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62A.04 STANDARD PROVISIONS.

[For text o f  subds 1 and 2, see M.S.1998]

Subd. 3. Optional provisions. Except as provided in subdivision 4, no such policy de
livered or issued for delivery to any person in this state shall contain provisions respecting the 
matters set forth below unless such provisions are in the words in which the same appear in 
this section. The insurer may, at its option, use in lieu of any such provision a corresponding 
provision of different wording approved by the commissioner which is not less favorable in 
any respect to the insured or the beneficiary. Any such provision contained in the policy shall 
be preceded individually by the appropriate caption appearing in this subdivision or, at the 
option of the insurer, by such appropriate individual or group captions or subcaptions as the 
commissioner may approve.

(1) A provision as follows:
CHANGE OF OCCUPATION: If the insured be injured or contract sickness after hav

ing changed occupations to one classified by the insurer as more hazardous than that stated in 
this policy or while doing for compensation anything pertaining to an occupation so classi
fied, the insurer will pay only such portion of the indemnities provided in this policy as the 
premiums paid would have purchased at the rates and within the limits fixed by the insurer 
for such more hazardous occupation. If the insured changes occupations to one classified by 
the insurer as less hazardous than that stated in this policy, the insurer, upon receipt of proof 
of such change of occupation will reduce the premium rate accordingly, and will return the 
excess pro rata unearned premium from the date of change of occupation or from the policy 
anniversary date immediately preceding receipt of such proof, whichever is the more recent. 
In applying this provision, the classification of occupational risk and the premium rates shall 
be such as have been last filed by the insurer prior to the occurrence of the loss for which the 
insurer is liable or prior to date of proof of change in occupation with the state official having 
supervision of insurance in the state where the insured resided at the time this policy was is
sued; but if such filing was not required, then the classification of occupational risk and the 
premium rates shall be those last made effective by the insurer in such state prior to the occur
rence of the loss or prior to the date of proof of change of occupation.

(2) A provision as follows:
MISSTATEMENT OF AGE: If the age of the insured has been misstated, all amounts 

payable under this policy shall be such as the premium paid would have purchased at the cor
rect age.

(3) A provision as follows:
OTHER INSURANCE IN THIS INSURER: If an accident or sickness or accident and 

sickness policy or policies previously issued by the insurer to the insured be in force concur
rently herewith, making the aggregate indemnity f o r .... (insert type of coverage or cover
ages) in excess of $.....(insert maximum limit of indemnity or indemnities) the excess insur
ance shall be void and all premiums paid for such excess shall be returned to the insured or to 
the insured’s estate, or, in lieu thereof:
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61 ACCIDENT AND HEALTII INSURANCE 62A.04

Insurance effective at any one time on the insured under a like policy or policies in this 
insurer is limited to the one such policy elected by the insured, or the insured’s beneficiary or 
estate, as the case may be, and the insurer will return all premiums paid for.all other such 
policies.

(4) A provision as follows;
INSURANCE WITH OTHER INSURERS: If there be other valid coverage, not with 

this insurer,.providing benefits for the same loss on a provision of service basis or on an ex
pense incurred basis and of which this insurer has not been given written notice prior to the 
occurrence or commencement of loss, the only liability under any expense incurred coverage 
of this policy shall be for such proportion of the loss as the amount which would otherwise 
have been payable hereunder plus the total of the like amounts under all such other valid cov
erages for the same loss of which this insurer had noticc bears to the total like amounts under 
all valid coverages for such loss, and for the return of such portion of the premiums paid as 
shall exceed the pro rata portion for the amount so determined. For the purpose of applying 
this provision when other coverage is on a provision of service basis, the “like amount” of 
such other coverage shall be taken as the amount which the services rendered would have 
cost in the absence of such coverage.

If the foregoing policy provision is included in a policy which also contains the next 
following policy provision there shall be added to the caption of the foregoing provision the 
phrase “EXPENSE INCURRED BENEFITS.” The insurer may, at its option,, include in this 
provision a definition of “other valid coverage,” approved as to form by the commissioner, 
which definition shall be limited in subject matter to coverage provided by organizations 
subject to regulation by insurance law or by insurance authorities of this or any other state of 
the United States or any province of Canada, and. by hospital or medical service organiza
tions, and to any other coverage the inclusion of which may be approved by the commission
er. In the absence of such definition such term shall not include group insurance, automobile 
medical payments insurance, or coverage provided.by hospital or medical service organiza
tions or by union welfare plans or employer or employee benefit organizations. For the pur
pose of applying the foregoing policy provision with respect to any insured, any amount of 
benefit provided for such insured pursuant to any compulsory benefit statute (including any 
workers’ compensation or employer’s liability statute) whether provided by a governmental 
agency or otherwise shall in all cases be deemed to be “other valid coverage” of which the 
insurer has had notice. In applying the foregoing policy provision no third party liabi lity cov
erage shall be included as “other valid coverage.”

(5) A provision as follows:
INSURANCE WITH OTHER INSURERS: If there be other valid coverage, not with 

this insurer, providing benefits for the same loss on other than an expense incurred basis and 
of which this insurer has not been given written notice prior to the occurrencc or commence
ment of loss, the only liability for such benefits under this policy shall be for such proportion 
of the indemnities otherwise provided hereunder for such loss as the like indemnities of 
which the insurer had notice (including the indemnities under this policy) bear to the total 
amount of all like indemnities for such loss, and for the return of such portion of the premium 
paid as shall exceed the pro rata portion for the indemnities thus determined.

If the foregoing policy provision is included in a policy which also contains the next 
preceding policy provision there shall be added to the caption of the foregoing provision the 
phrase —  “OTHER BENEFITS.” The insurer may, at its option, include in this provision a 
definition of “other valid coverage,” approved as to form by the commissioner, which defini
tion shall be limited in subject matter to coverage provided by organizations subject to regu
lation by insurance law or by insurance authorities of this or any other state of the.United 
States or any province of Canada, and to any other coverage the inclusion of which may be 
approved by the commissioner. In the absence of such definition such term shall not include 
group insurance, or benefits provided by union welfare plans or by employer or employee 
benefit organizations. For the purpose of applying the foregoing policy provision with re
spect to any insured, any amount of benefit provided for such insured pursuant to any com
pulsory benefit statute (including any workers’ compensation or employer’s liability statute) 
whether provided by a governmental agency or otherwise shall in all cases be deemed to be
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62A.04 ACCIDENT AND HEALTH INSURANCE 62

“other valid coverage” of which the insurer has had notice. In applying the foregoing policy 
provision no third party liability coverage shall be included as “other valid coverage.”

(6) A provision as follows:
RELATION OF EARNINGS TO INSURANCE: If the total monthly amount of loss of 

time benefits promised for the same loss under all valid loss of time coverage upon the in
sured, whether payable on a weekly or monthly basis, shall exceed the monthly earnings of 
the insured at the time disability commenced or the insured’s average monthly earnings for 
the period of two years immediately preceding a disability for which claim is made, whichev
er is the greater, the insurer will be liable only for such proportionate amount of such benefits 
under this policy as the amount of such monthly earnings or such average monthly earnings 
of the insured bears to the total amount of monthly benefits for the same loss under all such 
coverage upon the insured at the time such disability commences and for the return of such 
part of the premiums paid during such two years as shall exceed the pro rata amount of the 
premiums for the benefits actually paid hereunder; but this shall not operate to reduce the 
total monthly amount of benefits payable under all such coverage upon the insured below the 
sum of $200 or the sum of the monthly benefits specified in such coverages, whichever is the 
lesser, nor shall it operate to reduce benefits other than those payable for loss of time.

The foregoing policy provision may be inserted only in a policy which the insured has 
the right to continue in force subject to its terms by the timely payment of premiums (1) until 
at least age 50, or, (2) in the case of a policy issued after age 44, for at least five years from its 
date of issue. The insurer may, at its option, include in this provision a definition of “valid 
loss of time coverage,” approved as to form by the commissioner, which definition shall be 
limited in subject matter to coverage provided by governmental agencies or by organizations 
subject to regulation by insurance law or by insurance authorities of this or any other state of 
the United States or any province of Canada, or to any other coverage the inclusion of which 
may be approved by the commissioner or any combination of such coverages. In the absence 
of such definition such term shall not include any coverage provided for such insured pur
suant to any compulsory benefit statute (including any workers’ compensation or employ
er’s liability statute), or benefits provided by union welfare plans or by employer or em
ployee benefit organizations.

(7) A provision as follows:
UNPAID PREMIUM: Upon the payment of a claim under this policy, any premium 

then due and unpaid or covered by any note or written order may be deducted therefrom.
(8) A provision as follows:
CANCELLATION: The insurer may cancel this policy at any time by written notice 

delivered to the insured or mailed to the insured’s last address as shown by the records of the 
insurer, stating when, not less than five days thereafter, such cancellation shall be effective; 
and after the policy has been continued beyond its original term the insured may cancel this 
policy at any time by written notice delivered or mailed to the insurer, effective upon receipt 
or on such later date as may be specified in such notice. In the event of cancellation, the insur
er will return promptly the unearned portion of any premium paid. Regardless of whether it is 
the insurer or the insured who cancels, the earned premium shall be computed pro rata, unless 
the mode of payment is monthly or less, or if the unearned amount is for less than one month. 
Cancellation shall be without prejudice to any claim originating prior to the effective date of 
cancellation.

(9) A provision as follows:
CONFORMITY WITH STATE STATUTES: Any provision of this policy which, on its 

effective date, is in conflict with the statutes of the state in which the insured resides on such 
date is hereby amended to conform to the minimum requirements of such statutes.

(10) A provision as follows:
ILLEGAL OCCUPATION: The insurer shall not be liable for any loss to which a con

tributing cause was the insured’s commission of or attempt to commit a felony or to which a 
contributing cause was the insured’s being engaged in an illegal occupation.

(11) A provision as follows:
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63 ACCIDENT AND HEALTH INSURANCE 62A. 135

NARCOTICS: The insurer shall not be liable for any loss sustained or contracted in 
consequence of the insured’s being under the influence of any narcotic unless administered 
on the advice of a physician.

[For text o f subds 4 to 10, see M.S. 1998J

History: 1999 c 177 s 37

62A.045 PAYMENTS ON BEHALF OF ENROLLEES IN GOVERNMENT 
HEALTH PROGRAMS.

(a) No health plan issued or renewed to provide coverage to a Minnesota resident shall 
contain any provision denyi ng or reducing benefits because services are rendered to a person 
who is eligible for or receiving medical benefits pursuant to title XIX of the Social Security 
Act (Medicaid) in this or any other state; chapter 256 :256B; or 256D or services pursuant to 
section 252.27; 256L.01 to 256L.10; 260B.331, subdivision 2; 260C.331, subdivision 2; or 
393.07, subdivision 1 or 2. No health carrier providing benefits under plans covered by this 
section shall use eligibility for medical programs named in this section as an underwriting 
guideline or reason for nonacceptance of the risk.

(b) If payment for covered expenses has been made under state medical programs for 
health care items or services provided to an individual, and a third party has a legal liability to 
make payments, the rights of payment and appeal of an adverse coverage decision for the 
individual, or in the case of a child their responsible relative or caretaker, will be subrogated 
to the state agency. The state agency may assert its rights under this section within three years 
of the date the sendee was rendered. For purposes of this section, “state agency” includes 
prepaid health plans under contract with the commissioner according to sections 256B.69, 
256D.03, subdivision 4, paragraph (d), and 256L.12; children’s mental health col laboratives 
under section 245.493; demonstration projects for persons with disabilities under section 
256B.77: nursing homes under the alternative payment demonstration project under section 
256B.434; and county-based purchasing entities under section 256B.692.

(c) Notwithstanding any law to the contrary, when a person covered by a health plan 
receives medical benefits according to any statute listed in this section, payment for covered 
services or noticc of denial for services billed by the provider must be issued directly to the 
provider. If a person was receiving medical benefits through the department of human ser
vices at the time a service was provided, the provider must indicate this benefit coverage on 
any claim forms submitted by the provider to the health carrier for those services. If the com
missioner of human services notifies the health carrier that the commissioner has made pay
ments to the provider, payment for benefits or notices of denials issued by the health carrier 
must be issued directly to the commissioner. Submission by the department to the health car
rier of the claim on a department of human services claim form is proper notice and shall be 
considered proof of payment of the claim to the provider and supersedes any contract re
quirements of the health carrier relating to the form of submission. Liability to the insured for 
coverage is satisfied to the extent that payments for those benefits are made by the health 
carrier to the provider or the commissioner as required by this section.

(d) When a state agency has acquired the rights of an individual eligible for medical 
programs named in this section and has health benefits coverage through a health carrier, the 
health carrier shall not impose requirements that are different from requirements applicable 
to an agent or assignee of any other individual covered.

(e) For the purpose of this section, health plan includes coverage offered by community 
integrated service networks, any plan governed under the federal Employee Retirement In
come Security Act of 1974 (ERISA), United States Code, title 29, sections 1001 to 1461, and 
coverage offered under the exclusions listed in section 62A.011, subdivision 3, clauses (2),
(6), (9), (10), and (12).

History: 1999 c 139 art 4 s 2; 1999 c 245 art 4 s 1

62A.135 FIXED INDEMNITY POLICIES; MINIMUM LOSS RATIOS.

[ For text o f  subds 1 to 4, see M.S. 1998]
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Subcl. 5. Supplemental filings. Each insurer that has fixed indemnity policies in force 
in this state shall, upon request by the commissioner, submit, in a form prescribed by the 
commissioner, experience data showing its incurred claims, earned premiums, incurred to 
earned loss ratio, and the ratio of the actual loss ratio to the expected loss ratio for each fixed 
indemnity policy form in force in Minnesota. The experience data must be provided on both a 
Minnesota only and a national basis. If in the opinion of the company’s actuary, the deviation 
of the actual loss ratio from the expected loss ratio fora policy form is due to unusual reserve 
fluctuations, economic conditions, or other nonrecurring conditions, the insurer should also 
file that opinion with appropriate justification.

If the data submitted does not confirm that the insurer lias satisfied the loss ratio require
ments of this section, the commissioner shall notify the insurer in writing of the deficiency. 
The insurer shall have 30 days from the date of receipt of the commissioner’s notice to file 
amended rates that comply with this section or a request for an exemption with appropriate 
justification. If the insurer fails to file amended rates within'the prescribed time and the com
missioner does not exempt the policy form from the need for a rate revision, the commission
er shall order that the insurer’s filed rates for the nonconforming policy be reduced to an 
amount that would have resulted in a loss ratio that complied with this section had it been in 
effect for the reporting period of the supplement. The insurer’s failure to file amended rates 
within the specified time of the issuance of the commissioner’s order amending the rates does 
not preclude the insurer from filing an amendment of its rates at a later time.

[For text o f subds 6 and 7, see M.S.1998]

History: 1999 c 177 s 38

62A. 15 COVERAGE OF CERTAIN LICENSED HEALTH PROFESSIONAL SER
VICES.

[For text o f  subds I to 3, see M.S. 1998]

Subd. 3a. Nursing services. All benefits provided by a policy or contract referred to in 
subdivision 1, relating to expenses incurred for medical treatment or services of a duly li
censed physician must include services provided by a registered'nurse who is licensed pur
suant to section 148.171 and who is certified as an advanced practice registered nurse. “Ad
vanced practice registered nurse” has the meaning given in section 148.171, subdivision 3. 
The advanced practice registered nurse must meet the requirements of sections 148.171 to 
148.285.

This subdivision is intended to provide payment of benefits for treatment and services 
by an advanced practice registered nurse as defined in this subdivision and is not intended to 
add to the benefits provided for in these policies or contracts.

[For text o f subd 4, see M.S. 1998[

History: 1999 c 172 s 1,18

62A.31 MEDICARE SUPPLEMENT BENEFITS; MINIMUM STANDARDS.
Subdivision 1. Policy requirements. No individual or group policy, certificate, sub

scriber contract issued by a health service plan corporation regulated under chapter 62C, or 
other evidence of accident and health insurance the effect or purpose of which is to supple
ment Medicare coverage issued or delivered in this state or offered to a resident of this state 
shall be sold or issued to an individual covered by Medicare unless the requirements in subdi
visions la  to 1 u are met.

[For text o f subds let to It, see M.S. 1998]

Subd. lu. Guaranteed issue for eligible persons, (a)(1) Eligible persons are those in
dividuals described in paragraph (b) who apply to enroll under the Medicare supplement 
policy not later than 63 days after the date of the termination of enrollment described in para
graph (b), and who submit evidence of the date of termination or disenrollment with the ap
plication for a Medicare supplement policy.
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(2) With respect to eligible persons, an issuer shall not: deny or condition the issuance or 
effectiveness of a Medicare supplement policy described in paragraph (c) that is offered and 
is available for issuance to new enrollees by the issuer; discriminate in the pricing of such a 
Medicare supplement policy because of health status, claims experience, receipt of health 
care, medical condition, or age; or impose an exclusion of benefits based upon a preexisting 
condition under such a Medicare supplement policy.

(b) An eligible person is an individual described in any of the following:
(1) the individual is enrolled under an employee welfare benefit plan that provides 

health benefits that supplement the benefits under Medicare; and the plan terminates, or the 
plan ceases to provide all such supplemental health benefits to the individual;

(2) the individual is enrolled with a Medicare+Choice organization under a Medi- 
care+Choice plan under Medicare part C, and any of the following circumstances apply:

(i) the organization’s or plan’s certification under Medicare part C has been terminated 
or the organization has terminated or otherwise discontinued providing the plan in the area in 
which the individual resides;

(ii) the individual is no longer eligible to elect the plan because of a change in the indi
vidual’s place of residence or other change in circumstances specified by the secretary, but 
not including termination of the individual’s enrollment on the basis described in section 
1851(g)(3)(B) of the federal Social Security Act, United States Code, title 42, section 
1395w-21(g)(3)(b) (where the individual has not paid premiums on a.timely basis or has en
gaged in disruptive behavior as specified in standards under section 1856 of the federal So
cial Security Act, United States Code, title 42, section 1395w-26), or the plan is terminated 
for all individuals within a residence area;

(iii) the individual demonstrates, in accordance with guidelines established by the Sec
retary, that:

(A) the organization offering the plan substantially violated a material provision of the 
organization’s contract in relation to the individual, including the failure to provide an enroll- 
ee on a timely basis medically necessary care for which benefits are available under the plan 
or the failure to provide such covered care in accordance with applicable quality standards; 
or , , .

(B) the organization, or agent or other entity acting on the organization’s behalf, materi
ally misrepresented the plan’s provisions in marketing the plan to the individual; or

(iv) the individual meets such other exceptional conditions as the secretary may pro
vide;

(3)(i) the individual is enrolled with:
(A) an eligible organization under a contract under section 1876 of the federal Social 

Security Act, United States Code, title 42, section 1395mm (Medicare risk or cost);
(B) a similar organization operating under demonstration project authority, effective 

for periods before April 1, 1999;
(C) an organization under an agreement under section 1833(a)(1)(A) of the federal So

cial Security Act, United States Code, title 42', section 13951(a)(1)(A) (health care prepay
ment plan); or

(D) an organization under a Medicare Select policy under section 62A.318 or the simi
lar law of another state; and

(ii) the enrollment ceases under the same circumstances that would permit discontinu
ance of an individual’s election of coverage under clause ,(2);

. (4) the individual is enrolled under a Medicare supplement policy, and the enrollment 
ceases because:

(i)(A) of the insolvency of the issuer or bankruptcy of the nonissuer organization; or
(B) of other involuntary termination of coverage or enrollment under the policy;
(ii) the issuer of the policy substantially violated a material provision of the policy; or
(iii) the issuer, or an agent or other entity acting on the issuer’s behalf, materially mis

represented the policy’s provisions in marketing the policy to the individual;
(5)(i) the individual was enrolled under a Medicare supplement policy and terminates 

that enrollment and subsequently enrolls, for the first time, with any Medicare+Choice orga
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nization under a Medicare+Choice plan under Medicare part C; any eligible organization un
der a contract under section 1876 of the federal Social Security Act, United States Code, title 
42, scction 1395mm (Medicare risk or cost); any similar organization operating under dem
onstration project authority; an organization under an agreement under section 
1833(a)(1)(A) of the federal Social Security Act, United States Code, title 42, section 
13951(a)(1)(A) (health care prepayment plan); or a Medicare Select policy under section 
62A.318 or the similar law of another state; and

(ii) the subsequent enrollment under paragraph (a) is terminated by the enrollee during 
any period within the first 12 months of such subsequent enrollment; or

(6) the individual, upon first enrolling for benefits under Medicare part B, enrolls in a 
Medicare+Choice plan under Medicare part C, and disenrolls from the plan by not later than
12 months after the effective date of enrollment.

(c) The Medicare supplement policy to which eligible persons are entitled under:
(1) paragraph (b), clauses (1) to (4), is any Medicare supplement policy that has a bene

fit package consisting of the basic Medicare supplement plan described in section 62A.316, 
paragraph (a), plus any combination of the three optional riders described in section 
62A.316, paragraph (b), clauses (1) to (3), offered by any issuer;

(2) paragraph (b), clause (5), is the same Medicare supplement policy in which the indi
vidual was most recently previously enrolled, if available from the same issuer, or, if not so 
available, any policy described in clause (1) offered by any issuer;

(3) paragraph (b), clause (6), shall include any Medicare supplement policy offered by 
any issuer.

(d)( 1) At the time of an event described in paragraph (b), because of which an individual 
loses coverage or benefits due to the termination of a contract or agreement, policy, or plan, 
the organization that terminates the contract or agreement, the issuer terminating the policy, 
or the administrator of the plan being terminated, respectively, shall notify the individual of 
the individual’s rights under this subdivision, and of the obligations of issuers of Medicare 
supplement policies under paragraph (a). The notice must be communicated contempora
neously with the notification of termination.

(2) At the time of an event described in paragraph (b), because of which an individual 
ceases enrollment under a contract or agreement, policy, or plan, the organization that offers 
the contract or agreement, regardless of the basis for the cessation of enrollment, the issuer 
offering the policy, or the administrator of the plan, respectively, shall notify the individual of 
the individual’s rights under this subdivision, and of the obligations of issuers of Medicare 
supplement policies under paragraph (a). The notice must be communicated within ten 
working days of the issuer receiving notification of disenrollmcnt.

(e) Reference in this subdivision to a situation in which, or to a basis upon which, an 
individual’s coverage has been terminated does not provide authority under the laws of this 
state for the termination in that situation or upon that basis.

(0  An individual’s rights under this subdivision are in addition to, and do not modify or 
limit, the individual’s rights under subdivision 111.

[For text o f subd 2, see M.S. 7 998[

Subd. 3. Definitions, (a) The definitions provided in this subdivision apply to sections 
62A .31 to 62A.44.

(b) “Accident,” “accidental injury,” or “accidental means” means to employ “result” 
language and does not include words that establish an accidental means test or use words 
such as “external,” “violent,” “visible wounds,” or similar words of description or character
ization.

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

(2) The definition may provide that injuries shall not include injuries for which benefits 
are provided or available under a workers’ compensation, employer’s liability or similar law, 
or motor vehicle no-fault plan, unless prohibited by law.
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(c) “Applicant” means: 1
(1) in the case of an individual Medicare supplement policy or certificate, the person 

who seeks to contract for insurance benefits; and
(2) in the case of a group Medicare supplement pol icy or certificate, the proposed certif

icate holder.
(d) “Bankruptcy” means a situation in which a Medicare+Choice organization that is 

not an issuer has filed,- or has had filed against it, a petition for declaration of bankruptcy and 
has ceased doing business in the state.

(e) “Benefit period” or “Medicare benefit period” shall not be defined more restrictive- 
ly than as defined in the Medicare program.

(0  “Certificate” means a certificate delivered or issued for delivery in this state or of
fered to a resident of this state under a group Medicare supplement policy or certificate.

(g) “Certificate form” means the form on which the certificate is delivered or issued for 
delivery by the issuer.

(h) “Convalescent nursing home,” “extended care facility,” or “skilled nursing facility” 
shall not be defined more restrictively than as defined in the Mcdicarc program.

(i) “Employee welfare benefit plan” means a plan, fund, or program of employee bene
fits as defined in United Stales Code, title 29, section 1002 (Employee Retirement Income 
Security Act).

(j) “Health care expenses” means expenses of health maintenance organizations 
associated with the delivery of health care services which are analogous to incurred losses of 
insurers. The expenses shall not include:

(1) home office and overhead costs;
(2) advertising costs;
(3) commissions and other acquisition costs;
(4) taxes;
(5) capital costs;
(6) administrative costs; and
(7) claims processing costs.
(k) “Hospital” may be defined in relation to its status, facilities, and available services 

or to reflect its accreditation by the joint commission on accreditation of hospitals, but not 
more restrictively than as defined in the Medicare program.

(1) “Insolvency” means a situation in which an issuer, licensed to transact the business of 
insurance in this state, including the right to transact business as any type of issuer, has had a 
final order of liquidation entered against it with a finding of insolvency by a court of compe
tent jurisdiction in the issuer’s state of domicile.

(m) “Issuer” includes insurance companies, fraternal benefit societies, health service 
plan corporations, health maintenance organizations, and any other entity delivering or issu
ing for delivery Medicare supplement policies or certificates in this state or offering these 
policies or certificates lo residents of this state.

(n) “Medicare” shall be defined in the policy and certificate. Medicare may be defined 
as the Health Insurance for the Aged Act, title XVIII of the Social Security Amendments of 
1965, as amended, or title I, part I, of Public Law Number 89-97, as enacted by the 89th Con
gress of the United States of America and popularly known as the Health Insurance for the 
Aged Act, as amended. ■

(o) “Medicare eligible expenses” means health care expenses covered by Medicare, to 
the extent recognized as reasonable and medically necessary by Medicare.

(p) “Medicare+Choice plan” means a plan of coverage for health benefits under Medi
care part C as defined in section 1859 of the federal Social Security Act, United States Code, 
title 42, section 1395w-28, and includes:

( I.) coordinated care plans which provide health care services, including, but not limited 
to, health maintenance organization plans, with or without a point-of-service option, plans 
offered by provider-sponsored organizations, and preferred provider organization plans;

(2) medical savings account plans coupled with a contribution into a Medicare+Choice 
medical savings account; and
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(з) Medicare+Choice private fee-for-service plans.
(q) “Medicare-related coverage” means apolicy, contract, orcertificateissued as a sup

plement to Medicare, regulated under sections 62A .31 to 62A.44, including Medicare select 
coverage; policies, contracts, or certificates that supplement Medicare issued by health 
maintenance organizations; or policies, contracts, or certificates governed by section 1833 
(known as “cost” or “HCPP” contracts) or 1876 (known as “TEFRA” or “risk” contracts) of 
the federal Social Security Act, United States Code, title 42, section 1395, et seq., as 
amended.

(r) “Medicare supplement policy or certificate” means a group or individual policy of 
accident and sickness insurance or a subscriber contract of hospital and medical service 
associations or health maintenance organizations, or those policies or certificates covered by 
section 1833 of the federal Social Security Act, United States Code, title 42, section 1395, et 
seq., or an issued policy under a demonstration project specified under amendments to the 
federal Social Security Act, which is advertised, marketed, or designed primarily as a supple
ment to reimbursements under Medicare for the hospital, medical, or surgical expenses of 
persons eligible for Medicare.

(s).“Physician” shall not be defined more restrictively than as defined in the Medicare 
program or section 62A.04, subdivision 1, or 62A. 15, subdivision 3a.

(t) “Policy form” means the form on which the policy is delivered or issued for delivery 
by the issuer.

(и) “Secretary” means the Secretary of the United States Department of Health and Hu
man Services.

(v) “Sickncss” shall not be defined more restrictively than the following:
“Sickness means illness or disease of an insured person which first manifests itself 
after the effective date of insurance and while the insurance is in force.”
The definition may be further modified to exclude sicknesses or diseases for which 

benefits are provided under a workers’ compensation, occupational disease, employer’s li
ability, or similar law.

[For text o f subds 4 to 6, see M.S.] 998]

History: 1999 c 90 s 1-3

62A.43 LIMITATIONS ON SALES.

] For text o f subds .1 to 3, see M .S.1998]

Subd. 4. Other policies not prohibited. The prohibition in this section or the require
ments of section 62A.31, subdivision 1, against the sale of duplicate Medicare supplement 
coverage do not preclude the sale of a health insurance pol icy or certificate if it will pay bene
fits without regard to other health coverage and if prospective purchasers are provided, on or 
together with the application for the policy or certificate, the appropriate disclosure state
ment for health insurance policies sold to Medicare beneficiaries that duplicate Medicare as 
prescribed by the National Association of Insurance Commissioners. Notwithstanding this 
provision, if the commissioner determines that the coverage being sold is in fact Medicare 
supplement insurance, the commissioner shall notify the insurer in writing of the determina
tion. If the insurer does not thereafter comply with sections 62A.3 1 to 62A.44, the commis
sioner may, pursuant to chapter 14, revoke or suspend the insurer’s authority to sell accident 
and health insurance in this state or impose a civil penalty not to exceed 510,000, or both.

History: 1999c 9 0 s  4

62A.50 DISCLOSURES AND REPRESENTATIONS.

[For text o f  subds la n d  2, see M.S.1998]

Subd. 3. Disclosures. No long-term care policy shall be offered or delivered in this 
state, whether or not the policy is issued in this state, and no certificate of coverage under a 
group long-term care policy shall be offered or delivered in this state, unless a statement con
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taining at least the following information is delivered to the applicant at the time the applica
tion is made:

(1) a description of the benefits and coverage provided by the policy and the differences 
between this policy, a supplemental Medicare policy and the benefits to which an individual 
is entitled under parts A and B of Medicare;

(2) a statement of the exceptions and limitations in the policy including the following 
language, as applicable, in bold print: “THIS POLICY DOES NOT COVER ALL NURS
ING CARE FACILITIES OR NURSING HOME, HOME CARE, OR ADULT DAY CARE 
EXPENSES AND DOES NOT COVER RESIDENTIAL CARE. READ YOUR POLICY 
CAREFULLY TO DETERMINE WHICH FACILITIES AND EXPENSES ARE COV
ERED BY YOUR POLICY”;

(3) a statement of the renewal provisions including any reservation by the insurer of the 
right to change premiums;

(4) a statement that the outline of coverage is a summary of the policy issued or applied 
for and that the policy should be consulted to determine governing contra'ctualprovisions;

(5) an explanation of the policy’s loss ratio including at least the following language: 
“This means that, on the average, policyholders may expect that $ ........of every $100 in pre
mium will be returned as benefits to policyholders over the life of the contract.” ;

(6) a statement of the out-of-pocket expenses, including deductibles and copayments 
for which the insured is responsible, and an explanation of-the specific out-of-pocket ex
penses that may be accumulated toward any out-of-pocket maximum as specified in the 
policy;

(7) the following language, in bold print: “YOUR PREMIUMS CAN BE INCREASED 
IN THE FUTURE. THE RATE SCHEDULE THAT LISTS YOUR PREMIUM NOW CAN 
CH A N G E”;

(8) the following language in bold print, with any provisions that are inapplicable to the 
particular policy omitted or crossed out: “THIS POLICY HAS A WAITING PERIOD OF 
..... (CALENDAR OR BENEFIT) DAYS FOR NURSING CARE SERVICES AND A 
WAITING PERIOD O F .....(CALENDAR OR BENEFIT) DAYS FOR HOME CARE SER
VICES. THrS MEANS THAT THIS POLICY WTLL NOT COVER YOUR CARE FOR
THE FIR ST.... (CALENDAR OR BENEFIT) DAYS AFTER YOU ENTER A NURSING
HOME, OR THE F IR S T .....(CALENDAR OR BENEFIT) DAYS AFTER YOU BEGIN
TO USE HOME CARE SERVICES. YOU WOULD NEED TO PAY FOR YOUR CARE 
FROM OTHER SOURCES FOR THOSE WAITING PERIODS.” ; and

(9) a signed and completed copy of the application for insurance is left with the appli
cant at the time the application is made.

[For text o f subd 4, see M .S.1998]

History: 7999 c 177 s 39

62A.61 DISCLOSURE OF METHODS USED BY HEALTH CARRIERS TO DE
TERMINE USUAL AND CUSTOMARY FEES.

(a) A health carrier that bases reimbursement to health care providers upon a usual and 
customary fee must maintain in its office a copy of a description of the methodology used to 
calculate fees including at least the following:

(1) the frequency of the determination of usual and customary fees;
(2) a general description of the methodology used to determine usual and customary 

fees; and
(3) the percentile of usual and customary fees that determines the maximum allowable 

reimbursement.
(b) A health carrier must provide a copy of the information described in paragraph (a) to 

the commissioner of health or the commissioner of commerce, upon request.
(c) The commissioner of health or the commissioner of commerce, as appropriate, may 

use to enforce this section any enforcement powers otherwise available to the commissioner
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with respect to the health carrier. The commissioner of health or commerce, as appropriate, 
may require health carriers to provide the information required under this section and may 
use any powers granted under other laws relating to the regulation of health carriers to en
force compliance.

(d) For purposes of this section, “health carrier” has the meaning given in section 
62A.011.

(e) “Usual and customary” means the normal charge, in the absence of insurance, of the 
provider for a service or article, but not more than the prevailing charge in the area for like 
service or article. A “like service” is the same nature and duration, requires the same skill, 
and is performed by a provider of similar training and experience. A “like article” is one that 
is identically or substantially equivalent. “Area” means the municipality or, in the case of a 
large city, a subdivision of the city, in which the service or article is actually provided or a 
greater area as is necessary to obtain a representative cross-section of charges for 1 ike service 
or article.

History: 1999 c 177 s 40

62A.65 INDIVIDUAL MARKET REGULATION.
[For text o f subds 1 to 4, see M.S.1998]

Subd. 5. Portability and conversion of coverage, (a) No individual health plan may be 
offered, sold, issued, or with respect to children age 18 or under renewed, to a Minnesota 
resident that contains a preexisting condition limitation, preexisting condition exclusion, or 
exclusionary rider, unless the limitation or exclusion is permitted under this subdivision and 
under chapter 62L, provided that, except for children age 18 or under, underwriting restric
tions may be retained on individual contracts that are issued without evidence of insurability 
as a replacement for prior individual coverage that was sold before May 17,1993. The indi
vidual may be subjected to an 18-month preexisting condition limitation, unless the individ
ual has maintained continuous coverage as defined in section 62L.02. The individual must 
not be subjected to an exclusionary rider. An individual who has maintained continuous cov
erage may be subjected to a one-time preexisting condition limitation of up to 12 months, 
with credit for time covered under qualifying coverage as defined in section 62L.02, at the 
time that the individual first is covered under an individual health plan by any health carrier. 
Credit must be given for all qualifying coverage with respect to all preexisting conditions, 
regardless of whether the conditions were preexisting with respect to any previous qualify
ing coverage. The individual must not be subjected to an exclusionary rider. Thereafter, the 
individual must not be subject to any preexisting condition limitation, preexisting condition 
exclusion, or exclusionary rider under an individual health plan by any health carrier, except 
an unexpired portion of a limitation under prior coverage, so long as the individual maintains 
continuous coverage as defined in section 62L.02.

(b) A health carrier must offer an individual health plan to any individual previously 
covered under a group health plan issued by that health carrier, regardless of the size of the 
group, so long as the individual maintained continuous coverage as defined in section 
62L.02. If the individual has available any continuation coverage provided under sections 
62A.146; 62A.148; 62A.17, subdivisions 1 and 2; 62A.20; 62A.21; 62C.142; 62D.101; or 
62D.105, or continuation coverage provided under federal law, the health carrier need not 
offer coverage under this paragraph until the individual has exhausted the continuation cov
erage. The offer must not be subject to underwriting, except as permitted under this para
graph. A health plan issued under this paragraph must be a quali fied plan as defined in section 
62E.02 and must not contain any preexisting condition limitation, preexisting condition ex
clusion, or exclusionary rider, except for any unexpired limitation or exclusion under the pre
vious coverage. The individual health plan must cover pregnancy on the same basis as any 
other covered illness under the individual health plan. The initial premium rate for the indi
vidual health plan must comply with subdivision 3. The premium rate upon renewal must 
comply with subdivision 2. In no event shall the premium rate exceed 90 percent of the pre
mium charged for comparable individual coverage by the Minnesota comprehensive health 
association, and the premium rate must be less than that amount if neccssary to otherwise 
comply with this section. An individual health plan offered under this paragraph to a person
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satisfies the health carrier’s obligation to offer conversion coverage under section 62E.16, 
with respect to that person. Coverage issued under this paragraph must provide that it cannot 
be canceled or nonrenewed as a result of the health carrier’s subsequent decision to leave the 
individual, small employer, or other group market. Section 72A.20, subdi vision 28, applies 
to this paragraph.

[For text o f subds 6 to 8, see M .S.1998]

History: 1999 c.177 s 41
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