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	Carriers must confirm compliance and IDENTIFY the LOCATION (Form number, Page number, Section, Paragraph, etc.) of the standard in the form in the last column.  Any response of N/A requires that a carrier explain why the requirement is not applicable.

	This checklist is intended to provide a summary of State and Federal requirements for the TOI listed above.  Please see the laws/rules referenced in the checklist below for the full requirement.



	GENERAL SUBMISSION REQUIREMENTS
	
	
	

	Electronic (SERFF) Filing Requirements:
	Title 24-A § 2412(2) Bulletin 360
	All filings must be filed electronically, using the NAIC System for Electronic Rate and Form Filing (SERFF). See http://www.serff.com
	

	FILING FEES
	Title 24-A § 601 (17)
	$20.00 for Rate filings, rating rules filings, insurance policy, forms, riders, endorsements and certificates. See General Instructions page in SERFF for additional information on filing fee structure. Filing fees must be submitted by EFT in SERFF at the time of submission of the filing. All filings require a filing fee unless specifically excluded per 24-A M.R.S.A. §4222(1), and/or are a required annual report.
	

	Grounds for disapproval
	Title 24-A § 2413
	Seven categories of the grounds for disapproving a filing.
	

	Readability
	Title 24-A § 2441
	Minimum of 50.  Riders, endorsements, applications all must be scored. They may be scored either individually or in conjunction with the policy/certificate to which they will be attached. Exceptions: Federally mandated forms/language, Groups > 1000, Group Annuities as funding vehicles.  Scores must be entered on form schedule tab in SERFF.
	

	Variability of Language
	Title 24-A § 2412  
Title 24-A § 2413
	Forms with variable bracketed information must include all the possible language that might be placed within the brackets. The use of too many variables will result in filing disapproval as Bureau staff may not be able to determine whether the filing is compliant with Maine laws and regulations.
	

	GENERAL POLICY PROVISIONS
	
	
	

	Coordination of Benefits provisions (requirement applicable only if policy contains a coordination of benefits provision)Coordination of Benefits with Medicare and Medicaid
	Title 24-A § 2723-A
Rule 191 § 9(A) 
Rule 191 § 9(D)
Rule 790
	Provisions relating to coordination of benefits payable under the contract and under other plans of insurance or of health care coverage under which a certificate holder or the certificate holder's dependents may be covered must conform to Bureau of Insurance Rule 790.The statute also sets forth how coordination with Medicare and Medicaid is governed.
	

	Definitions, Disclosures, Prohibitions, Minimum Standards, Outline of Coverage
	Rule 755 § 4
Rule 755 § 5
Rule 755 § 6
Rule 755 § 7
	Must comply with Rule 755, including but not limited to § 4 (policy definitions); § 5 (prohibited provisions); § 6(L) (scope of “supplemental health” plans); § 7(A) (disclosures, font size and related protections); § 7(B) (mandatory outline of coverage and disclosures); and § 7(M) (outline of coverage content).
	

	Designation of Product Category
	Title 24-A § 2694
Rule 755 § 6
	Heading of form filer’s cover letter shall designate intended coverage category.
	

	Format of Policy
	Title 24-A § 2703
	Time, place, and amount of premium payment required, Effective and Termination Date required, Name of Insured(s) required. Each form, including riders and endorsements, which comprise the contract, shall be identified by a form number in the lower left hand corner of the first page thereof.
	

	Legal Actions
	Title 24-A § 2715
	There shall be a provision as follows:
Legal actions: No action at law or in equity shall be brought to recover on this policy prior to the expiration of sixty days after written proof of loss has been furnished in accordance with the requirements of this policy. No such action shall be brought after the expiration of 3 years after the time written proof of loss is required to be furnished.
	

	Notice Regarding Policies or Certificates Which are Not Medicare Supplement Policies
	Title 24-A § 5013
Rule 275 § 17(E)
	The notice shall either be printed or attached to the first page of the outline of coverage delivered to insureds under the policy, or if no outline of coverage is delivered, to the first page of the policy or certificate delivered to insureds.  The notice shall be in no less than twelve (12) point type and shall contain the following language: “THIS [POLICY OR CERTIFICATE] IS NOT A MEDICARE SUPPLEMENT [POLICY OR CONTRACT].  If you are eligible for Medicare, review the Medicare Supplement Buyer's Guide available from the company.  If you have a Medicare Supplement policy or major medical policy, this coverage may be more than you need. For information call the Bureau of Insurance at 1-800-300-5000.”
	

	Notice That Policy or Certificate Is Not Long Term Care
	Title 24-A § 5072 (4)
Title 24-A § 5074 (3)
	For prominent display on first page: "THIS [POLICY OR CERTIFICATE] IS NOT A LONG TERM CARE CONTRACT” and “IS NOT INTENDED TO BE QUALIFIED FOR INCOME TAX INCENTIVES UNDER FEDERAL OR MAINE LAW.”
	

	Proof of loss
	Title 24-A § 2711
	The following must be included: Proofs of loss: Written proof of loss must be furnished to the insurer at its said office in case of claim for loss for which this policy provides any periodic payment contingent upon continuing loss within 90 days after the termination of the period for which the insurer is liable and in case of claim for any other loss within 90 days after the date of such loss. Failure to furnish such proof within the time required shall not invalidate nor reduce any claim if it was not reasonably possible to give proof within such time, provided such proof is furnished as soon as reasonably possible and in no event, except in the absence of legal capacity, later than one year from the time proof is otherwise required.
	

	Rebates
	Title 24-A § 2160
Title 24-A § 2163-A Bulletin 426
Bulletin 382
	Are there any provisions that give the insured a benefit not associated with indemnification or loss? Yes ___No ___
	

	Representations in Application
	Title 24-A § 2411
	All statements and descriptions in any application for insurance, by or in behalf of the insured, are deemed to be representations and not warranties.
	

	Right to Examine and Return Policy ("free look period")
	Title 24-A § 2717
	The policy, or a separate rider attached thereto when delivered, must include a provision stating that the person being issued the policy must be permitted to return the policy within 10 days of delivery to such person and to have a refund of premium paid if not satisfied with the policy for any reason after examining it.  The policy may be returned to the insurer at its home or branch office to the agent through whom it was applied for, and shall be void from the beginning, as if the policy had not been issued.     

The provision must be under an appropriate caption in the policy, and if it’s not printed on the face page, adequate notice of the provision must be printed or stamped conspicuously on the face page.
	

	Third Party 10 Day Notification prior to cancellation; restrictions on cancellation, termination or lapse due to cognitive impairment or functional incapacity
	Title 24-A § 2847-C
Title 24-A § 2707-A
Rule 580
	An insurer shall provide for notification of the insured person and another person, if designated by the insured, prior to cancellation of a health insurance policy for nonpayment of premium. FOR INDIVIDUAL PLANS: Insurers must provide the following disclosure, notice and reinstatement rights:1.  Insured has the right to elect a third party to receive notice and that the insurer will send them a third party notice request form to make that selection.2.  Insured and designated individual will receive a 10 day notice of cancellation.3.  Insured has the right to reinstatement of the contract if the insured suffers from cognitive impairment or functional incapacity and the ground for cancellation was the insured’s nonpayment of premium or other lapse or default on the part of the insured.4.  Notice that if a request for reinstatement of coverage because of cognitive impairment or functional incapacity is denied, notice of denial shall be provided to the insured and to the person making the request, if different. The notice of denial shall include notification of the 30 day period following receipt of the notice during which a hearing before the Superintendent may be requested. FOR GROUP PLANS:  Third Party Notice of Cancellation for group plans must be applied as follows: 1. If the entire cost of the insurance coverage is paid by the Policyholder, there is no requirement to send the Third Party Notice of Cancellation. 2. If the entire cost of the insurance coverage is paid by the Certificate holder and is direct billed, the insurer must include notification in the policy/certificate to advise the member of their rights. 3. If the entire cost of the insurance coverage is paid by the Certificate holder and is made via payroll deduction, then Rule 580, § 5 (3) would apply and the insurer must include this notification in the policy/certificate to advise the member of their rights. 4. If a portion of the cost of the insurance coverage is paid by the Policyholder and the remainder is paid by the Certificate holder and is made via payroll deduction, then Rule 580, § 5 (3) would apply and the insurer must include this notification in the policy/certificate to advise the member of their rights. Please review Rule 580 and add the required language to the certificate. Additionally, pursuant to Rule 580 § 6(A)(7), the requirement may be satisfied by including the notice of reinstatement right in an application that is incorporated into the contract.
	

	Examination, autopsy
	Title 24-A § 2714
	The following must be included:
Physical examination and autopsy: The insurer at its own expense shall have the right and opportunity to examine the person of the insured when and as often as it may reasonably require during the pendency of a claim hereunder and to make an autopsy in case of death where it is not forbidden by law.
	

	Renewal provision
	Title 24-A § 2738
	Policy must contain the terms under which it can/ cannot be renewed. Must be placed prominently on the first page.
	

	CLAIMS
	
	
	

	Claim Forms
	Title 24-A § 2710
	The policy must include the “Claim forms” provision set forth in Section 2710.
	

	Notice of claim
	Title 24-A § 2709
	There shall be a provision that written notice of claim must be given to the insurer within 20 days after the occurrence or commencement of any loss covered by the policy, or as soon thereafter as is reasonably possible. Notice given by or on behalf of the insured or the beneficiary to the insurer at (insert the location of such office as the insurer may designate for the purpose), or to any authorized agent of the insurer, with information sufficient to identify the insured, shall be deemed notice to the insurer.

In a policy providing a loss-of-time benefit which may be payable for at least 2 years, an insurer may, at its option, add additional language to the required “Notice of claim” provision, as provided in Section 2709.
	

	Payment of Claims
	Title 24-A § 2436
	A claim for payment of benefits under a policy or certificate of insurance delivered or issued for delivery in this State is payable within 30 days after proof of loss is received by the insurer.
	

	GRIEVANCES & APPEALS
	
	
	

	Review and Arbitration
	Title 24-A § 2747
	1.  Any insurer denying medical expense reimbursement benefits on any of the grounds specified in subsection 2 for a claim filed pursuant to a policy issued under this chapter, other than a policy that is subject to section 4312, shall provide the policy or certificate holder with an opportunity to have the denial reviewed by the insurer and to arbitrate the denial if not satisfied after review. The right to review and arbitrate must be prominently set forth in any written notice sent to the policy or certificate holder denying the claim. The arbitration is nonbinding and must be carried out in accordance with procedures established by the insurer.  
2.  The procedure specified in subsection 1 shall apply to the denial of any medical expense reimbursement benefits based upon:  
A. A health condition existing prior to the effective coverage of the policy or certificate; or 
B. The lack of medical necessity.
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