum of 15 days in a calendar year, with the first five days per calendar year, subject to a copayment of $250 per day. Two days of day treatment will be considered one day of inpatient treatment. Day treatment is subject to a copayment of $125 per course of treatment, after which 80% of eligible charges are covered.





ii.
Outpatient services up to a maximum benefit of $500 in a calendar year and subject to a copayment of $25 per visit.





iii.
Lifetime limit $7,500.





iv.
An option to purchase coverage providing benefits for treatment of certain listed mental illnesses up to the mandated limits in Title 24-A M.R.S.A. Section 4234-A(7).





v.
Coverage for the services of licensed counseling professionals consistent with the requirements of Section 4234-A(8)(A).




p.
Substance abuse treatment





i.
80% of eligible charges for inpatient treatment up to a maximum of 15 days in a calendar year and 30 days per lifetime, with the first five days per calendar year, subject to a copayment of $250 per day. Two days of day treatment will be considered one day of inpatient treatment. Day treatment is subject to a copayment of $125 per course of treatment, after which 80% of eligible charges are covered.





ii.
Outpatient services up to a maximum benefit of $500 in a calendar year and subject to a copayment of $25 per visit.





iii.
Lifetime limit $7,500.




q.
Radiation therapy and chemotherapy.




r.
Hospice services, if the insured's life expectancy is six months or less, must be covered at 80% after a maximum coinsurance of $1000 has been met.




s.
Oral surgery such as excision of impacted teeth, unerupted teeth, and tumors.




t.
Treatment within six months of an accidental injury to repair or replace natural teeth.




u.
Inpatient treatment of breast cancer for a period of time determined by the attending physician, in consultation with the patient, to be medically appropriate following a mastectomy, a lumpectomy, or a lymph node dissection for the treatment of breast cancer as required by Title 24-A M.R.S.A. Section 4237.




v.
Reconstruction of both breasts to produce symmetrical appearance following mastectomy surgery, if the patient elects reconstruction, and in the manner chosen by the patient and physician as required by Title 24-A M.R.S.A. Section 4237.




w.
Metabolic formula and up to $3,000 per year for special modified low-protein food products prescribed by a physician for a person with an inborn error of metabolism, consistent with the requirements of Title 24-A M.R.S.A. Section 4238.




x.
Reimbursement for the services of registered nurse first assistants, consistent with the requirements of Title 24 M.R.S.A., Section 2332-L and Title 24-A M.R.S.A. Section 4246.




y.
Services of certified nurse practitioners and certified nurse midwives if referred by a primary care provider, consistent with the requirements of Title 24 M.R.S.A. Section 2332-K and Title 24-A M.R.S.A. Sections 4248 and 4303(5).



3.
Preventive Care. The plan must cover the following preventive services with no copayment:




a.
Prenatal Care





i.
One prenatal office visit per month during the first two trimesters of pregnancy,





ii.
Two office visits per month during the seventh and eighth months of pregnancy, and





iii.
One office visit per week during the ninth month and until term.





iv.
Coverage for each visit shall include necessary and appropriate screening, including history, physical examination, and such laboratory and diagnostic procedures as may be deemed appropriate by the physician based upon recognized medical criteria for the risk group of which the patient is a member.




b.
Well Child Care





i.
Includes periodic evaluation of a child's physical and emotional status, a history, a complete physical examination, a developmental assessment, anticipatory guidance, appropriate immunizations, and laboratory tests in keeping with prevailing medical standards,





ii.
Six office visits in the first year of life,





iii.
Two visits per year for ages one and two,





iv.
Annual visits for ages three through seventeen,





v.
Physician charges up to a maximum of $50, and





vi.
Screening X-ray and laboratory services charges up to a maximum of $50.




c.
Well Adult Care





i.
Annual physical examination, including a gynecological examination.




ii.
Physician charges up to a maximum of $100,





iii.
Screening X-ray and laboratory services charges up to a maximum of $100,





iv.
Annual screening mammogram beginning at age 40 as required by Title 24-A M.R.S.A. Section 4237-A,





v.
Flu vaccines,





vi.
Screening Pap tests recommended by a physician, and





vii.
Prostate cancer screening as required by Title 24-A M.R.S.A. Section 4243.




d.
Diabetes supplies and education consistent with the requirements of Title 24-A M.R.S.A. Section 4240.

e.
Contraceptive services, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 4247.



4.
Exclusions. The plan must contain only the following exclusions, but no others:




a.
Twelve month preexisting condition exclusion. However, this exclusion must be waived to the extent required by Title 24-A M.R.S.A., Chapter 36.




b.
No coverage for cosmetic surgery unless performed to correct functional impairment or defects caused by disease, trauma, or previous therapeutic processes.




c.
No coverage for diagnosis or treatment of infertility when infertility is the only diagnosis.




d.
No coverage of temporomandibular joint (TMJ) syndrome.




e.
No coverage for eyeglasses, contact lenses, radial keratotomy, eye refraction, hearing aids, or any examination or fitting related to these devices.




f.
No coverage of routine foot care.




g.
No coverage for sex change surgery.




h.
No coverage for skilled nursing care.




i.
No coverage for experimental treatment.




j.
No coverage for work-related injuries or illness unless a notice of controversy has been filed with the Workers' Compensation Board contesting the work-relatedness of the claimant's condition and no decision has been made by the Board.




k.
No coverage for services or supplies furnished by any institution owned or operated by any federal, state, county, or municipal government.




l.
No coverage to the extent expenses are or could be recovered through any federal, state, county, or municipal law, other than Medicaid.




m.
No coverage for services for which there would be no charge in the absence of insurance.




n.
No coverage for services provided by immediate family members.




o.
No coverage for losses which are due to war or any act of war, whether declared or undeclared.




p.
No coverage for services related to intentionally self-inflicted injury or illness.




q.
No coverage for services and supplies not administered or ordered by a physician or other covered professional.




r.
No coverage of dental services or supplies except those specifically covered.




s.
No coverage for custodial care.



5.
Coordination of Benefits. The plan must provide for coordination of benefits with other carriers. Coordination with coverage for which an insured may be eligible but which is not in force is prohibited except to the extent which would be permitted by Title 24-A M.R.S.A. 2723-A.


6.
Managed Care. The plan may include any or all of the following managed care and cost control features:




a.
A preferred provider arrangement in compliance with applicable statutes and rules. When a preferred provider arrangement is used, benefits for services of a non-preferred provider may be less than would otherwise be required by this Rule.




b.
A requirement for obtaining a second opinion before elective surgery is performed.




c.
A procedure for utilization review in compliance with applicable statutes and rules, including but not limited to Title 24-A M.R.S.A. Section 4303(4)(B) and Rule Chapter 850. There may be a provision that establishes a penalty of no more than $500 for failure to provide notification under a utilization review program. This penalty is in addition to any deductible, coinsurance, or out-of-pocket limit. No penalty may be imposed for failure to notify of emergency treatment.




d.
A provision allowing coverage of services not specified in the contract when, in the carrier's judgment, it will result in more cost-effective treatment.




e.
Wellness and health education benefits.

7.
The data and analysis upon which any calculation of “Usual and Customary Charges” is based shall be made available to the Bureau of Insurance upon request.



8.
The plan must comply with all statutory and regulatory requirements otherwise applicable, unless specifically exempted.

Section 7.
Producer Access to a Carrier’s Standardized Health Plans


A.
For purposes of this section, “market” means the individual market or the small group market as defined by Title 24-A M.R.S.A. Section 2850-B.


B.
A carrier may not restrict the ability of a duly licensed producer to sell any standardized individual health plan to any greater extent than it restricts the producer’s ability to sell any other health plan offered by the carrier in the individual market.


C.
A carrier operating in both markets may not restrict the ability of a duly licensed producer to sell standardized health plans in the individual market to a greater extent than it restricts access to the small group market unless it has been granted a waiver from this requirement. A carrier will be granted a waiver if it demonstrates to the satisfaction of the Superintendent that it has an effective, alternative marketing mechanism in the market for which it is restricting producer access.
Section 8.
Producer Sales Commission Structure


A.
For all individual standardized health plans, the producer commission structure may be no less than the producer commission structure of any other individual health plan offered by the carrier.


B.
For all individual standardized health plans, the producer commission structure may be no less than the producer commission structure of any small group health plan offered by the carrier unless it has been granted a waiver from this requirement. A carrier will be granted a waiver if it demonstrates to the satisfaction of the Superintendent that it has an effective, alternative marketing mechanism in the individual market.
Section 9.
The Health Insurance Application


A.
All carriers must use a single application for all currently available individual health insurance plans, including but not limited to individual standardized health plans. Separate applications for managed care and indemnity plans may be used.


B.
All carriers must use a single application for all currently available small group health insurance plans. Separate applications for managed care and indemnity plans may be used.


C.
The application must permit the applicant to select any deductible option available with any individual or small group health plan, including but not limited to the standardized health plans.


D.
All individual and group plan applications must contain options to purchase all benefits for which offers of coverage are mandated by law.

Part II – PRODUCT DESIGN GUIDELINES FOR HMO PLANS

Section 10.
PRODUCT DESIGN GUIDELINES FOR HMO PLANS

All products offered by HMOs offering health plans in this state which contain coverages for in-network services and self-referred mandated benefits are subject to the following guidelines. The Superintendent may waive specific provisions of these Product Design Guidelines for HMO Plans to the extent necessary to permit HMOs to offer health plans that qualify as high deductible health plans as defined in Section 223 of the U.S. Internal Revenue Code, or to the extent necessary to permit HMOs to offer health plans compatible with health savings accounts, medical saving savings accounts or similar accounts.
A.
Copayments, coinsurance, deductibles, out-of-pocket maximum, annual maximum benefits and lifetime maximum benefits. No copayments, coinsurance, or deductibles greater than those specified below may be imposed. No annual maximum benefits or lifetime maximum benefit less than those specified below may be imposed.

1.
Except as otherwise provided out-of-pocket expenses may not exceed $5,000 per individual or $10,000 per family per calendar year for all in-network benefits. In-network benefits may not be subject to coinsurance, copayments for inpatient hospital services or deductibles after the annual out-of-pocket maximum has been satisfied. This provision does not apply to a health plan issued by a health maintenance organization that qualifies as a high deductible health plan as defined in Section 223 of the U.S. Internal Revenue Code. 
2.
Amounts paid by the enrollee for services not covered under the plan or for out-of-network services under a P.O.S. plan are not required to be credited to any deductible or out-of-pocket maximum contained in the plan.

3.
All coinsurance amounts paid towards any deductible and copayments for inpatient hospital services contained in the plan must be credited toward any out-of-pocket maximum contained in the plan.


4.
Lifetime Maximums. The plan may contain a plan specific lifetime maximum benefit, which cannot be less than $1,000,000 per member, except as otherwise provided for mental health and substance abuse benefits.


5.
The plan may contain an annual deductible, subject to the following conditions:

a.
A deductible may not be applied to primary care physician services, preventive services, ambulance services, emergency room care, or metabolic formula. This provision does not apply to a health plan issued by a health maintenance organization that qualifies as a high deductible health plan as defined in Section 223 of the U.S. Internal Revenue Code.
b.
The deductible may not exceed $1,000 per individual or $2,000 per family. This provision does not apply to a health plan issued by a health maintenance organization that qualifies as a high deductible health plan as defined in Section 223 of the U.S. Internal Revenue Code.
c.
Amounts paid by the enrollee towards the deductible for covered in-network services must be applied to any out-of-pocket maximum contained in the plan.

d.
The deductible may not be made applicable only to selected benefits unless approved by the Superintendent.

B.
Covered Services. The plan must provide coverage for all state and federally mandated benefits. In addition, to the extent medically necessary, the plan must cover the following, subject to any applicable minimum benefit provisions.


1.
Inpatient Hospital Services.



a.
Inpatient hospital services must be covered for a minimum total of 60 days per calendar year per family member, and must include:



i.
Semi-private room and board, or private room if medically necessary,



ii.
Intensive care, and



iii.
Other hospital charges.



b.
Inpatient hospital services may be subject to coinsurance not greater than 50%, or a combination of copayments and coinsurance that results in cost sharing not greater than 50%. The total of all copayments for inpatient services may not exceed $250 per day if calculated on a per day basis or $500 per admission if calculated on a per admission basis.


2.
Services other than inpatient hospital services. All covered services, other than inpatient services, are subject to the following limitations, except where other provisions of this Rule apply.

a.
Except as otherwise provided, outpatient hospital services may be subject to coinsurance not greater than 50% of eligible charges, or a combination of copayments and coinsurance that results in cost sharing not greater than 50%. Copayments may not exceed $50 per visit.


b.
Except as otherwise provided, office visits with the enrollee’s primary care physician may be subject to a copayment not greater than $25 per visit.

c.
Except as otherwise provided for hospital inpatient charges and hospital outpatient charges, office visits and associated covered professional charges of providers other than the enrollee’s primary care physician may be subject to coinsurance not greater than 50% of eligible charges, or a combination of coinsurance and copayments that results in cost sharing not greater than 50%. Copayments may not exceed $50 per visit.


d.
Except as otherwise provided, surgery and surgical services performed while the insured is not admitted on an inpatient basis at a hospital may be subject to coinsurance not greater than 50% of eligible charges, or a combination of coinsurance and copayments that results in cost sharing not greater than 50%. Copayments may not exceed $250 per day for all of the combined services related to the surgery.


3.
Specific Inpatient Services, Non-Inpatient Services and Other Covered Benefits. Except as otherwise indicated the permissible level of cost sharing is to be determined by the place of service.

a.
Diagnostic X-ray and laboratory services provided while the insured is admitted as an inpatient must be covered on the same basis as other inpatient services. Benefits provided by the plan for diagnostic X-ray and laboratory services received by the insured while not admitted as an inpatient may not be less than $2,000 in a calendar year, exclusive of any coinsurance or copayments. These services may be subject to coinsurance not greater than 50%, or a combination of coinsurance and copayments that results in cost sharing not greater than 50%.

b.
Obstetrical care, including physician services, certified nurse midwife services when supervised by a physician, delivery room, and other services related to maternity and newborn care. Maternity and newborn coverage stays must be covered consistent with the requirements of Title 24-A M.R.S.A. Section 4234-B.

c.
Routine Newborn Services must be made available under either the mother’s policy or the father’s policy. Routine Newborn Services provided under the mother’s policy must be provided as an extension of the mother’s maternity benefit, and these services may not be subject to a separate deductible, coinsurance, or copayment. Routine Newborn Services provided under the father’s policy are required to be made available consistent with the requirements of Title 24-A M.R.S.A. Section 4234-C. At a minimum, Routine Newborn Services must include the following services:

i.
Routine inpatient hospital nursery care for the newborn.

ii.
Routine inpatient hospital physician services for the newborn.

iii.
Vaccines and immunizations administered to the newborn prior to discharge.

iv.
Vitamins administered to the newborn prior to discharge.

v.
Routine eye care administered to the newborn prior to discharge.

vi.
Metabolic screening administered to the newborn prior to discharge.

d.
Hospital emergency room services must be covered subject to cost sharing in the form of copayments or coinsurance not greater than $150 if the insured is not admitted to the hospital. Any separate emergency room copayment or coinsurance must be waived if the member is admitted to the hospital through the emergency room.

e.
Prescription drugs, including off-label uses as required by Title 24-A M.R.S.A. Sections 4234-D and 4234-E, must be covered. Copayments for drugs may not exceed $50 per prescription for a 30 day supply. If no copayment is applied prescription drugs may be subject to coinsurance not greater than 50%.


The HMO is not required to include a prescription drug benefit for large group plans where the employer has offered a separate prescription drug benefit that meets the requirements of this Section e.

f.
Outpatient contraceptive services and prescription contraceptives must be covered to the same extent that coverage is provided for other prescription drugs or outpatient medical services, consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 4247. Copayments for prescription contraceptives may not exceed $50 for a 30 day supply. If no copayment is applied these benefits may be subject to coinsurance not greater than 50%.

g.
Diabetes supplies must be covered consistent with the requirements of Title 24-A M.R.S.A. Section 4240. Cost sharing in the form of copayments or coinsurance may not exceed 50% of eligible charges for a 30 day supply.




h.
Ambulance transportation to the nearest contracted facility capable of providing necessary care, or to the nearest non-contracted facility if emergency care is required. Ambulance transportation may be subject to a maximum copayment of $50, after which it must be covered at 100%. Ambulance services may not be subject to a deductible.

i.
Benefits for durable medical equipment of a minimum of $2,000 per person in a calendar year, exclusive of any coinsurance or copayments. Cost sharing in the form of coinsurance or copayments may not exceed 50%. Rental is permitted.




j.
Home health care by an accredited agency under a written plan by a physician, subject to a copayment not greater than $25 per visit, for a minimum of 100 visits per calendar year. One copayment of up to $25 is permitted for each 4 hours of service per day. Copayments may not exceed $50 per day. If no copayment is applied, coinsurance not greater than 20% may be applied.




k.
Therapeutic, adjustive and manipulative services performed by any Covered Professional in or out of a hospital. Except when performed as part of inpatient services, therapeutic, adjustive and manipulative services may be subject to coinsurance not greater than 50% of eligible charges or a combination of coinsurance and copayments that results in cost sharing not greater than 50% of eligible charges. Copayments may not exceed $25 per visit. Self-referral to a chiropractor must be covered as required by Title 24-A M.R.S.A. Section 4236.




l.
Radiation therapy and chemotherapy must be covered on an inpatient or a non-inpatient basis. When provided on a non-inpatient basis these services may be subject to a copayment not greater than $25 or to coinsurance not greater than 20%.




m.
Hospice services, if the insured's life expectancy is six months or less. Hospice services may be subject to coinsurance not greater than $20% or a combination of coinsurance and copayments that results in cost sharing not greater than 20%.




n.
Coverage for treatment of breast cancer for a period of time determined by the attending physician, in consultation with the patient, to be medically appropriate following a mastectomy, a lumpectomy, or a lymph node dissection for the treatment of breast cancer as required by Title 24-A M.R.S.A. Section 4237.




o.
Reconstruction of both breasts to produce symmetrical appearance following mastectomy surgery, if the patient elects reconstruction, and in the manner chosen by the patient and physician as required by Title 24-A M.R.S.A. Section 4237.




p.
Metabolic formula and special modified low-protein food products prescribed by a physician for a person with an inborn error of metabolism, must be covered for a minimum of $3,000 per year consistent with the requirements of Title 24-A M.R.S.A. Section 4238. This benefit may not be subject to any coinsurance, copayment or deductible, except that this benefit may be subject to the deductible in a plan that qualifies as a high deductible health plan as defined in Section 223 of the U.S. Internal Revenue Code.



q.
Reimbursement for the services of registered nurse first assistants, when required by Title 24 M.R.S.A. Section 2332-L and Title 24-A M.R.S.A. Section 4246.




r.
Services of certified nurse practitioners and certified nurse midwives if referred by a primary care provider, when required by Title 24 M.R.S.A. Section 2332-K and Title 24-A MR.S.A. Sections 4248 and 4303(5).



4.
Mental health services.




a.
Individual plans.





i.
Inpatient treatment must be covered for at least 15 days in a calendar year.





ii.
Inpatient services may be subject to coinsurance not exceeding 50%, or a combination of coinsurance and copayments that results in cost sharing not greater than 50%. Copayments for inpatient services may not exceed $250 per day.





iii.
Two days of day treatment will be considered one day of inpatient treatment. Copayments for day treatment may not exceed $125 per day.





iv.
Benefits provided for outpatient services must be at least $500 per calendar year, exclusive of any coinsurance or copayments. Benefits may be subject to coinsurance not greater than 50% of eligible charges, or a combination of copayments and coinsurance that results in cost sharing of less than 50%. Copayments may not exceed $25 per visit.





v.
Any separate lifetime maximum on benefits paid by the plan may not be less than $7,500.





vi.
The plan must include an option to purchase coverage providing benefits for treatment of certain listed mental illnesses up to the mandated limits in Title 24-A M.R.S.A. Section 4234-A(7).




b.
Group plans.





All group plans must provide mental health coverage that meets the requirements of state and federal laws and regulations.



5.
Substance abuse treatment for group and individual plans.




a.
Inpatient substance abuse services:





i.
For individual plans, inpatient services must be covered for a minimum of 15 days per year and 30 days per lifetime. Cost sharing in the form of coinsurance and copayments may not exceed 50% of eligible charges. Copayments may not exceed $250 per day.





ii.
For group plans, inpatient services must be covered for a minimum of 20 days per year and 40 days per lifetime. Cost sharing in the form of coinsurance and copayments may not exceed 50% of eligible charges. Copayments may not exceed $250 per day.




b.
Non-residential day treatment may be subject to cost sharing in the form of coinsurance or copayments not greater than 50%. Copayments may not exceed $125 per course of treatment.




c.
Outpatient service benefit may not be less than $500 in a calendar year, exclusive of any coinsurance or copayments. Outpatient services may be subject to a maximum copayment not greater than $25 per visit.




d.
Any separate lifetime maximum on benefits paid by the plan may not be less than $7,500.



6.
Preventive Care.




The plan must cover the following as preventive services, in addition to covering these services when medically necessary in accordance with other sections. When covered as preventive services, the plan may require a copayment not to exceed $25 per service or visit.




a.
Prenatal Care





i.
One prenatal office visit per month during the first two trimesters of pregnancy,





ii.
Two office visits per month during the seventh and eighth months of pregnancy, and





iii.
One office visit per week during the ninth month and thereafter until the pregnancy has been brought to term.




iv.
Coverage for each visit shall include necessary and appropriate screening, including history, physical examination, and such laboratory and diagnostic procedures as may be deemed appropriate by the physician based upon recognized medical criteria for the risk group of which the patient is a member.




b.
Well Child Care





i.
Includes periodic evaluation of a child's physical and emotional status, a history, a complete physical examination, a developmental assessment, anticipatory guidance, appropriate immunizations, and laboratory tests in keeping with prevailing medical standards,





ii.
Six office visits in the first year of life,





iii.
Two visits per year for ages one and two,





iv.
Annual visits for ages three through seventeen,





v.
Physician charges of at least $50, and





vi.
Screening X-ray and laboratory service charges of






at least $50.




c.
Well Adult Care





i.
Annual physical examination, including a gynecological examination. Group plans that otherwise require referral from a primary care physician must allow a self-referred gynecological exam, consistent with the requirements of Title 24-A M.R.S.A. Section 4241.





ii.
Physician charges of at least $100,





iii.
Screening X-ray and laboratory service charges of at least $100,





iv.
Annual screening mammogram beginning at age 40 as required by Title 24-A M.R.S.A. Section 4237-A,





vi.
Screening Pap tests recommended by a physician, and





vii.
Prostate cancer screening as required by Title 24-A M.R.S.A. Section 4243.




d.
Diabetes education consistent with the requirements of Title 24-A M.R.S.A. Section 4240.




e.
Contraceptive services must be covered consistent with the requirements of Title 24 M.R.S.A. Section 2332-J and Title 24-A M.R.S.A. Section 4247.


C.
Exclusions.



The plan may exclude, but is not required to exclude, the following:



1.
Preexisting conditions for up to twelve months, to the extent permitted by Title 24-A M.R.S.A., Chapter 36.



2.
Cosmetic surgery unless performed to correct functional impairment or defects caused by disease, trauma, or previous therapeutic processes.



3.
Diagnosis or treatment of infertility when infertility is the only diagnosis.



4.
Services for the treatment of temporomandibular joint (TMJ) syndrome.



5.
Eyeglasses, contact lenses, eye refraction, hearing aids, or any examination or fitting related to these devices.



6.
Radial keratotomy or lasic surgery.



7.
Sex change surgery.



8.
Skilled nursing care.



9.
Experimental or investigational treatment.



10.
Work-related injuries or illness, except to the extent required by Rule or Statute.



11.
Services or supplies furnished by any institution owned or operated by any federal, state, county, or municipal government.



12.
Expenses recoverable through any federal, state, county, or municipal law, other than Medicaid.



13.
Services for which there would be no charge in the absence of insurance.



14.
Services provided by immediate family members.



15.
Losses which are due to war or any act of war, whether declared or undeclared.



16.
Services related to intentionally self-inflicted injury or illness.



17.
Services and supplies not administered or ordered by a physician or other covered professional.



18.
Dental services or supplies except those specifically covered.



19.
No coverage for custodial care.



20.
Non-emergency treatment outside the United States.



21.
Growth hormones.



22.
Sex transformations, dysfunctions or inadequacies.



23.
Weight reductions programs.



24.
Voluntary abortions.



25.
Acupuncture.



26.
Podiatry services.



27.
Massage therapy.



28.
Vision therapy.



29.
Personal comfort items.



30.
Charges for missed appointments.



33.
Travel expenses.



34.
Orthognathic surgery.



35.
Other exclusions approved by the Superintendent.


D.
Coordination of Benefits. The plan may provide for coordination of benefits with other carriers. Coordination with coverage for which an insured may be eligible but which is not in force is prohibited except to the extent which would be permitted by Title 24-A M.R.S.A. Section 2844(1-A).


E.
Usual and Customary Charges. The data and analysis upon which any calculation of “Usual and Customary Charges” is based shall be made available to the Bureau of Insurance upon request.


F.
The plan must comply with all statutory and regulatory requirements otherwise applicable, unless specifically exempted.

Section 11.
Effective Date:


The provisions of this Rule are effective June 29, 1993.


The January 1995 amendments to the Rule are effective January 18, 1995.


The 1998 amendments to the Rule are effective October 26, 1998.


The 2001 amendments to the Rule are effective March 10, 2001, except the requirements in Section 10 are applicable to policies, contracts and certificates executed, delivered, issued for delivery, continued or renewed on or after January 1, 2002.


The 2001 emergency amendments to the Rule are effective August 28, 2001 and shall remain in effect up to 12 months from the effective date. 
The 2005 amendments to the Rule are effective July 28, 2005.
EFFECTIVE DATE:


June 29, 1993 -
as “Standardized Small Group Health Plans”

AMENDED:


October 4, 1993


June 29, 1994


January 18, 1995-
as “Standardized Health Plans”

EFFECTIVE DATE (ELECTRONIC CONVERSION):


January 14, 1997

AMENDED:


October 26, 1998


March 10, 2001


August 28, 2001 -
EMERGENCY major substantive language, filing 2001-387, affecting Part II Section 12 (A) and (B), and Section 13.
FINAL ADOPTION EFFECTIVE DATE (MAJOR SUBSTANTIVE CHAPTER):


June 6, 2002 -

filed May 7, 2002, filing 2002-137

FINAL ADOPTION EFFECTIVE DATE (MAJOR SUBSTANTIVE CHAPTER):


July 28, 2005-

filed June 28, 2005, filing 2005-263

