COLORADO DEPARTMENT OF REGULATORY AGENCIES
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Life, Accident and health
Repealed and Repromulgated Regulation 4-2-20
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Section 1
Authority

This regulation is promulgated and adopted by the Commissioner of Insurance under the authority of §§ 10-1-109, 10-16-108.5(11)(b), and 10-16-109, C.R.S.

Section 2
Scope and Purpose

The purpose of this regulation is to coordinate the requirements of § 10-16-108.5(11), C.R.S. and certain provisions of the Patient Protection and Affordable Care Act of 2010, Pub. L. No. 111-148, 124 Stat. 119 (2010) and the Health Care and Education Reconciliation Act of 2010, Pub. L. No. 111-152, 124 Stat. 1029 (2010), together referred to as the “Affordable Care Act” (ACA). This regulation also sets out procedures for carriers to make available a Colorado Supplement to the Summary of Benefits and Coverage Form for each policy, contract, and plan of health benefits that either covers a Colorado resident or is marketed to a Colorado resident or such resident's employer.

Section 3
Applicability

This regulation shall apply to all carriers offering or providing health benefit plan coverage or Medicare supplemental coverage on and after January 1, 2013.

Section 4
Definitions

A.
“Carrier” shall have the same meaning as in § 10-16-102(8), C.R.S.
B.
“Glossary” means the form required by the Affordable Care Act as described in the final rule published on February 14, 2012 in Volume 77, No. 30 of the Federal Register (77 FR 8668, Summary of Benefits and Coverage and Uniform Glossary).

C.
“Health benefit plan” shall have the same meaning as § 10-16-102(21), C.R.S.

D.
“Summary of Benefits and Coverage” means the form required by the Affordable Care Act as described in the final rule published on February 14, 2012 in Volume 77, No. 30 of the Federal Register (77 FR 8668, Summary of Benefits and Coverage and Uniform Glossary).
Section 5
Rules
A.
All carriers offering or providing health benefit plan coverage shall make available to a producer or consumer through electronic means or paper copy, along with a Summary of Benefits and Coverage form, a completed copy of the Colorado Supplement to the Summary of Benefits and Coverage Form shown in Appendix A for each policy or contract for a health benefit plan that either covers a Colorado resident or is selected by a Colorado resident or such resident’s employer for which the employee or participant is eligible.
B.
Carriers marketing or providing a Medicare supplemental plan shall meet the requirement of § 10-16-108.5(11)(a), C.R.S., by making available for each such plan a Medicare supplement outline of coverage as prescribed in Colorado Insurance Regulation 4-3-1, 3 CCR 702-4.
C.
Carriers shall use the exact format found in Appendix A for the Colorado Supplement to the Summary of Benefits and Coverage Form. All boxes must be filled in. Carriers may modify box dimensions, reduce margins, or use a portrait rather than a landscape page layout format. A carrier may also add its logo to the form and print the form in color or black and white. Pursuant to § 10-3-1104(1), C.R.S., in completing the form, carriers shall not misrepresent the benefits, advantages, conditions, or terms of the policy.

D.
Carriers shall follow the directions for completing the Colorado Supplement to the Summary of Benefits and Coverage Form found in Appendix B of this regulation.
E.
Carriers shall provide a Colorado Supplement to the Summary of Benefits and Coverage Form that is specific with respect to the particular policy provisions of the policy as follows:

1.
Automatically, along with the applicable Summary of Benefits and Coverage form, other health benefit plan description materials, or enrollment application given to employees or members of a group, association or health care cooperative who have the option of selecting such an employer-sponsored, group-sponsored, association-sponsored, or cooperative-sponsored plan when they initially become eligible for coverage and thereafter during any open enrollment period;

2.
Automatically, along with the applicable Summary of Benefits and Coverage form, within seven (7) business days of a potential policyholder expressing interest in a particular plan or such plan being selected as a finalist from which the ultimate selection will be made;

3.
Upon request, along with the applicable Summary of Benefits and Coverage form, and the glossary if requested, within seven (7) business days, to any person who is interested in coverage under or who is covered by a health benefit plan of the carrier. The request may be made orally or in writing to the carrier;
4.
Upon request, along with the applicable Summary of Benefits and Coverage form, and the glossary if requested, within seven (7) business days to a producer on behalf of any person, group, association, or health care cooperative that is interested in coverage or is covered by a health benefit plan of the carrier. The request may be made orally or in writing to the carrier;
5.
As part of any written application materials that are distributed by the carrier for enrollment, along with the applicable Summary of Benefits and Coverage form. If written application materials are not distributed, it shall be provided no later than the first date on which the employee is eligible to enroll for coverage for the employee or dependent;
6.
No later than thirty (30) calendar days prior to the first day of coverage under the new plan year when the policy has an automatic renewal, along with the applicable Summary of Benefits and Coverage form. If the policy has not been issued or renewed before such 30-day period, it should be provided no later than seven (7) business days after issuance of the new policy or the receipt of written confirmation of intent to renew whichever is earlier;
7.
As soon as practicable following the receipt of the group application, but in no event later than seven (7) business days following receipt of the application, along with the applicable Summary of Benefits and Coverage form;
8.
If there is any change in the information required to be on the Colorado Supplement to the Summary of Benefits and Coverage Form between the application for coverage and the first day of coverage, the carrier must update and provide a current form to the individual, employee and/or dependent no later than the first day of coverage.

F.
Anti-duplication rule.
1.
For group plans, if the employer, plan administrator, association or health care cooperative has provided the required form to the employee, dependent or member, the carrier is not required to provide a duplicate Colorado Supplement to the Summary of Benefits and Coverage Form.

2.
For individual policies, the Colorado Supplement to the Summary of Benefits and Coverage Form may be provided to one address unless any dependents are known to reside at a different address.
G.
A carrier shall develop a separate Colorado Supplement to the Summary of Benefits and Coverage Form for each of its health benefit plans.
H.
The Colorado Supplement to the Summary of Benefits and Coverage Form should not include attachments, except that a carrier may:

1.
Attach a list of exclusions developed pursuant to subsection J. of section 5 of this regulation;

2.
Attach information on premiums;

3.
Attach information on riders; or
4.
Include at the end of the form, or as an attachment, information that is statutorily required of marketing materials (e.g., for managed care plans, disclosure of the existence and availability of an access plan, as required pursuant to § 10-16-704(9), C.R.S.).
J.
A carrier shall make a list of policy exclusions available immediately upon request, but in no event more than seven (7) business days after the request, for each of its health benefit plans.

K.
The Colorado Supplement to the Summary of Benefits and Coverage Forms developed for each health benefit plan shall be in standard, easy-to-read type sizes and fonts, of no less than 12 points.

Section 6
Severability
If any provision of this regulation or the application of it to any person or circumstance is for any reason held to be invalid, the remainder of this regulation shall not be affected.
Section 7
Incorporated Materials

The relevant portions of the final rule published on February 14, 2012 in Volume 77, No. 30 of the Federal Register (77 FR 8668, Summary of Benefits and Coverage and Uniform Glossary) as published on the effective date of this regulation are incorporated by reference. Later amendments to this final rule are not included. Volume 77, No. 30 of the Federal Register may be examined during regular business hours at the Colorado Division of Insurance, 1560 Broadway, Suite 850, Denver, Colorado 80202.
Section 8
Enforcement
Noncompliance with this regulation may result in the imposition of any of the sanctions made available in the Colorado statutes pertaining to the business of insurance, or other laws, which include the imposition of civil penalties, issuance of cease and desist orders, and/or suspensions or revocation of license, subject to the requirements of due process.
Section 9
Effective Date

This regulation is effective on September 1, 2012.

Section 10
History

New regulation effective November 15, 1997.
Amended Sections 1, 2, 3, 4, 7, Appendix A, and Appendix B effective September 30, 1998.

Amended regulation effective January 1, 2004.

Amended regulation effective: January 1, 2005.
Amended regulation effective July 1, 2007.

Repealed and repromulgated effective September 1, 2012.
Appendix A

Colorado Supplement to the Summary of Benefits and Coverage Form

	

	Name of Carrier

	

	Name of Plan

	

	Policy Type


TYPE OF COVERAGE

	1.
Type of plan.
	

	2.
Out-of-network care covered? 1
	

	3.
Areas of Colorado where plan is available.
	


SUPPLEMENTAL INFORMATION REGARDING BENEFITS

Important Note: The contents of this form are subject to the provisions of the policy, which contains all terms, covenants and conditions of coverage. It provides additional information meant to supplement the Summary of Benefits of Coverage you have received for this plan. This plan may exclude coverage for certain treatments, diagnoses, or services not specifically noted. Consult the actual policy to determine the exact terms and conditions of coverage.
	
	Description
	What this means.

	4.
Deductible Period
	[Calendar year]
[Benefit year]

[Per Accident or Sickness]
	[Calendar year deductibles restart each January 1.]
[Benefit year deductibles restart on a date other than January 1. Please see your policy or plan document to see the date the deductible starts over.]

[Deductible restarts with each new accident and/or sickness. Please see your policy or plan document for a more complete description.]


	5.
Annual Deductible Type
	[Individual/Family]
	[“Individual” means the deductible amount you and each individual covered by the plan will have to pay for allowable covered expenses before the carrier will cover those expenses. “Family” is the maximum deductible amount that is required to be met for all family members covered by the plan. It may be an aggregated amount (e.g., “$3,000 per family”) or specified as the number of individual deductibles that must be met (e.g., “3 deductibles per family”).]

	
	[Single Coverage/Non-single Coverage]
	[“Single” means the deductible amount you will have to pay for allowable covered expenses under this HSA-qualified health plan when you are the only individual covered by the plan. “Non-single” is the deductible amount that must be met by one or more family members covered by this HSA-qualified plan before any covered expenses are paid.]

	6.
What cancer screenings are covered?
	
	


LIMITATIONS AND EXCLUSIONS

	7.
Period during which pre-existing conditions are not covered for covered persons age 19 and older. 2
	

	8.
How does the policy define a “pre-existing condition”?
	

	9.
Exclusionary Riders. Can an individual’s specific, pre-existing condition be entirely excluded from the policy?
	


USING THE PLAN

	
	IN-NETWORK
	OUT-OF-NETWORK

	10.
If the provider charges more for a covered service than the plan normally pays, does the enrollee have to pay the difference?
	
	

	11.
Does the plan have a binding arbitration clause?
	


Questions: Call 1-800-[insert carrier’s customer service number] or visit us at www.[insert carrier’s web address].
If you are not satisfied with the resolution of your complaint or grievance, contact:
Colorado Division of Insurance











Consumer Affairs Section











1560 Broadway, Suite 850, Denver, CO 80202











Call: 303-894-7490 (in-state, toll-free: 800-930-3745)












Email: insurance@dora.state.co.us

Endnotes

1
“Network” refers to a specified group of physicians, hospitals, medical clinics and other health care providers that this plan may require you to use in order for you to get any coverage at all under the plan, or that the plan may encourage you to use because it may pay more of your bill if you use their network providers (i.e., go in-network) than if you don’t (i.e., go out-of-network).

2
Waiver of pre-existing condition exclusions. State law requires carriers to waive some or all of the pre-existing condition exclusion period based on other coverage you recently may have had. Ask your carrier or plan sponsor (e.g., employer) for details.

Appendix B

Directions for Filling Out the

Colorado Supplement to the Summary of Benefits and Coverage Form

TOP OF FORM

Carrier and plan names: Fill in the complete carrier name on the first line and the name of the plan on the second line. Plans may also include the following information, if they wish to do so, either at the top of the form, at the bottom of the page, or at the end of the document: carrier logo, group identification number, class or division, and effective date.

Policy Type: Select one of the following choices only: (1) “Individual Policy”, (2) “Small Employer Group Policy”, (3) “Large Employer Group Policy”, (4) “Association Group Policy”, or (5) “Short-term Limited Duration Policy”.

TYPE OF COVERAGE

Question 1: Type of Plan. Enter type of plan. Select one of the following choices only: (1) “Medical expense policy”, (2) “Preferred provider organization (PPO)”, (3) “Health maintenance organization (HMO)”, (4) “Point of service (POS)” (i.e., an HMO plan with some out-of-network benefits), or (5) “Limited service licensed provider network (LSLPN) plan”.
Question 2: Coverage for Out-of-Network Care. Indicate if out-of-network care is covered. Select one of the following choices only: (1) “Only for emergency care”; (2) “Only for emergency and urgent care”; (3) “Only for specified services; patient pays more for such out-of-network care” [e.g., POS plans]; (4) “Yes, but patient pays more for out-of-network care.” [e.g., PPO]; or (5) “Yes; plan makes no distinction between in-network and out-of-network care.” [e.g., traditional indemnity plans]. For HMOs that are marketing to small employers or employees of small employers outside of its geographic service area, the following statement must be added in bold, 10 point font caps:

“INTERESTED POLICYHOLDERS, CERTIFICATE HOLDERS, AND ENROLLES ARE HEREBY GIVEN NOTICE THAT THIS SMALL GROUP POLICY REQUIRES THAT AN INSURED TRAVEL OUTSIDE OF THE GEOGRAPHIC AREA TO RECEIVE COVERED HEALTH BENEFITS.”

Question 3: Where Plan Is Available. Indicate where the plan itself is available. This question does not concern the residence of the potential enrollee. Select one of the following choices only: (1) “Plan is available throughout Colorado”; (2) “Plan is available only in the following areas: [fill in]”; or (3) “Plan is available throughout Colorado except in the following areas: [fill in].” A note should be added if the plan is marketed to employers or employees located over state or county lines.

SUPPLEMENTAL INFORMATION REGARDING BENEFITS
Question 4: Deductible Period. Describe whether the deductible period is “Calendar Year” (January 1 through December 31) or “Benefit Year” (i.e., based on a benefit year beginning on the policy’s anniversary date) or if the deductible is based on other requirements such as a “Per Accident or Sickness”.

Question 5: Annual Deductible Type. For a non-HSA qualified plan, insert “Individual/Family” in the first column and provide the corresponding information in the “What this means.” column. For an HSA-qualified plan, insert “Single Coverage/Non-single Coverage” and provide the corresponding information in the “What this means.” column.
Question 6: What cancer screenings are covered? Provide a list of covered cancer screenings.
LIMITATIONS AND EXCLUSIONS
Question 7: Pre-existing Condition Exclusion Period for covered persons age 19 and older. Select one of the following choices only: (1) “____ [insert the length of the limitation period] months for all pre-existing conditions.”; (2) “____ [insert the length of the limitation period] months for selected pre-existing conditions only; no pre-existing condition limitation for all other conditions. See policy for details.”; (3) “Not applicable; plan does not impose limitation periods for pre-existing conditions.”; (4) “This individual short-term health benefit plan does not cover pre-existing conditions.”
Note: For group plans (except business groups of one) the limitation period may not exceed six (6) months; for business groups of one the limitation period may not exceed 12 months. Carriers are reminded that Colorado law governs allowable pre-existing periods for all health benefit plans.

Question 8: Definition of a Pre-existing Condition. Enter the definition of a pre-existing condition under this policy. Select one of the following choices only: (1) “Not applicable. Plan does not exclude coverage for pre-existing conditions.”; (2) for group plans: “A pre-existing condition is a condition for which medical advice, diagnosis, care, or treatment was recommended or received within the last ___ [insert a number not to exceed 12 for business groups of one and not to exceed 6 for all other group plans] months immediately preceding the date of enrollment or, if earlier, the first day of the waiting period; except that pre-existing condition exclusions may not be imposed on children under 19, special enrollees, or for pregnancy.”; (3) for individual plans: “A pre-existing condition is an injury, sickness or pregnancy for which a person, 19 or older, incurred charges, received medical treatment, consulted a health care professional, or took prescription drugs within ___ [insert a number not to exceed 12] months immediately preceding the effective date of coverage.”; or (4) for individual short-term health benefit plans: “A pre-existing condition is an injury, sickness or pregnancy for which a person incurred charges, received medical treatment, consulted a health care professional, or took prescription drugs within ___ [insert a number not to exceed 12] months immediately preceding the effective date of coverage.”
Question 9: Exclusionary Riders. All group carriers must enter “No”. Depending on the policy, individual carriers should enter “Yes” or “No.”

USING THE PLAN

Question 10: General Directions. If the plan has separate in-network and out-of-network benefits, use two columns and label them “In-network” and “Out-of-network.” If the plan does not make such a distinction (e.g., a traditional indemnity plan), replace two columns with a single column labeled “Using the Plan.”

Question 10: Provider Charges. In each column, select one of the following choices only: (1) “Yes” or (2) “No.” If the answer is “Yes”, a carrier may expand on the answer to note exceptions to this requirement.
Question 11: Binding Arbitration. Indicate, with a “Yes” or “No”, if the plan has binding arbitration.
QUESTIONS’ FOOTER
Questions: Carrier must insert the appropriate telephone number and website information.

